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SUMMARY OF CHANGES TABLE

UPDATED FOR JANUARY 1, 2023 EFFECTIVE DATE (POSTED DECEMBER 1, 2022)

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

Item
#

Topic

Location

Summary of Changes

Crisis Intervention (C&A and
Adult)

Part I, Section Ill. Service
Definitions

In the Code Detail section, the “add-on each additional 30 mins” language was
inadvertently missing from Practitioner Level 1, In-Clinic. It is now added.

Assisted Outpatient Treatment
Program

Part I, Section Ill. Service
Definitions

A new service is added.

Co-Responder Program

Part I, Section Ill. Service
Definitions

A new service is added.

CRRI

Part I, Section Ill. Service
Definitions

Significant refinements to the entire Service Definition, and reorganization/clarification
of previous content.

CRRII

Part I, Section Ill. Service
Definitions

Significant refinements to the entire Service Definition, and reorganization/clarification
of previous content.

Approved BH Practitioners
Table

Part Il, Section II. Staffing
Requirements, Approved
BH Practitioners Table

CPS-Parent and CPS-Youth were inadvertently missing from the table. They are now
added.

Documentation Requirements

Part II, Section III.
Documentation
Requirements, 1.
Overview of
Documentation

Reorganization and clarification of requirements for paper versus electronic records,
as follows:

A. Documentation/information in the medical record: Reorganized and clarified
requirements.

E. Added a new section: “Special Requirements for Paper versus Electronic
Health Records/Medical Records.” In the section: “For providers using
Electronic Health Records (EHRs)/ Electronic Medical Records (EMRs)”
added a new item d.

Documentation Requirements:
DC-0 to 5 language

Part Il, Section Il
Documentation
Requirements, 3.
Diagnosis

New item F. Describes a tool and method that can assist practitioners in diagnosing
children ages 4 through 5 years.
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Aggregated Claims

Part Il, Section Ill:
Documentation
Requirements, 8. Progress
Notes, C. Progress note
documentation must
address and adhere to the
following: xii. Location of
Intervention

New item # 4:

Claims - In situations where multiple practitioners of the same U-level deliver a

service (or services) for which the same procedure code and modifier(s) would be
billed, but service delivery occurs at two different times, the time would need to be
aggregated into one claim. If a different Place of Service code were applicable for
each practitioner, only one should be selected and used on the aggregated claim.

Glossary

Part IV: Appendices,
Appendix A: Glossary of
Terms

A definition of the DC 0-5™ Manual is added.
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ALL POLICIES ARE POSTED IN DBHDD POLICYSTAT LOCATED AT http://gadbhdd.policystat.com

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

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

The New and Updated policies are listed below. For 90 days after the date of revision, users can see the track changes version of a policy

by scrolling to ‘New and Recently Revised Policies’ on the PolicyStat Home Page.

Questions or issues related to policy and service delivery should be directed to your Provider Relations
team: https://dbhddapps.dbhdd.ga.gov/PIMS/Default.aspx

Questions related to the Georgia Collaborative ASO functions such as those listed below can be directed to

GACollaborativePR @beaconhealthoptions.com

¢ Provider Enrollment
¢ ASO Quality Reviews

» Behavioral Health Registrations, Authorizations, and Billing for State Funded Services

Topic Location Summary of Changes

Part Il
General Policies and REVISED: https://gadbhdd.policystat.com/policy/12323466/latest
Procedures

Suicide Prevention, Screening, Brief
Intervention and Monitoring, 01-118

Suicide Prevention, Screening, Brief Part Il
Intervention and Monitoring for Tier 2 | General Policies and REVISED: https://gadbhdd.policystat.com/policy/12324504/atest
and Tier 2+ Providers, 01-126 Procedures
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SECTION |

ELIGIBILITY OF INDIVIDUALS SERVED
DBHDD CRITERIA FOR MENTAL HEALTH AND ADDICTIVE DISEASE-SERVICES

CHILD & ADOLESCENT ADULT

Many adults/youth/families approach the state service delivery system looking for help. Not everyone who seeks assistance is in need of mental health or addictive
disease services. In order to efficiently and expeditiously address the needs of those seeking assistance, a quick assessment of the presenting circumstances is
warranted. A brief screening/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 screening/assessment refers to a rapid determination of an
adult/youth's need for services and whether there are sufficient indications of a mental iliness and/or substance related disorder to warrant further evaluation and
admission to services.

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

2. If the adult/youth does appear to have a mental iliness and/or substance related disorder, and does appear to meet eligibility criteria, then the individual may either
begin in Non-Intensive Outpatient services or may enroll in clinically appropriate intensive and/or specialized recovery/treatment services determined as a part of a
more comprehensive assessment process.

B. CORE CUSTOMER CLASSIFICATION AND ELIGIBILITY DETERMINATION

Eligibility for an individual is verified through the ASO system. The provider submits individual registration details on behalf of an individual. When it is determined that the
individual qualifies for one of the DBHDD fund sources, then subsequent authorization can be requested.

In the event that an individual presents for service and the agency is unable to ascertain identifying information, the individual may be engaged in some limited service
without this identifying information, temporarily, with the expectation that the agency is working with the individual to acquire that information for continued enroliment.
This individual would be registered in the SHORT-TERM/IMMEDIATE registration category which will allow the agency up to seven (7) days of eligibility for the individual
without additional unique identifying information. The following are potential services when utilizing this eligibility category and requesting authorization:

Community-based Inpatient Psychiatric/ Detoxification | Psychological Testing Medication Administration

Residential Detoxification Diagnostic Assessment Community Support

Crisis Stabilization Unit Interactive Complexity Psychosocial Rehabilitation-Individual
Crisis Service Center Crisis Intervention Case Management

Temporary Observation Psychiatric Treatment Addictive Diseases Support Services
Behavioral Health Assessment/Service Plan Dev Nursing Assessment and Care Individual Outpatient

Peer Support (Individual and Whole Health) Family Outpatient Group Outpatient
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CHILD & ADOLESCENT

ADULT

There are four (4) variables for consideration to determine whether a youth qualifies
as eligible 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 or when it is otherwise developmentally/clinically
indicated) may be served to assist with transitioning to adult services.

2. Diagnostic Evaluation: The 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 diagnosis (or diagnostic impression). The
diagnostic evaluation must be documented adequately to support the diagnosis.

3. Functional/Risk Assessment: Information gathered to evaluate a
child/adolescent’s ability to function and cope on a day-to-day basis comprises the
functional/risk assessment. This includes youth and family resource utilization and
the youth’s role performance, social and behavioral skills, cognitive skills,
communication skills, personal strengths and adaptive skills, needs and risks as
related to an emotional disturbance, substance related disorder or co-occurring
disorder. The functional/risk assessment must yield information that supports a
behavioral health diagnosis (or diagnostic impression) in accordance with the DSM.
4. Financial Eligibility: Please see Payment by Individuals for Community
Behavioral Health Services, 01-107.

ORIOR
CHILD & ADOLESCENT

There are four (4) variables for consideration to determine whether an individual
qualifies as eligible for adult mental health and addictive disease services.

1. Age: An individual must be over the age of 18 years old, to include the older
adult population 65+ 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 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 diagnosis (or diagnostic
impression). 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. This includes the individual’s resource utilization, role performance,
social and behavioral skills, cognitive skills, communication skills, independent
living skills, personal strengths and adaptive skills, needs and risks as related to a
psychiatric disorder, substance related disorder or co-occurring disorder. The
functional/risk assessment must yield information that supports a behavioral
health diagnosis (or diagnostic impression) in accordance with the DSM.

4. Financial Eligibility: Please see Payment by Individuals for Community
Behavioral Health Services, 01-107.

ADULT

The following youth are priority for services:
1. The first priority group for services is Youth:
1 Who are at risk of out-of-home placements; and
1 Who are currently in a psychiatric facility or a community-based crisis residential
service including a crisis stabilization unit.

2. The second priority group for services is:
1 Youth with a history of one or more hospital admissions for
psychiatric/substance use disorder reasons within the past 3 years;
1 Youth with a history of one or more crisis stabilization unit admissions within the
past 3 years;

The following individuals are the priority for ongoing support services:

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

2. The second priority group for services is
] Individuals with a history of one or more hospital admissions for psychiatric/
substance use disorder reasons within the past 3 years;
1 Individuals with a history of one or more crisis stabilization unit admissions
within the past 3 years;
1 Individuals with a history of enroliment on an Assertive Community
Treatment team within the past 3 years;
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1 Youth with a history of enrollment on an Intensive Family Intervention team U1 Individuals with court orders to receive services (especially related to

within the past 3 years; restoring competency);
1 Youth with court orders to receive services; ] Individuals under the correctional community supervision with mental iliness
1 Youth under the correctional community supervision with mental illness or or substance use disorder or dependence;
substance use disorder or dependence; T Individuals released from secure custody (county/city jails, state prisons,
1 Youth released from secure custody (county/city jails, state YDCs/RYDCs, diversion programs, forensic inpatient units) with mental illness or substance
diversion programs, forensic inpatient units) with mental illness or substance use disorder or dependence;
use disorder or dependence; [ Individuals aging out of out of home placements or who are transitioning
"1 Pregnant youth; from intensive C&A services, for whom adult services are clinically and
1 Youth who are homeless; or, developmentally appropriate;
1 IV drug users. ] Pregnant women;
(] Individuals who are homeless; or,
The timeliness for providing these services is set within the agency’s 1 IV drug users.

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

1 Specific to AD Women’s Services, Providers shall give preference to admission to services
as follows: 1) Pregnant women who are using drugs by means of intravenous injection; 2)
Pregnant women who have substance use disorders, but who are not using drugs by means of
intravenous injection; 3) Non-pregnant women who are using drugs by means of intravenous

injection; and then 4) All others.
D. SERVICES AUTHORIZATION

Services are authorized based on individualized need considered alongside service design. In many cases, the electronic ASO system provides for an automated process
to request services and to receive authorization based upon clinical and demographic information provided to the ASO. Periodically, a provider will be asked to provide
additional supporting information to the ASO, e.g., an Individualized Recovery Plan (IRP).

While most services identified in this manual will require an authorization from the ASO via provider batch submission or via the ASO Connect system, some services will
require immediate authorization via the ASO/GCAL. Those services have specific requirements identified in the Reporting and Billing Requirements section of the unique
service guideline.
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E. APPROVED DIAGNOSES

Please reference the table in Appendix B of this document for approved authorization diagnoses. The diagnoses listed in Appendix B are ICD-10 diagnosis which are
organized here into Mental Health (MH) and Substance Use (SU) categories. Services that are uniquely identified as being MH only or SU only on the chart in Part 1,
Section Il of this manual will require a diagnosis which is within that category of condition. (e.g., Alcohol Intoxication with Use Disorder [F10.229] would be an acceptable
diagnosis for receiving Ambulatory Detox [SU]).

An individual diagnosed with a Neurocognitive Disorder must have a documented history of a qualifying behavioral health diagnosis that pre-dates the Neurocognitive
Disorder and any associated psychiatric symptoms and/or substance use. Individuals with a Neurocognitive Disorder must demonstrate a cognitive ability to participate in,
and benefit from the behavioral health service(s) in which they are enrolled. Individuals who have historically received treatment for a qualifying behavioral health
diagnosis and may now be showing signs of a Neurocognitive Disorder such as Dementia or Alzheimer’s Disease should remain included in treatment until such time as
the individual is no longer capable of active participation in treatment services and supports.

Diagnosis Exceptions: Several diagnostic codes may have an E identified. This indicates that the DBHDD does not cover this diagnosis code, but that in certain
circumstances, that there may be an exception to this rule. In this event, the ASO would do a review of such things as a recent physical examination, unique provider skill
specialties, proposed IRPs, etc. to determine whether or not authorization will be granted.

Appendix B only includes ICD-10 diagnosis codes that correspond with an applicable DSM V code. As noted in Part Il of this manual, providers should use DSM V to
diagnose individuals and report the ICD-10 code accordingly. Note that, due to the adjustment of diagnoses between DSM IV and DSM V, not all ICD-9 codes will have a
valid match to an ICD-10 code. Providers should use the DSM V as the initial source to determine the appropriate ICD-10 codes for authorization requests.

NOTE: The presence of co-occurring mental ilinesses/emotional disturbances, substance related disorders and/or developmental disabilities is not uncommon and
typically results in a more complicated clinical presentation. Individuals diagnosed with the excluded mental disorders listed may receive services ONLY when these
disorders co-occur with a qualifying mental illness or substance related disorder. The qualifying mental iliness or substance related disorder must be the presenting
problem and the focus of service, and the individual must meet the functional criteria listed above.
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SECTION I
ORIENTATION TO SERVICE AUTHORIZATION

FY2023 Behavioral Health Levels of Service

Specifically related to DBHDD authorization through its ASO vendor, services are organized into a set of categories which are defined by Level of Care, then Type
of Care, which then define a subset of services.

FY2023 Behavioral Health Services
Level of Service: Inpatient & Higher Level of Care (HLOC)

Initial Auth Concurrent Auth
Level Type Type of Service Service
of of Care Type of Care Description Class Groups Service Description Max Max Max Max Max Place of Service
Service | Service Code Code Available Auth Units Auth Units Daily
Length | Auth'd | Length | Auth'd | Units
Inpt MH, BEH Behavioral . . . . . .
MHSU IPF 20102 Community Based Inpatient (Psych) varies | varies | varies | varies 1 21,51
Inpt SuU DETOX Detox IPF 20102 | Community Based Inpatient (Detox) | varies | varies | varies | varies | 1 21,51
Inpt MH, BEH Behavioral CUA 20101 Crisis Stabilization - Adult 10 10 varies | varies 1 11,52, 53, 55, 56, 99
MHSU
Inpt sU DETOX Detox CUA 20101 | Crisis Stabilization - Adult 10 10 | varies | varies | 1 11, 52, 53, 55, 56, 99
Inpt MH, BEH Behavioral Cuc 20101 Crisis Stabilization - C&A 10 10 varies | varies 1 11,52, 53, 55, 56, 99
MHSU
Inpt SuU DETOX Detox cuc 20101 | Crisis Stabilization - C&A 10 10 | varies | varies | 1 11, 52, 53, 55, 56, 99
Inpt DD BEH Behavioral CAU 20110 | Crisis Stabilization - C&A ASD 30 30 varies | varies 1 11, 52, 53, 55, 56, 99
Inpt MH BEH Behavioral PRT 20506 | PRTF 30 30 30 30 1 56
Inpt SuU DETOX Detox IDF 21101 Residential Detox 20 20 varies | varies 1 11, 12, 53,99
Level of Service: Outpatient
Initial Auth Concurrent Auth
Level Type Type of Service Service
of of Care Type of Care Description Class Groups Service Description Max Max Max Max Max Place of Service
Service | Service Code Code Available Auth Units Auth Units Daily
Length Auth'd Length Auth'd Units
Outpt m:ISU ACT ACT ACT 20601 Assertive Community Treatment 90 240 90 240 60 11,12, 53,99
CT1 21202 Community Transition Planning 90 50 90 50 12 11,12, 53,99
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Initial Auth Concurrent Auth
Level Type Tt o Service Service ' o .
of of S e Type of Care Description Class Groups Service Description Max Ma.ux Max ME_IX M§X Place of Service
Service | Service Code Available Auth Units Auth Units Daily
Length | Auth'd Length Auth'd Units
Outpt | SU AMBDTX | AMBULATORY DETOX | oPD 21102 | Ambulatory Detox 14 32 varies | varies 24 11,12, 53,99
BHA | 10101 EEV/Zng';i‘nierVice Plan 14 32 | varies | varies | 24 11,12, 53, 99
DAS 10103 Diagnostic Assessment 14 2 varies varies 11,12, 53,99
CAO 10104 Interactive Complexity 14 22 varies varies 4 11,12, 53,99
PEM 10120 Psychiatric Treatment - (E&M) 14 40 varies varies 11,12,53,99
ADS 10152 Addictive Disease Support Services 14 24 varies varies 16 11,12,53,99
TIN 10160 Individual Outpatient Services 14 8 varies varies 11,12, 53,99
GRP 10170 Group Outpatient Services 14 80 varies varies 4 11,12, 53,99
FAM 10180 Family Outpatient Services 14 32 varies varies 16 11,12, 53,99
Outpt | MH, CS CRISIS SERVICES CSC 20103 Crisis Service Center 20 7 20 7 1 11,52,53, 55, 56, 99
IS\/lIJI-I|SU UHB 20105 Temporary Observation 20 7 20 7 1 11, 52, 53, 55, 56, 99
BHA | 10101 g':ﬁ;?;i‘niemce Plan 20 32 20 32 24 11,12, 53,99
DAS 10103 Diagnostic Assessment 20 2 20 2 2 11,12, 53,99
CAO 10104 Interactive Complexity 20 22 20 22 4 11,12,53,99
CIN 10110 Crisis Intervention 20 80 20 80 8 11,12, 53,99
PEM 10120 Psychiatric Treatment - (E&M) 20 40 20 40 2 11,12,53,99
NRS 10131 Nursing Services 20 80 20 80 5 11,12,53,99
MED 10140 Medication Administration 20 24 20 24 1 11,12,53,99
csl 10150 Community Support - Individual 20 32 20 32 32 11,12, 53,99
PSR | 10151 r:;’lf:gj:f'a' Rehabilitation - 20 32 20 32 8 11,12, 53, 99
ADS 10152 Addictive Disease Support Services 20 24 20 24 16 11,12,53,99
TIN 10160 Individual Outpatient Services 20 14 20 14 11,12,53,99
GRP 10170 Group Outpatient Services 20 80 20 80 11,12, 53,99
FAM 10180 Family Outpatient Services 20 20 20 20 11,12,53,99
CMS 21302 Case Management 20 84 20 84 12 11,12,53,99
PSI 20306 Peer Support - Adult - Individual 20 80 20 80 8 11, 12,53,99
CT1 21202 Community Transition Planning 20 80 20 80 11,12, 53,99
Outpt | MH CsT CsT CST 20605 | Community Support Team 90 240 90 240 60 11,12, 53,99
CT1 21202 Community Transition Planning 90 50 90 50 12 11,12,53,99
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. . Initial Auth Concurrent Auth
Level of Type Type of Ty el B Service Service
Servi of Care Descrioti Class Groups Service Description Max M"f‘x Max M"f‘x M?x Place of Service
ervice Service Code escription Code Available Auth Units Auth Units Daily
Length Auth'd Length Auth'd Units
Outpt | MH CA Crisis Apartment APT | 20104 | Crisis Respite Apartment 30 30 14 14 1 11,12, 14, 53, 55, 56, 99
Outpt | MH, | IR Residential Services | ¢ | 50501 | Residential Services (Independent) 90 90 90 90 1| 11,12, 14, 53, 55, 56, 99
SuU (Independent)
Outpt | MH SIM Residential Services | coc | 50505 | Residential Services (CRR Level 3) 90 90 90 90 1 11,12, 14, 53, 55, 56, 99
(CRR Level 3)
Outpt SuU SIM Re5|d.ent|al Services SRS 20502 Residential Services (Semi- 90 90 90 90 1 11,12, 14, 53, 55, 56, 99
(Semi-Independent) Independent)
Outpt | MH 1 INR Residential Services | |\r | 56503 | Residential Services (CRR Level 1) 90 90 90 90 1| 11,12, 14, 53, 55, 56, 99
(CRR Level 1)
Outpt | SU INR Residential Services | |\t | 50503 | Residential Services (Intensive) 90 90 90 90 1| 11,12, 14, 53, 55, 56, 99
(Intensive)
Outpt | MH | CR4 community Cl4 | 20514 | Community Residential Rehabilitation 4 | 90 13 180 26 8 | 11,12, 14, 53,55, 56, 99
Residential Rehab 4
Outpt | MH, | SRC Structured STR | 20510 | Structured Residential - C&A 180 | 180 | 180 180 1| 11,12, 14, 53, 55, 56, 99
SuU Residential - C&A
Outpt MH ICM ICM ICM 21301 Intensive Case Management 90 104 90 104 24 11,12, 53,99
PSR 10151 Psychosocial Rehabilitation - Individual 90 104 90 104 48 11,12,53,99
CT1 21202 Community Transition Planning 90 100 90 100 12 11,12, 53,99
Outpt MH ICCC Intensi i i
utp n ensnv.e I3 21303 Intens_lve Fustomlzed Care 9 3 9 3 1/mo 11,12, 53,99
Customized Care Coordination
Coordination BAS 32101 | Behavioral Assistance 90 24 90 24 16 11,12,53,99
CLC 32102 Clinical Consultative Services 90 12 90 12 8 11,12,53,99
EXP 32103 Expressive Clinical Services 90 24 90 24 16 11,12, 53,99
CGD | 32104 | Customized Goods and Services 90 | Luddnes | 90 quidelines | guidelines 11, 12, 53, 99
RPT 32105 Respite Services 90 24 90 24 24 11,12, 53,99
TSP 32106 Transportation Services 90 12 90 12 4 11,12, 53,99
Outpt MH IFI Intensive Family IFI 20602 Intensive Family Intervention 90 288 90 288 48 11,12,53,99
Intervention CT1 21202 | Community Transition Planning 90 50 90 50 12 11, 12,53, 99
Outpt SU SAIOPA | SAIOP - Adult I0A 20606 SAIOP - Adult 180 320 180 320 5 11,12,53,99
BHA 10101 BH Assmt & Service Plan Development 180 32 180 32 24 11,12,53,99
DAS 10103 Diagnostic Assessment 180 4 180 4 2 11,12,53,99
CAO 10104 Interactive Complexity 180 48 180 48 4 11,12,53,99
PEM 10120 | Psychiatric Treatment - (E&M) 180 12 180 12 2 11,12, 53,99
NRS 10131 Nursing Services 180 48 180 48 16 11,12, 53,99
MED 10140 Medication Administration 180 6 180 6 1 11,12,53,99
CT1 21202 Community Transition Planning 180 50 180 50 12 11,12,53,99
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Initial Auth

Concurrent Auth

Level of Tyr;e Ty(/:p? i Type of Care Szlrvice Zervice Service D ioti Max Max Max Max Max Pl £ Servi
Service Serc:/ice Csdi Description C:;: Av;ci)I:zlse ervice Bescription Auth Units Auth Units Daily ace ofsenvice
Length Auth'd Length Auth'd Units
Outpt | SU SAIOPC | SAIOP - C&A loC 20607 | SAIOP - C&A 180 320 180 320 5 11,12, 53,99
BHA 10101 BH Assmt & Service Plan Development 180 32 180 32 24 11, 12, 53,99
DAS 10103 Diagnostic Assessment 180 4 180 4 11, 12,53, 99
CAO 10104 Interactive Complexity 180 48 180 48 4 11, 12,53, 99
PEM 10120 | Psychiatric Treatment - (E&M) 180 12 180 12 11,12,53,99
NRS 10131 | Nursing Services 180 48 180 48 16 11,12,53,99
CT1 21202 Community Transition Planning 180 50 180 50 12 11, 12, 53,99
Outpt MH, NIO Non-Intensive BHA 10101 | BH Assmt & Service Plan Development 90 32 275 64 24 11,12, 53, 99
i;Jl_" U Outpatient TES | 10105 | Psychological Testing 90 10 275 10 5 11,12, 53, 99
DAS 10103 Diagnostic Assessment 90 2 275 4 11, 12,53, 99
CAO 10104 Interactive Complexity 90 24 275 96 4 11,12, 53,99
CIN 10110 | Crisis Intervention 90 20 275 96 16 11,12,53,99
PEM 10120 | Psychiatric Treatment - (E&M) 90 12 275 48 2 11,12,53,99
NRS 10131 | Nursing Services 90 12 275 120 16 11,12,53,99
MED 10140 Medication Administration 90 6 275 120 1 11,12,53,99
(o] 10150 Community Support - Individual 90 68 275 160 48 11,12,53,99
PSR 10151 Psychosocial Rehabilitation - Individual 90 52 275 160 48 11,12,53,99
ADS 10152 Addictive Disease Support Services 90 100 275 600 48 11,12,53,99
TIN 10160 | Individual Outpatient Services 90 8 275 48 2 11,12,53,99
GRP 10170 Group Outpatient Services 90 480 275 400 20 11, 12, 53,99
FAM 10180 Family Outpatient Services 90 32 275 120 16 11, 12,53, 99
CT1 21202 Community Transition Planning 90 24 275 48 24 11, 12,53, 99
CMS 21302 Case Management 90 68 275 160 24 11,12, 53,99
PSI 20306 | Peer Support - Adult - Individual 90 72 275 312 48 11,12,53,99
PSW 20302 | Peer Support Whole Health & Wellness 90 72 275 312 6 11,12,53,99
YPI 20308 Youth Peer Support - Individual 90 72 275 312 24 11,12,53,99
YPG 20309 Youth Peer Support - Group 90 162 275 486 5 11,12, 53,99
PPI 20310 Parent Peer Support - Individual 90 72 275 312 24 11,12,53,99
PPG 20311 Parent Peer Support - Group 90 162 275 486 5 11,12,53,99
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Initial Auth

Concurrent Auth

Level of Type Type of T of Gaiie Service Service ‘ o .
Service of Care Description Class Gr(.)ups Service Description Max Méx Max Méx ME'lX Place of Service
Service Code Code Available Auth Units Auth Units Daily
Length Auth'd Length Auth'd Units
Outpt SuU oM Medication Assisted | MDM 21001 | Opioid Maintenance 90 80 365 150 1 11,12, 53,99
Treatment (MAT) BHA | 10101 | BH Assmt & Service Plan Development 90 24 365 24 12 11,12, 53, 99
DAS 10103 Diagnostic Assessment 90 2 365 4 2 11, 12,53,99
CAO 10104 Interactive Complexity 90 24 365 96 4 11,12,53,99
CIN 10110 Crisis Intervention 90 20 365 96 16 11,12, 53,99
PEM 10120 Psychiatric Treatment - (E&M) 90 6 365 6 1 11,12,53,99
NRS 10131 Nursing Services 90 24 365 96 4 11,12,53,99
MED 10140 | Medication Administration 90 80 365 150 1 11,12,53,99
ADS 10152 Addictive Disease Support Services 90 100 365 96 4 11,12, 53,99
TIN 10160 Individual Outpatient Services 90 12 365 36 1 11, 12,53,99
GRP 10170 Group Outpatient Services 90 180 365 730 4 11,12,53,99
FAM 10180 Family Outpatient Services 90 48 365 48 4 11,12, 53,99
PSI 20306 Peer Support — Adult - Individual 90 48 365 48 4 11, 12,53,99
Outpt MH, PSP Peer Support PSI 20306 | Peer Support - Adult - Individual 180 520 180 520 48 11,12,53,99
Su, Program PSP 20307 | Peer Support - Adult - Group 180 650 180 650 5 11,12,53,99
MHSU PSW 20302 | Peer Support Whole Health & Wellness 180 400 180 400 6 11,12, 53,99
Outpt MH, PSC C&A Peer Supports YPI 20308 | Youth Peer Support - Individual 90 72 275 312 24 11,12,53,99
Su, YPG 20309 Youth Peer Support - Group 90 162 275 486 5 11,12,53,99
MHSU PPI 20310 | Parent Peer Support - Individual 90 72 275 312 24 11, 12, 53, 99
PPG 20311 Parent Peer Support - Group 90 162 275 486 5 11,12, 53,99
Outpt MH PRP Psychosocial Rehab PSR 10151 Psychosocial Rehabilitation - Individual 180 104 180 104 48 11,12,53,99
Program PRE 20908 | Psychosocial Rehabilitation - Group 180 300 180 300 20 11,12, 53,99
Outpt MH SE Supported SE8 20401 | Supported Employment 90 3 90 3 11,12,18, 53,99
Employment TOR 20402 | Task Oriented Rehabilitation 90 150 90 150 11,12,53,99
Outpt SuU TCSAD Treatment Court - BHA 10101 BH Assmt & Service Plan Development 365 32 365 32 24 11, 12,53,99
AD DAS 10103 Diagnostic Assessment 365 5 365 5 2 11,12,53,99
CAO 10104 Interactive Complexity 365 2 365 2 2 11,12,53,99
CIN 10110 | Crisis Intervention 365 48 365 48 4 11,12,53,99
PEM 10120 | Psychiatric Treatment - (E&M) 365 24 365 24 2 11, 12,53,99
NRS 10131 | Nursing Services 365 60 365 60 16 11,12, 53,99
MED 10140 | Medication Administration 365 60 365 60 1 11,12, 53,99
ADS 10152 Addictive Disease Support Services 365 300 365 300 48 11,12,53,99
TIN 10160 Individual Outpatient Services 365 24 365 24 2 11,12,53,99
GRP 10170 Group Outpatient Services 365 200 365 200 20 11,12,53,99
FAM 10180 Family Outpatient Services 365 60 365 60 16 11,12, 53,99
CT1 21202 Community Transition Planning 365 24 365 24 24 11,12,53,99
PSI 20306 | Peer Support - Adult - Individual 365 312 365 312 48 11,12,53,99
PSW 20302 Peer Support Whole Health & Wellness 365 312 365 312 6 11, 12,53,99
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Initial Auth

Concurrent Auth

Level Type Type of Service Service
of of Care Type of Care Description Class Groups Service Description Max Max Max Max Max Place of Service
Service | Service Code Code | Available Auth Units Auth Units Daily
Length | Auth'd Length Auth'd Units
Outpt MH TCS Treatment Court - MH BHA 10101 BH Assmt & Service Plan Development 365 32 365 32 24 11,12,53,99
DAS 10103 Diagnostic Assessment 365 5 365 5 2 11,12, 53,99
CAO 10104 | Interactive Complexity 365 2 365 2 2 11,12,53,99
CIN 10110 | Crisis Intervention 365 48 365 48 4 11,12,53,99
PEM 10120 | Psychiatric Treatment - (E&M) 365 24 365 24 2 11,12,53,99
NRS 10131 Nursing Services 365 60 365 60 16 11, 12,53, 99
MED 10140 Medication Administration 365 60 365 60 1 11,12,53,99
PSR 10151 Psychosocial Rehabilitation - Individual 365 80 365 80 48 11,12,53,99
TIN 10160 Individual Outpatient Services 365 24 365 24 2 11,12,53,99
GRP 10170 Group Outpatient Services 365 200 365 200 20 11,12, 53,99
FAM 10180 Family Outpatient Services 365 60 365 60 16 11,12, 53,99
CT1 21202 Community Transition Planning 365 24 365 24 24 11,12, 53,99
CMS 21302 | Case Management 365 80 365 80 24 11,12,53,99
PSI 20306 | Peer Support - Adult - Individual 365 312 365 312 48 11,12,53,99
PSW 20302 Peer Support Whole Health & Wellness 365 312 365 312 6 11,12,53,99
Outpt SuU WTRSO | WTRS - Outpatient BHA 10101 BH Assmt & Service Plan Development 180 32 180 32 24 11, 12, 53,99
DAS 10103 Diagnostic Assessment 180 4 180 4 2 11, 12, 53, 99
CAO 10104 | Interactive Complexity 180 48 180 48 4 11,12,53,99
PEM 10120 | Psychiatric Treatment - (E&M) 180 12 180 12 2 11,12,53,99
NRS 10131 | Nursing Services 180 48 180 48 16 11,12,53,99
ADS 10152 Addictive Disease Support Services 180 200 180 200 48 11, 12,53, 99
TIN 10160 Individual Outpatient Services 180 36 180 36 1 11,12,53,99
GRP 10170 Group Outpatient Services 180 1,170 180 1,170 20 11, 12, 53,99
FAM 10180 Family Outpatient Services 180 100 180 100 8 11, 12, 53,99
WTT 20517 | WTRS - Transitional Bed 180 180 180 180 1 11, 12, 14, 53, 55, 56, 99
PSI 20306 | Peer Support - Adult - Individual 180 156 180 156 48 11,12,53,99
PSW 20302 Peer Support Whole Health & Wellness 180 156 180 156 6 11,12,53,99
Outpt SuU WTRSR | WTRS - Residential BHA 10101 | BH Assmt & Service Plan Development 180 32 180 32 24 11,12,53,99
DAS 10103 Diagnostic Assessment 180 4 180 4 2 11,12,53,99
CAO 10104 Interactive Complexity 180 48 180 48 4 11,12, 53,99
PEM 10120 | Psychiatric Treatment - (E&M) 180 24 180 24 2 11,12,53,99
NRS 10131 Nursing Services 180 48 180 48 16 11, 12,53, 99
MED 10140 Medication Administration 180 40 180 40 1 11, 12, 53, 99
WTR 20516 | WTRS - Residential 180 180 180 180 1 11,12, 14, 53, 55, 56, 99
WTT 20517 | WTRS - Transitional Bed 180 180 180 180 1 11,12, 14, 53, 55, 56, 99
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X . Initial Auth Concurrent Auth
Level Type Type of Service Service
of of Care Type of Care Description Class Groups Service Description Max M‘_*X Max M?X M"*X Place of Service
Service | Service Code Code | Available Auth Units Auth Units Daily
Length | Auth'd Length Auth'd Units
BFHV HV HV Georgia Housing . See See See See See
HV 2051 H Vouch !
Voucher? G 0515 ousing Youcher note? note? note? note? note? See note
Outpt | MH, HSUP | GHV Housing CMS | 21302 | Case Management 180 140 180 140 24 11, 12, 53, 99
Su, Supports
MHSU PSI 20306 | Peer Support—Adult - Individual 180 520 180 520 48 11,12,53,99
PSR 10151 | Psychosocial Rehabilitation - Individual 180 300 180 300 48 11,12,53,99
ADS 10152 | Addictive Disease Support Services 180 100 180 100 48 11,12,53,99
CIN 10110 Crisis Intervention 180 64 180 64 16 11,12, 53,99
CT1 21202 Community Transition Planning 180 32 180 32 24 11,12, 53,99
cLa 20514 Zommunlty Residential Rehabilitation 180 36 180 36 3 11,12, 53,99

1 Georgia Housing Voucher authorizations are entered by DBHDD staff.
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SECTION lii
SERVICE DEFINITIONS

Child and Adolescent Non-Intensive Outpatient Services

Behavioral

Transaction Code Detail Code | Mod | Mod Rate Code Detail Code Rate
Code 1 2 3 4 3 4
Practitioner Level 2, In-Clinic | H0031 | U2 | U6 ‘ $38.97 | Practitioner Level 2, Out-of-Clinic H0031 | U2 u7
Practitioner Level 3, In-Clinic | HO031 | U3 | U6 $30.01 | Practitioner Level 3, Out-of-Clinic H0031 | U3 u7
Practitioner Level 4, In-Clinic | H0031 | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic H0031 | U4 u7
MH Assessment |_Practitioner Level 5, In-Clinic | H0031 | U5 | U6 $15.13 | Practitioner Level 5, Out-of-Clinic H0031 | U5 u7
by a non- Practitioner Level 2, Via Practitioner Level 4, Via interactive
Physician interactive audio and video HO031 | GT | U2 $38.97 | audio and video telecommunication | H0031 | GT | U4
telecommunication systems systems
Practitioner Level 3, Via Practitioner Level 5, Via interactive
interactive audio and video H0031 | GT | U3 $30.01 | audio and video telecommunication | H0031 | GT us
telecommunication systems systems
Unit Value 15 minutes Utilization Criteria TBD
The Behavioral Health Assessment process consists of a face-to-face comprehensive clinical assessment with the individual, which must include the youth’s
perspective as a full partner and should include family/responsible caregiver(s) and others significant in the youth'’s life as well as other involved agencies
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,
gz%'ﬁ%n abilities, resources and preferences, to develop a social (extent of natural supports and community integration) and medical history, to determine functional level and
degree of ability versus disability, if necessary, to assess trauma history and status, and to engage with collateral contacts for other assessment information. An age-
sensitive suicide risk assessment shall also be completed. The information gathered should support the determination of a differential diagnosis and assist in screening
for/ruling-out potential co-occurring disorders.
As indicated, information from medical, nursing, school, nutritional, etc. staff should serve as the basis for the comprehensive assessment and the resulting IRP.
Admission 1. Aknown or suspected mental illness or substance-related disorder; and
Criteria 2. Initial screening/intake information indicates a need for further assessment.
Continuing Stay | The youth’s situation/functioning has changed in such a way that previous assessments are outdated.
Criteria
Di 1. An adequate continuing care plan has been established; and one or more of the following:
EEIEIE 2. Individual has withdrawn or been discharged from service; or
Criteria ' y ged ror ;
3. Individual no longer demonstrates need for additional assessment.
Service To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of this
Accessibility include:
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Behavioral Health Assessment

o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individuals language versus use
of interpreters; and/or
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to the
use of this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.
1. Any diagnosis given to an individual must come from persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis. These practitioners
include a licensed clinical social worker, licensed psychologist, licensed marriage and family therapist, licensed professional counselor, a physician or a PA or
APRN (NP and CNS-PMH) working in conjunction with a physician with an approved job description or protocol.
Required 2. The behavioral health assessment process must include a face-to-face comprehensive clinical assessment with the youth. Beyond this face-to-face
Components assessment, additional collateral information gathered from the youth, from family members/caregivers, significant others, other involved agencies/treatment
providers, and any other relevant individuals may be collected telephonically.
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.

1. Practitioner scope of practice is often defined in law and/or regulation. As such, while U4 and U5 practitioners are supporting partners in the assessment
process, certain aspects of assessment must be completed by practitioners licensed or certified to do so.

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

3. Addictions counselors/SUD-certified practitioners may deliver this service when:

a.  Apresenting individual has a known or suspected substance use disorder (including those with known/suspected co-occurring MH/SUD diagnoses):

gf;lr:?r%ments andior . . . o o . . . . .
b.  The service is delivered at a location wherein it can be expected that all individuals presenting have a substance use disorder (including those with
known/suspected co-occurring MH/SUD diagnoses);
AND
c.  If, during the course of service delivery, there is evidence of either a singular MH condition (i.e. without a co-occurring SUD), or a co-occurring MH
condition that rises to a certain level of acuity/complexity (e.g. psychosis, symptoms of major depression, etc.), then additional assessment should be
coordinated with a partnering U1-U3 level practitioner who can provide necessary supporting assessment interventions.
Documentation 1. In addition to any _specific gssessment docqments resulting from the delivery of this .service,. there mqst be a Progress No?e in the individual’s medical regord that
Requi i supports each claim submitted for this service, in accordance with Part Il - Community Service Requirements for BH Providers, Section Il — Documentation
quirements . .
Requirements, 8. Progress Notes of this manual.
Billing & 2. A provider may submit an authorization request and subsequent claim for BHA for an individual who may have been erroneously referred for assessment and,
Reporting upon the resultg Qf that assessment,_i_t is determined tha_lt the person dpes_ not meet eligibillity as defined in this manual: o . _ .
Requirements 3. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the

code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
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Behavioral

Transaction Code Detail Code | Mod Rate Code Detail Code | Mod Rate
Code 1 2 3 4 1 2 3 4
Interprofessional
Telephone Practitioner Level 1 99446 | Ul Practitioner Level 2 99446
Consultation
Unit Value 15 minutes Utilization Criteria TBD
This service includes an inter-professional telephone consultation between physicians (practitioner level 1) and/or physician extenders (practitioner level 2) in which the
physician/extender with the enrolled DBHDD agency provides or receives specialty expertise opinion and/or treatment advice to/from another treating
physician/extender regarding an individual who is enrolled receiving DBHDD services/supports. The physician/extender colleagues collaboratively confer to:
+  Request/receive a clinical/medical opinion related to the behavioral health condition; and/or
+  Assist the behavioral health/medical provider with diagnosing; and/or
+  Support/manage the diagnosis and/or management of an individual's presenting condition without the need for the individual's face-to-face contact with the other
Service practitioner; and/or
Definition +  Consult about alternatives to medication, medication combined with psychosocial treatments and potential results of medication usage; and/or
+ |dentify and plan for additional services; and/or
+  Coordinate or revise a treatment plan; and/or
+  Understand the complexities of co-occurring medical conditions on the individual's behavioral health recovery plan (e.g. kidney failure, diabetes, high blood
pressure, etc.); and/or
+  Reviewing the individual's progress for the purposes of collaborative treatment outcomes.
Admission 1. Ind@v@dual must meet thq Admission Qriteria elements as defiqed in the Psychiatric Tregtment definition herein; and
Criteria 2. Ind!v!dual must be a reglster.eld recipient of DBHDD services (in the Gegrg|a CoIIaporatwg ASO system); and o _ N
3. Individual must have a condition or presentation of symptoms that require the advice, opinion, and/or coordination with a supporting physician/extender.
1. Individual continues to meet the admission criteria; or
Camtniti G 2. Ind?v?dual exhipits acute disabling conditions of suffjcient severity to bring about a s?gnifjcant impairment in day-to-day functioning; or
Criteria 3. Individual continues to present symptoms that are likely to respond to pharmacological interventions; or
4. Individual continues to demonstrate symptoms that are likely to respond or are responding to medical interventions; or
5. Individual continues to require management of pharmacological treatment in order to maintain symptom remission.
glr?g:;rge Individual no longer meets criteria defined in the admission criteria above.
gzgllﬁ:ilons Individuals are inappropriate for medical consultation when the physician/extender needs more information than can be provided telephonically by the health provider.
1. A consultation request from a physician/extender seeking the specialty opinion or guidance of a physician/extender while treating an individual with a co-morbid
Required medical condition; and
Components 2. 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 course of treatment/level of care.
1. The practitioner must be employed by a DBHDD enrolled Tier | or Tier Il agency.
Staffing 2. Practitioners able to provide consultation are those who are recognized as levels 1-2 practitioners in the Service X Practitioner Table A included herein; and
Requirements 3. The practitioner must devote full attention to the individual served and cannot provide services to other individuals during the time identified in the medical record
and in the related claim/encounter/submission.
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Behavioral

1. When the treating physician or other qualified health providers asks for a consultation, the consultant should establish the urgency of the consultation (e.g.,
emergency, routine, within 24 hours).
2. When engaging in a consultation, the practitioner should be prepared to provide:
a.  Individual demographics;
b.  Date and results of initial or most recent behavioral health evaluation;
c.  Diagnosis and/or presenting behavioral health condition(s);
d.  Prescribed medications; and
Clinical e.  Supporting health providers’ name and contact information.
Operations 3. The consultant providing medical guidance and advice should have the following credentials and skillset;
a. Licensed and in good standing with the Georgia Composite Medical Board;
b.  Ability to recognize and categorize symptoms;
c.  Ability to assess medication effects and drug-to-drug interactions;
d.  Ability to initiate transfers to medical services; and
e.  Ability to assist with disposition planning.
4. The advice and/or guidance of the consultant should be considered during treatment/recovery and discharge planning, and clearly documented in the individual’s
medical record.

Service 1. Services are available 24-hours/day, 7 days per week, and offered by telephone; and
Accessibility 2. Demographic information collected shall include a preliminary determination of hearing status to determine referral to DBHDD Office of Deaf Services.
1. Requests between the practitioners (or their representatives) may be written or verbal. Either type of request shall be documented in the individual's medical
record and noted as an administrative note (i.e. no charge).
2. Inaddition to all elements defined in this provider manual for the documentation of an encounter, for this service additional elements required are as follows:
a.  The DBHDD enrolled agency physician/extender who requests a consultation from an external provider should clearly document;
i.  The External Physician/Extender name and specialty practice area; and
Documentation ii.  Ajustification of signs, symptoms, or other co-morbid health interactions that reflect why the consultation was requested; and
Requirements iii.  Advice, guidance, and/or result of the consulting behavioral health provider consultation.
b.  When a practitioner external to the DBHDD enrolled agency requests a consultation from the DBHDD enrolled agency physician/extender, the practitioner
should clearly document the following:
i.  The External Physician/Extender name and specialty practice area; and
ii.  The requesting reason for the consultation, medical advice and/or guidance provided to the healthcare provider; and
jii. ~ Any collaborative outcome/plan which will impact the overall IRP.
1. The only practitioners who can bill this service are Physicians and Physician Extenders who work for a Tier | or Tier Il provider who is approved to deliver

Ei!elinog rt?r; Physician Assessment services through the DBHDD.
Rezuirengmnts 2. The DBHDD enrolled provider must consult with an external Physician/Extender (e.g., emergency department, primary care, etc.). In other words, billing for

internal consultations are not permitted through this code.

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

Practitioner Level 4, In-Clinic Practitioner Level 4, In-Clinic,

Collateral Contact

H2015 | U4 | U6 $20.30 H2015 | UK | U4 | U6

Practitioner Level 5, In-Clinic Practitioner Level 5, In-Clinic,

H2015 | U5 | U6 Collateral Contact

$15.13 H2015 | UK | U5 | U6

gﬁtr)npn;gmty Practitioner Level 4, Out-of-Clinic H2015 us | U7 $24.36 E[ia,]?gflggﬁ; tﬁ;% t’ n(t)auctt-Of- H2015 uk | ua | o7 $24.36
Practitioner Level 5, Out-of-Clinic H2015 us | U7 $18.15 g-ac-:tltloner Level 5, Out-of- H2015 uk | us | U7
inic, Collateral Contact
Practitioner Level 4, Via Practitioner Level 5, Via
interactive audio and video H2015 | GT | U4 $20.30 | interactive audio and video H2015 GT | U5
telecommunication systems telecommunication systems
Unit Value 15 minutes Utilization Criteria TBD
Community Support services consist of rehabilitative, environmental support and resources coordination considered essential to assist a youth/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:
1. 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;
2. Planning in a proactive manner to assist the youth/family in managing or preventing crisis situations;
3. Individualized interventions, which shall have as objectives:
a. 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;
b.  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);
c.  Assistance in the development of interpersonal, community coping and functional skills (including adaptation to home, school and healthy social
environments);
Service d.  Encouraging the development and eventual succession of natural supports in living, learning, working, other social environments;
Definition e.  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;
f.  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;
Assistance in enhancing social and coping skills that ameliorate life stresses resulting from the youth’s emotional disturbance;
Service and resource coordination to assist the youth and family in gaining access to necessary rehabilitative, medical, social and other services and
supports;
i.  Assistance to youth and other supporting natural resources with illness understanding and self-management;
j- Any necessary monitoring and follow-up to determine if the services accessed have adequately met the youth's needs;
k.  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
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disorder 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 disorder, medical services, crisis prevention and intervention services.

Individual must meet target population criteria as indicated above; and one or more of the following:

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

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

Individual continues to meet admission criteria; and

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

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

Goals of Individualized Resiliency Plan have been substantially met; or

Individual/family requests discharge and the individual is not imminently in danger of harm to self or others; or

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

Intensive Family Intervention may be provided concurrently during transition between these services for support and continuity of care for a maximum of four units

of CSI per month. If services are provided concurrently, CSI should not be duplication of IF| 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:

a. Transportation.

b. Observation/Monitoring.

c.  Tutoring/Homework Completion.

d. Diversionary Activities (i.e., activities/time for which a therapeutic intervention tied to a goal on the individual's recovery/resiliency plan (IRP) 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 co-occurring Behavioral Health condition:
Developmental Disability, Autism, Neurocognitive Disorder, Traumatic Brain Injury.
1. Community Support services must include a variety of interventions in order to assist the individual in developing:
a. Symptom self-monitoring and self-management of symptoms.
b. 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.
c. Relapse prevention strategies and plans.

2. Community Support services focus on building and maintaining a therapeutic relationship with the youth and facilitating treatment and resiliency goals.

3. Contact must be made with youth receiving Community Support services a minimum of twice each month. At least one of these contacts must be face-to-face and

Required 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

Components the family.

4. Atleast 50% of CSI service units must be delivered face-to-face with the identified youth receiving the service and at least 80% of all face-to-face service units
must be delivered in non-clinic settings over the authorization period (these units are specific to single individual records and are not aggregate across an
agency/program or multiple payers).

5. In the absence of the required monthly face-to-face contact and if at least two unsuccessful attempts to make face-to-face contact have been tried and
documented, the provider may bill for a maximum of two telephone contacts in that specified month (denoted by the UK modifier).

6. Unsuccessful attempts to make contact with the individual are not billable.

7. When the primary focus of Community Support services for youth is medication maintenance, the following allowances apply:

Admission
Criteria

Continuing Stay
Criteria

Discharge
Criteria

SRS s =

Service
Exclusions

Clinical
Exclusions
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a. These youths are not counted in the offsite service requirement or the individual-to-staff ratio; and

b. These youths are not counted in the monthly face-to-face contact requirement; however, face-to-face contact is required every 3 months and monthly calls
are an allowed billable service.

Staffing Community Support practitioners may have the recommended individual-to-staff ratio of 30 individuals per staff member and must maintain a maximum ratio of 50

Requirements individuals per staff member. Youth who receive only medication maintenance are not counted in the staff ratio calculation.

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

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

a. Description of the particular rehabilitation, resiliency and natural support development models utilized, types of intervention practiced, and typical daily

Clinical schedule for staff.

Operations b. Description of the staffing pattern and how staff are deployed to assure that the required staff-to-individual ratios are maintained, including how unplanned

staff absences, illnesses, or emergencies are accommodated, how case mix is managed, access, efc.
c.  Description of the hours of operations as related to access and availability to the youth served; and
d. Description of how the plan for services is modified or adjusted to meet the needs specified in every Individualized Resiliency Plan.

3. Utilization (frequency and intensity) of CSI should be directly related to the CANS and to the other functional elements of the youth’s assessment.

4. When clinical/functional needs are great, there should be complementary therapeutic services by licensed/credential professionals paired with the provision of
CSlI (individual, group, family, etc.).

1. Specific to the “Medication Maintenance Track,” individuals 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 CANS 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.

2. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:

Service o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use

Accessibility of interpreters; and/or

o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to
the use of this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.

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-

E{i!e"n(?rt?r‘l to-face with the individual.
Reguirer?len fs 2. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the

code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 14 | 1 2 3 4
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Community Transition Planning Community Transition Planning
Community (State Hospital) T2038 | ZH (Jail / Youth Detention Center)
Transition Community Transition Planning Community Transition
Planning (Crisis Stabilization Unit) T2038 | ZC Planning(Other)
Community Transition Planning
(PRTF) T2038 | ZP
. . i ot o Available to those currently in qualifying facilities
Pl 15 minutes tization Ciiteria who meet the DBHDD EIig%biIit?/ Definiton

Community Transition Planning (CTP) is a service provided by Tier 1, Tier Il and IFI providers to address the care, service, and support needs of youth to ensure a

coordinated plan of transition from a qualifying facility to the community. Each episode of CTP must include contact with the individual, family, or caregiver with a

minimum of one (1) face-to-face or telephonic contact with the individual prior to release from a facility. Additional Transition Planning activities include educating the

individual, family, and/or caregiver on service options offered by the chosen primary service agency; participating in facility treatment team meetings to develop a

transition plan.

In partnership between other community service providers and the hospital/f facility staff, the community service agency maintains responsibility for carrying out

transitional activities either by the individual's chosen primary service coordinator or by the service coordinator’s designated Community Transition Liaison. CTP may

also be used for Community Support staff, ACT team members and Certified Peer Specialists who work with the individual in the community or will work with the
individual in the future to maintain or establish contact with the individual.
rvi
S‘Zﬁnﬁﬁ,n CTP consists of the following interventions to ensure the youth, family, and/or caregiver transitions successfully from the facility to their local community:

1. 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.

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

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

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

5. Conducting any screenings or necessary assessments to engage the youth and refer them to appropriate services.

Individual who meets DBHDD Eligibility while in one of the following qualifying facilities:

1. State Operated Hospital,

Criteria 3. Psychiatric Residential Treatment Facility (PRTF),

4. JaillYouth Development Center (YDC), or

5. Other (ex: Community Psychiatric Hospital).

gﬁ?;'r?:mg S Same as above.
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, 1. Individual/family requests discharge; or
3;?;?;@9 2. Individual no longer meets DBHDD Eligibility; or
3. Individual is discharged from a qualifying facility.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring Behavioral Health condition:
Exclusions Developmental Disability, Autism, Neurocognitive Disorder, Traumatic Brain Injury.
Required Prior to Release from a Qualifying Facility: When an individual is admitted to a Qualifying Facility, a community transition plan in partnership with the facility is required.
Components Evidence of planning shall be recorded, and a copy of the Plan shall be included in both the youth’s hospital and community record.
1. Because individuals receiving CTP may be in settings in which there are needs for immediate engagement, yet there is restricted access to the setting, the initial
IRP for an individual may be more generic (i.e., less individualized) at the onset of treatment/support.
A. The allowance for “generic” content of the IRP shall not extend beyond three (3) months.
B. ltis expected that the IRP be individualized and recovery-oriented after the team becomes engaged with the individual and comes to know the individual.
2. IFI providers 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 CTP Guideline for the detail.
3. Community Transition Planning activities may include:
Clinical a. Telephone and Face-to-face contacts with youth/family/caregiver;
Operations b. Participating in youth's clinical staffing(s) prior to their discharge from the facility;
c. Applications for resources and services prior to discharge from the facility, including:
i. Healthcare;
ii.  Entitlements for which they are eligible;
ii.  Education;
iv.  Consumer Support Services;
v.  Applicable waivers, i.e., PRTF, and/or Intellectual and/or Developmental Disabilities (I/DD); and
vi.  Obtaining legal documentation/identification(s).
Service 1. This service must be available 7 days a week (if the qualifying facility discharges or releases 7 days a week).
Accessibility 2. This service may be delivered via telemedicine technology or via telephone conferencing.
Billing & 1. The modifier on Procedure Code indicates setting from which the individual is transitioning.
Reporting 2. There must be a minimum of one face-to-face or telephone contact with the youth prior to release from hospital or qualifying facility in order to bill for this service.
Requirements
Documentation | 1. A documented Community Transition Plan for all individuals.
Requirements 2. Documentation of all face-to-face and telephone contacts and a description of progress with Community Transition Plan implementation and outcomes.

Crisis Intervention

Transaction Code Detail Code | Mod | Mod Rate Code Detail Code | Mod | Mod Rate
Code 1 2 1 2 3 4
Practitioner Level 1, In-Clinic H2011 | U1 [ $58.21 Practitioner Level 1, Out-of-Clinic | H2011 | U1 u7
Crisis Pract?t?oner Level 2, In-CI?nic H2011 | U2 [ $38.97 Pract?t?oner Level 2, Out—of—CIinic H2011 | U2 | U7
Intervention Practitioner Level 3, In-Clinic H2011 | U3 [ $30.01 ] Practitioner Level 3, Out-of-Clinic | H2011 | U3 | U7
Practitioner Level 4, In-Clinic H2011 | U4 [ $20.30 | Practitioner Level 4, Out-of-Clinic | H2011 | U4 u7
Practitioner Level 5, In-Clinic H2011 | U5 U6 $ 15.13 ] Practitioner Level 5, Out-of-Clinic | H2011 | U5 | U7
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Practitioner Level 1, Via Practitioner Level 4, Via
interactive audio and video H2011 | GT U1 interactive audio and video
telecommunication systems telecommunication systems
Practitioner Level 2, Via Practitioner Level 5, Via
interactive audio and video H2011 | GT U2 interactive audio and video
telecommunication systems telecommunication systems
Practitioner Level 3, Via
interactive audio and video H2011 | GT U3
telecommunication systems
Practitioner Level 1, In-Clinic, Practitioner Level 1, In-Clinic,
first 60 minutes (base code) 20839 | U1 us $232.84 add-on each additional 30 mins. %0840 | U1 | UG
Practitioner Level 2, In-Clinic, Practitioner Level 2, In-Clinic,
first 60 minutes (base code) 90839 | U2 U6 $155.88 add-on each additional 30 mins. 90840 | U2 | U6
Practitioner Level 3, In-Clinic, Practitioner Level 3, In-Clinic,
first 60 minutes (base code) 20839 | U3 U6 $120.04 add-on each additional 30 mins. 90840 | U3 | U6
Practitioner Level 1, In-Clinic, Practitioner Level 1, Out-of-Clinic,
first 60 minutes (base code) 20839 | Ut us $296.36 add-on each additional 30 mins. S0s40 | U1 | U7 $148.18
Practitioner Level 2, In-Clinic, Practitioner Level 2, Out-of-Clinic,
first 60 minutes (base code) 20839 | U2 us $187.04 add-on each additional 30 mins. S0s40 | Uz | U7
Practitioner Level 3, In-Clinic, Practitioner Level 3, Out-of-Clinic,
Psychotherapy | first 60 minutes (base code) 20839 | U3 us $146.72 add-on each additional 30 mins. %0840 | U3 | U7
for Crisis Practitioner Level 1, Via
Practlthner Leyel 1, V|§ 90839 | GT U1 $232.84 interactive agdp and video 90840 | oT | U1 $116.42
interactive audio and video telecommunication systems, add-
telecommunication systems on each additional 30 mins
Practitioner Level 2, Via
Practlthner Leyel 2, Vlg 90839 | GT U2 $155.88 interactive agdlq and video 90840 | 6T | U2 $77.94
interactive audio and video telecommunication systems, add-
telecommunication systems on each additional 30 mins
Practitioner Level 3, Via
Practlthner Leyel 3, Vlg 90839 | GT U3 $120.04 interactive agdp and video 90840 | T | U3 $60.02
interactive audio and video telecommunication systems, add-
telecommunication systems on each additional 30 mins
Crisis Intervention 15 minutes Crisis Intervention 16 units
Psychotherapy for 2 encounters
Unit Value L Maximum Daily Units* Crisis, base code
Psychotherapy for Crisis 1 encounter
Psychotherapy for
i 4 encounters
Crisis, add-ons
Utilization
Criteria TBD
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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 individual) as part of this service to help prevent or manage future
crisis situations.

Service
Definition

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

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

b. Youth demonstrates lack of judgment and/or impulse control and/or cognitive/perceptual abilities.
Continuing Stay | This service may be utilized at various points in the youth’s course of treatment and recovery; however, each intervention is intended to be a discrete time-limited

Admission
Criteria

Criteria service that stabilizes the individual and moves him/her to the appropriate level of care.
Discharge 1. Youth no longer meets continued stay guidelines; and
Criteria 2. Crisis situation is resolved, and an adequate continuing care plan has been established.
gﬂg;ﬁzilons Severity of clinical issues precludes provision of services at this level of care.

In any review of clinical appropriateness of this service, the mix of services offered to the individual is important. The use of crisis units will be looked at by the
Clinical Administrative Services Organization in combination with other supporting services. For example, if an individual present in crisis and the crisis is alleviated within an
Operations 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.

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

Requirements 2. The practitioner who will bill 90839 (and 90840 if time is necessary) must devote full attention to the individual served and cannot provide services to other
individuals during the time identified in the medical record and in the related claim/encounter/submission.
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1. All crisis service response times for this service must be within 2 hours of the individual or other constituent contact to the provider agency.

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

3. Demographic information collected shall include a preliminary determination of hearing status to determine referral to DBHDD Office of Deaf Services.

4. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:

Service
Accessibility e the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual's language versus use
of interpreters; and/or
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to
the use of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.
Additional
Medicaid The daily maximum within a CSU for Crisis Intervention is 8 units/day.
Requirements
1. Any use of a telephonic intervention must be coded/reported with a U6 modifier as the person providing the telephonic intervention is not expending the additional
agency resources in order to be in the community where the person is located during the crisis.
2. Any use beyond 16 units will not be denied but will trigger an immediate retrospective review.
3. Psychotherapy for Crisis (90839, 90840) may be billed if the following criteria are met;

a. The nature of the crisis intervention is urgent assessment and history of a crisis situation, assessment of mental status, and disposition and is paired with
psychotherapy, mobilization of resources to defuse the crisis and restore safety and the provision of psychotherapeutic interventions to minimize trauma;
and

b. The practitioner meets the definition to provide therapy in the Georgia Practice Acts; and

c. The presenting situation is life-threatening and requires immediate attention to an individual who is experiencing high distress.

4. Other payers may limit who can provide 90839 and 90840 and therefore a providing agency must adhere to those third-party payers’ policies regarding billing
- practitioners.
E“Jg? rtﬁ;g 5. The 90839 code is utilized when the time of service ranges between 45-74 minutes and may only be utilized once in a single day. Anything less than 45 minutes
Requirements can be provided either through an Individual Counseling code or through the H2011 code above (whichever best reflects the content of the intervention).

6. Add-on Time Specificity:
a. Ifadditional time above the base 74 minutes is provided and the additional time spent is greater than 23 minutes, an additional encounter of 90840 may be
billed.
b. If the additional time spent (above base code) is 45 minutes or greater, a second unit of 90840 may be billed.
c. Ifthe additional time spent (above base code) is 83 minutes or greater, a third unit of 90840 may be billed.
d. Ifthe additional time spent (above base code) is 113 minutes or greater, a fourth unit of 90840 may be billed.
90839 and 90840 cannot be submitted by the same practitioner in the same day as H2011 above.
90839 and 90840 cannot be provided/submitted for billing in the same day as 90791, 90792, 90833, or 90836.
Appropriate add-on codes must be submitted on the same claim as the paired base code.
0. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

= © N
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'(I;Le);:actlon Code Detail Code '1V|0d g/l o Rate Code Detail Code '1V|°d g/l o Rate
A Practitioner Level 2, In-Clinic 90791 U2 | U6 $116.90 | Practitioner Level 3, In-Clinic 90791 | U3 | U6
Diagnostic Practitioner Level 2, Out-of-Clinic | 90791 uz | U7 \ $140.28 | Practitioner Level 3, Out-of-Clinic 90791 | U3 | U7
Evaluation (no Practitiqner Leyel 2, Vig Pratl:titioner.LeveI 3, Via intergctiye
medical service) interactive audio and video 90791 GT | U2 $116.90 | audio and video telecommunication | 90791 | GT | U3
telecommunication systems systems*
Practitioner Level 2, Via interactive
Psychiatric Practitioner Level 1, In-Clinic 90792 | U1 | U6 $174.63 | audio and video telecommunication | 90792 | GT | U2 $116.90
Diagnostic systems
Evaluation with | Practitioner Level 1, Out-of-Clinic | 90792 U1 u7 $222.26 | Practitioner Level 2, In-Clinic 90792 | U2 | U6 $116.90
medical Practitioner Level 1, Via
services) interactive audio and video 90792 GT | U1 $174.63 | Practitioner Level 2, Out-of-Clinic 90792 | U2 | U7 $140.28
telecommunication systems
Unit Value 1 encounter Maximum Daily Units* 2 unit per procedure code
Utilization
Criteria TBD
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
See%:ﬁi)n 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 (which may include the use of telemedicine) and may
include communication with family and other sources and the ordering and medical interpretation of laboratory or other medical diagnostic studies.
Admission 1. Youth .ha.s a known or suspected mental illness or a s.ubs.tance-rela.ted disorder and has recently entered the service system; or
Criteria 2. Youthis 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.
822::?:'”9 SIEl Youth’s situation/functioning has changed in such a way that previous assessments are outdated.
Tiselas 1. An .a.dequate cor_1tinuing care plan has been establisheq; and one or more of the following:
Criteria 2. Individual has withdrawn or been discharged from service; or
3. Individual no longer demonstrates need for continued diagnostic assessment.
Required 1. When providing diagnostic services to individuals who are deaf, deaf-blind, or hard of hearing, diagnosticians shall demonstrate training, supervision, and/or
Components consultation with a qualified professional as approved by DBHDD Deaf Services.
gteaglﬁj?r%ments The only U3 practitioners who can provide Diagnostic Assessment are an LCSW, LMFT, or LPC.
Service 1. This service may be provided via telemedicine to any individual/family who consents to this modality. This consent should be documented in the individual's
Accessibility record. The use of telemedicine should not be driven by the practitioner's/agency’s convenience or preference.
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Bilingjand 2. 90791 !s used when an ?n?t?al evaluat?on ?s prov?ded by a non-physician. . . . . .
Reporting 3. 90792 is used when an |n|t|gl evaluation is prowdgd by a physician, PA, or APRN. This 90792 intervention content would include all general behavioral health
Requirements assessment as well as Medical assessment/Physical exam beyond mental status as appropriate.
4. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.
Additional The daily maximum for Diagnostic Assessment (Psychiatric Diagnostic Interview) for a youth is 2 units. Two units should be utilized only if it is necessary in a complex
Medicaid diagnostic case for the diagnostician to call in a physician for an assessment to corroborate or verify the correct diagnosis.
Requirements
Family Outpatient Services: Family Counseling
'(I;gjn:actlon Code Detail Code M? ¢ Mgd M?c:d Rate ] Code Detail Code M1° ¢ Mgd Mg ¢ Rate
Practitioner Level 2, In-Clinic H0004 | HS u2 U6 $38.97 | Practitioner Level 2, Qut-of-Clinic | H0004 | HS | U2 | U7 $46.76
Practitioner Level 3, In-Clinic H0004 | HS U3 Ué $30.01 | Practitioner Level 3, Out-of-Clinic | H0004 | HS | U3 | U7 $36.68
Practitioner Level 4, In-Clinic H0004 | HS U4 U6 $20.30 | Practitioner Level 4, Out-of-Clinic | H0004 | HS | U4 | U7 $24.36
Family — BH Practitioner Level 5, In-Clinic H0004 | HS U5 U6 $15.13 | Practitioner Level 5, Out-of-Clinic | H0004 | HS | U5 | U7 $18.15
counseling/ Practitioner Level 2, Via Practitioner Level 4, Via
therapy (w/o interactive audio and video H0004 | GT HS U2 $38.97 | interactive audio and video H0004 | GT | HS | U4 $20.30
client present) telecommunication systems telecommunication systems
Practitioner Level 3, Via Practitioner Level 5, Via
interactive audio and video H0004 | GT HS u3 $30.01 | interactive audio and video H0004 | GT | HS | U5 $15.13
telecommunication systems telecommunication systems
Practitioner Level 2, In-Clinic H0004 | HR u2 U6 $38.97 | Practitioner Level 2, Qut-of-Clinic | H0004 | HR | U2 | U7 $46.76
Practitioner Level 3, In-Clinic H0004 | HR U3 U6 $30.01 | Practitioner Level 3, Qut-of-Clinic | H0004 | HR | U3 | U7 $36.68
Practitioner Level 4, In-Clinic HO0004 | HR U4 U6 $20.30 | Practitioner Level 4, Out-of-Clinic | H0004 | HR | U4 u7 $24.36
Family - BH Practitioner Level 5, In-Clinic H0004 | HR U5 U6 $15.13 | Practitioner Level 5, Out-of-Clinic | H0004 | HR | U5 | U7 $18.15
counseling/ Practitioner Level 2, Via Practitioner Level 4, Via
therapy (with interactive audio and video H0004 | GT HR U2 $38.97 | interactive audio and video H0004 | GT | HR | U4 $20.30
client present) telecommunication systems telecommunication systems
Practitioner Level 3, Via Practitioner Level 5, Via
interactive audio and video H0004 | GT HR VK] $30.01 | interactive audio and video H0004 | GT | HR | U5 $15.13
telecommunication systems telecommunication systems
Practitioner Level 2, In-Clinic 90846 | U2 U6 \ $38.97 | Practitioner Level 2, Out-of-Clinic | 90846 | U2 U7 $46.76
Practitioner Level 3, In-Clinic 90846 | U3 U6 | $30.01 | Practitioner Level 3, Out-of-Clinic | 90846 | U3 | U7 $36.68
, Practitioner Level 4, In-Clinic 90846 | U4 ué \ $20.30 | Practitioner Level 4, Out-of-Clinic | 90846 | U4 | U7 | $24.36
cham"V PS/YC;?' Practitioner Level 5, In-Clinic | 90846 | U5 | U6 | $15.13 | Practitioner Level 5, Out-of-Clinic | 90846 | U5 | U7 | $18.15
et.rapty wio ? Practitioner Level 2, Via Practitioner Level 4, Via
f:p "ﬁ;‘pg’;@se” interactive audio and video 90846 | GT | U2 $38.97 | interactive audio and video 90846 | GT | U4 $20.30
license required) telecqmmunlcatlon sy§tems telecqmmunlcatlon sy§tems
Practitioner Level 3, Via Practitioner Level 5, Via
interactive audio and video 90846 | GT U3 $30.01 | interactive audio and video 90846 | GT | U5 $15.13

telecommunication systems

telecommunication systems
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Practitioner Level 2, In-Clinic 90847 | U2 Practitioner Level 2, Out-of-Clinic | 90847
Conjoint Practitioner Level 3, In-Clinic 90847 | U3 U6 Practitioner Level 3, Out-of-Clinic | 90847 | U3 | U7
Family Psycho- | Practitioner Level 4, In-Clinic 90847 | U4 U6 $20.30 | Practitioner Level 4, Out-of-Clinic | 90847 | U4 | U7
therapy w/ the Practitioner Level 5, In-Clinic 90847 | U5 U6 $15.13 | Practitioner Level 5, Out-of-Clinic | 90847 | U5 | U7
patient presents | Practitioner Level 2, Via Practitioner Level 4, Via
aportion or the | interactive audio and video 90847 | GT u2 $38.97 | interactive audio and video 90847 | GT | U4
entire session telecommunication systems telecommunication systems
(appropriate Practitioner Level 3, Via Practitioner Level 5, Via
license required) | interactive audio and video 90847 | GT | U3 $30.01 | interactive audio and video 90847 | GT | U5
telecommunication systems telecommunication systems
Unit Value 15 minutes Utilization Criteria TBD
A therapeutic intervention or counseling service shown to be successful with identified family populations, diagnoses and service needs. Services are directed toward
achievement of specific goals defined by the individual youth and by the parent(s)/responsible caregiver(s) and specified in the Individualized Resiliency Plan. The
focus of family counseling is the family or subsystems within the family, e.g., the parental couple. The service is always provided for the benefit of the individual and
may or may not include the individual’s participation as indicated by the CPT code.
Family counseling provides systematic interactions between the identified individual, staff and the individual's family members directed toward the restoration,
development, enhancement or maintenance of functioning of the identified individual/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
Service services may include the restoration, development, enhancement or maintenance of:
Definition 1. Cognitive processing skills;
2. Healthy coping mechanisms;
3. Adaptive behaviors and skills;
4. Interpersonal skills;
5. Family roles and relationships; and
6. The family’s understanding of the person’s mental iliness and substance-related disorders and methods of intervention, interaction and mutual support the family
can use to assist their family member therapeutic goals.
Best practices such as Multi-Systemic Family Therapy, Multidimensional Family Therapy, Behavioral Family Therapy, Functional Family Therapy or others appropriate
for the family and issues to be addressed should be utilized in the provision of this service.
1. Individual must have an emotional disturbance and/or substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry
Admissi out activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
mission o e e o . oo
Criteria 2. Ind!v!dual s level of funct!on!ng does not preclude the provision of services in an qutpatlenlt milieu; and - . .
3. Individual's assessment indicates needs that may be supported by a therapeutic intervention shown to be successful with identified family populations and
individual’'s diagnoses.
Continuing Stay | 1. Individual continues to meet Admission Criteria as articulated above; and
Criteria 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:
i 2. Goglg of the Ir)dividualized Resiliency qun ha've bgen supstlanti.ally met; or
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.
Service 1. Intensive Family Intervention.
Exclusions 2. The absence of empirical evidence for conversion therapy prohibits the use of this intervention and it is not reimbursed by DBHDD.
1. This service is not intended to supplant other services such as |ID/IDD Personal and Family Support or any day services where the individual may more
Clinical appropriately receive these services with staff in various community settings.
Exclusions 2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a qualifying psychiatric condition/substance
use disorder co-occurring with one of the following diagnoses: Intellectual/Developmental Disabilities, Autism, Neurocognitive Disorder, and Traumatic Brain Injury.
Required 1. The treatment/service orientation, modality, and goals must be specified and agreed upon by the youth/family/caregiver.
Components 2. The Individualized Resiliency Plan for the individual includes goals and objectives specific to the family for whom the service is being provided.
Clinical Models of best practice delivery may include (as clinically appropriate) Multidimensional Family Therapy, Behavioral Family Therapy, Functional Family Therapy, and
Operations others as appropriate the family and issues to be addressed.
1. Services may not exceed 16 Billable units (combined Family Counseling and Family Therapy) in a single day. If clinical need indicates this level of intensity, other
services may need to be considered for authorization.
2. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:
Senvi o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
ervice : ,
Accessibilty of mterpreters', and/or . N - . o - .
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to
the use of this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.
1. If there are multiple family members in the Family Counseling session who are enrolled individuals for whom the focus of treatment is related to goals on their IRP,
we recommend the following:
Documentation a. Document the family session in the charts of each individual for whom the treatment is related to a specific goal on the individual’s IRP.
Requirements b. Charge the Family Counseling session units to one of the served individuals.
c. Indicate “NC” (No Charge) on the documentation for the other individual(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.
Billing & 1. Ifa Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.
Reporting 2. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition,
Requirements the code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
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Practitioner Level 4, In-Clinic, w/o Practitioner Level 4, In-Clinic, w/
dlient present H2014 | HS | U4 U6 $20.30 dlient present H2014 | HR | U4 | U6
Practitioner Level 5, In-Clinic, w/o Practitioner Level 5, In-Clinic, w/
dlient present H2014 | HS | U5 U6 $15.13 dlient present H2014 | HR | U5 | U6
Practitioner Level 4, Out-of-Clinic, Ho014 | HS | U4 u7 $24.36 Practitioner Level 4, Out-of-Clinic, Hoo14 | HR | ua | U7
w/o client present ' w/ client present
Family Skill Practi.tioner Level 5, Out-of-Clinic, Ho014 | HS | US u7 $18.15 Prac.titioner Level 5, Out-of-Clinic, Hoo14 | HR | Us | U7
Training and w/o client present ' w/ client present
Development Pra(_:titioner‘LeveI 4, Via inter_actiye Practitiqner Leyel 4, Vig
audio and video telecommunication | og4, | g7 | s | U4 2030 | Mteractive audio and video H2014 | GT | HR | U4 §20.30
systems, w/o client present telecommunication systems, w/
client present
Practitioner Level 5, Via interactive Practitioner Level 5, Via
audio and videq telecommunication H2014 | T | Hs U5 15.13 interactive aydiq and video H2014 | 6T | HR | Us 15.13
systems, w/o client present telecommunication systems, w/
client present
Unit Value 15 minutes Utilization Criteria TBD
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).
Family training provides systematic interactions between the identified individual, staff and the individual's family members directed toward the restoration,
development, enhancement or maintenance of functioning of the identified individual/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:
Semgg 1. lliness and medication self-management knowledge and skills (e.g., symptom management, behavioral management, relapse prevention skills, knowledge of
Definition medications and side effects, and motivational/skill development in taking medication as prescribed/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;
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.
1. Individual must have an emotional disturbance and/or substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to
Admission carry out activities of dailly Iiying or places others in danger) or distressjng (pauses meqtal angyish or suffering); and
Criteria 2. Individual's level of functioning does not preclude the provision of services in an outpatient milieu; and

3. Individual's assessment indicates needs that may be supported by a therapeutic intervention shown to be successful with identified family populations and
individual's diagnoses.
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Continuing Stay | 1.  Individual continues to meet Admission Criteria as articulated above; and
Criteria 2. Progress notes document progress relative to goals identified in the IRP, but all treatment/support goals have not yet been achieved.
1. Anadequate continuing care plan has been established; and one or more of the following:
el 2. Gogl§ of the Individualized Resiliency qun haye bepn supstlantiglly met; or
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.
Service 1. De.signat(.ad Qrisis _Stabilization Unit services and Iptensive Family Intervention. _ . o .
Exclusions 2. This service is not intended to supplant other services such as Personal and Family Support or any day services where the individual may more appropriately
receive these services with staff in various community settings.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition/substance use disorder co-
Exclusions occurring with one of the following diagnoses: Intellectual/Developmental Disabilities, Autism, Neurocognitive Disorder, and Traumatic Brain Injury.
Required 1. The treatment orientation, modality and goals must be specified and agreed upon by the youth/family/caregiver.
Components 2. The Individualized Resiliency Plan for the individual includes goals and objectives specific to the youth and family for whom the service is being provided.

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

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

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

Service 4. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples

Accessibility of this include:

o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’'s language versus use

of interpreters; and/or

o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to
the use of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the
practitioner's/agency’s convenience or preference.

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

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

Requirements b. Charge the Family Training session units to one of the individuals.

c. Indicate “NC” (No Charge) on the documentation for the other individual(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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Transaction Code Detail Code | Mod | Mod | Mod [ Mod [ Rate | Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Practtioner Level 2, In-Clinic | H0004 | HQ | U2 | U g0 | Practiionerlevel2, OubobClinie, o004 | g | HR | U2 | U7 | $10.39
Multi-family group, with client present
Practiioner Level 3, In-Clinic | HO0004 | HQ | U3 | U6 §6.60 | FractiionerLevel 3, OutotClinic, 000 | o | HR | U3 U7 | $8.25
Multi-family group, with client present
Practioner Level 4, In-Clinic | HO004 | HQ | U4 | U6 §4.43 | FractiionerLevel 4, OutofClinic, o000 | o | HR U4 | U7 | $541
Multi-family group, with client present
Practitioner Level 5, In-Clinic | H0004 | HQ | U5 | U6 §3.30 | PractitionerLevel 5, OutofClinic, 1 pgggy | po | HR |Us | U7 | $4.03
Multi-family group, with client present
Practitioner Level 2, Out-of-Clinic | H0004 | HQ | U2 | U7 $10.39 | Practiioner Level 2, In-Clinic, Mt joqo4 | g | s | U2 | U | $8.50
family group, without client present
Practitioner Level 3, Out-of-Clinic | H0004 | HQ | U3 | U7 sg.25 | procitoner Level 3, INCIniG, MU ooy | o | Hs Uz | s | $6.60
Group - ami y group, without ¢l |eqt presenF
Behavioral Practiioner Level 4, Out-of-Clinic | HO004 | HQ | U4 | U7 s541 | FrocitonerLevel &, INCINIG MU ooy | o | Hs us | U | 5443
health am|I¥ group, without chenj .present
counseling and | Pracioner Level 5, Out-of-Clinic | H0004 | HQ | U5 | U7 s4.03 | Frocitoner Level 5, OIS MU ooy | o | Hs |us | U | $3.30
therapy amily group, without client present
Practitioner Level 2, In-Clinic, Practitioner Level 2, Out-of-Clinic,
Multi-family group, w/ client H0004 | HQ |HR | U2 | U6 | $8.50 | Multi-family group, without client HO004 | HQ | HS | U2 |U7 $10.39
present present
Practitioner Level 3, In-Clinic, Practitioner Level 3, Out-of-Clinic,
Multi-family group, w/ client H0004 | HQ |HR | U3 | U6 | $6.60 | Multi-family group, without client H0004 | HQ | HS | U3 | U7 $8.25
present present
Practitioner Level 4, In-Clinic, Practitioner Level 4, Out-of-Clinic,
Multi-family group, w/ client H0004 | HQ |HR | U4 | U6 | $4.43 | Multi-family group, without client HO004 | HQ | HS | U4 | U7 $5.41
present present
Practitioner Level 5, In-Clinic, Practitioner Level 5, Out-of-Clinic,
Multi-family group, w/ client H0004 | HQ |HR | U5 | U6 | $3.30 | Multi-family group, without client H0004 | HQ | HS | U5 | U7 $4.03
present present
Group Psycho- Practitioner Level 2, In-Clinic 90853 | U2 | U6 $8.50 | Practitioner Level 2, Out-of-Clinic 90853 | U2 | U7
therapy other Practitioner Level 3, In-Clinic 90853 | U3 | U6 $6.60 | Practitioner Level 3, Out-of-Clinic 90853 | U3 | U7
than of a Practitioner Level 4, In-Clinic 90853 | U4 | U6 $4.43 | Practitioner Level 4, Out-of-Clinic 90853 | U4 | U7
multiple family
group (appropriate | Practitioner Level 5, In-Clinic 90853 | U5 | U6 $3.30 | Practitioner Level 5, Out-of-Clinic 90853 | U5 | U7
license required)
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Unit Value 15 minutes Utilization Criteria TBD
A therapeutic intervention or counseling service shown to be successful with identified populations, diagnoses and service needs. Services are directed toward
achievement of specific goals defined by the youth and by the parent(s)/responsible caregiver(s) and specified in the Individualized Resiliency Plan. Services may
address goals/issues such as promoting resiliency, and the restoration, development, enhancement or maintenance of:
Service 1. Cognitive skills;
Definition 2. Healthy coping mechanisms;
3. Adaptive behaviors and skills;
4. Interpersonal skills;
5. ldentifying and resolving personal, social, intrapersonal and interpersonal concerns.
1. Youth must have an emotional disturbance/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out
Admission activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Criteria 2. The youth’s level of functioning does not preclude the provision of services in an outpatient milieu; and
3. The individual’s resiliency goalls that are to be addressed by this service must be conducive to response by a group milieu.
Continuing Stay | 1.  Youth continues to meet admission criteria; and
Criteria 2. Youth demonstrates documented progress relative to goals identified in the Individualized Resiliency Plan, but goals have not yet been achieved.
1. Anadequate continuing care plan has been established; and one or more of the following:
Tiselas 2. Goals of the Ingiividualized Resiliency Plan have begn supstgntiqlly met; or
Criteria 3. Youth and family requests discharge and the youth is not in imminent danger of harm to self or others; or
4.  Transfer to another service/level of care is warranted by change in youth’s condition; or
5. Youth requires more intensive services.
Service 1. See Required Components, ltem 2, below.
Exclusions 2. The absence of empirical evidence for conversion therapy prohibits the use of this intervention and it is not reimbursed by DBHDD.
1. Severity of behavioral health issue precludes provision of services.
Clini 2. Severity of cognitive impairment precludes provision of services in this level of care.
inical : . . . o
Exclusions 3. Thgre Is a Iagk of spmal support systems such tha.t a more intensive level of service is negded. ' o
4. This service is not intended to supplant other services such as IID/IDD Personal and Family Support or any day services where the individual may more
appropriately receive these services with staff in various community settings.
1. The treatment orientation, modality and goals must be specified and agreed upon by the youth/family/caregiver. If there are disparate goals between the youth
Required and family, this is addressed clinically as part of the resiliency-building plans and interventions.
Components 2. When billed concurrently with IFI services, this service must be curriculum based and/or targeted to a very specific clinical issue (e.g. incest survivor groups,
perpetrator groups, sexual abuse survivor groups).
FS;;:E ?r% ments Maximum face-to-face ratio cannot be more than 10 individuals to 1 direct service staff based on average group attendance.
1. The membership of a multiple family group (H0004 HQ) consists of multiple family units such as a group of two or more parent(s) from different families either
Clinical with (HR) or without (HS) participation of their child/children.
0 : 2. Practitioners and supervisors of those providing this service are expected to maintain knowledge and skills regarding group practice such as selecting appropriate
perations - . . . ) . . !
participants for a particular group, working with the group to establish necessary group norms and goals, and understanding and managing group dynamics and
processes.
Billing & 1. When using 90853, and the intervention meets the definition of Interactive Complexity, the 90785 code will be submitted with the 90853 base code.
Reporting 2. IfaMedicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.
Requirements
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Transaction Code Detalil Code | Mod | Mod | Mod Rate | Code Detail Code | Mod | Mod | Mod | Mod | Rate
4

Code 1 2 3
Practitioner Level 4, In-Clinic

1 2 3 4

Practitioner Level 4, Out-of-Clinic, w/

H2014 | HQ | U4 | U6 $4.43 1 H2014 | HQ |HR | U4 | U7 | $5.41
client present
Practitioner Level 5, In-Clinic H2014 | HQ | Us | Us $3.30 Pract|t|oner Level 5, Out-of-Clinic, w/ H2014 |HQ |HR |us | U7 | $4.03
client present
Group Skill Practitioner Level 4, Out-of-Clinic H2014 | HQ | us | U7 $5.41 (Ij"rsgtlt;?gsérl]_tevel 4, In-Clinic, w/o H2014 | HQ |HS |us |us | $443
Training & — — "> -
Development Practitioner Level 5, Out-of-Clinic Hoo14 | HQ | us | u7 $4.03 Practitioner Level 5, In-Clinic, w/o H2014 |HQ |HS |us |us | $330

client present

Practitioner Level 4, Out-of-Clinic, w/o
client present

Practitioner Level 5, In-Clinic, w/ H2014 |HQ |HR | U5 | us | $3.30 Practitioner Level 5, Out-of-Clinic, w/o H2014 | HQ |HS |us |u7 | $4.03
client present client present

Unit Value 15 minutes Utilization Criteria TBD

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:

Practitioner Level 4, In-Clinic, w/

client present H2014 | HQ | HR | U4 | U6 | $4.43

H2014 | HQ | HS | U4 | U7 | $5.41

1. lliness 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 skills;

Healthy coping mechanisms;

Adaptive skills;

Interpersonal skills;

Daily living skills;

Resource management skills;

Knowledge regarding emotional disturbance, substance related disorders and other relevant topics that assist in meeting the youth’s and family’s needs; and
skills necessary to access and build community resources and natural support systems.

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

Service
Definition

© NSOk W

Criteria 2. The youth’s level of functioning does not preclude the provision of services in an outpatient milieu; and
3. Theindividual’s resiliency goal/s that are to be addressed by this service must be conducive to response by a group milieu.
Continuing Stay | 1. Youth continues to meet admission criteria; and
Criteria 2. Youth demonstrates documented progress relative to goals identified in the Individualized Resiliency Plan, but goals have not yet been achieved.
1. Anadequate continuing care plan has been established; and one or more of the following:
Tiselaras 2. Goals of the Individualized Resiliency Plan have been substantially met; or
Criteria 3. Youth and family requests discharge and the youth is not in imminent danger of harm to self or others; or
4. Transfer to another service/level of care is warranted by change in youth’s condition; or
5. Youth requires more intensive services.
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Service When billed concurrently with IFI services, this service must be curriculum based and/or targeted to a very specific clinical issue (e.g. incest survivor groups,
Exclusions perpetrator groups, sexual abuse survivor groups).
1. Severity of behavioral health issue precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. Thgre is a Iagk of slocial support systems such tha't a more intensive level of service is negded. ' -
Exclusions 4.  This service is not intended to supplant other services such as 1ID/IDD 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 behavioral
health diagnosis: Intellectual/Developmental Disabilities, Autism, Neurocognitive Disorder, and Traumatic Brain Injury.
Required The functional goals addressed through this service must be specified and agreed upon by the youth/family/caregiver. If there are disparate goals between the youth
Components and family, this is addressed clinically as part of the resiliency building plans and interventions.
?{fm?r%ments Maximum face-to-face ratio cannot be more than 10 individuals to 1 direct service staff based on average group attendance.
1. Out-of-clinic group skills training is allowable and clinically valuable for some individuals; therefore, this option should be explored to the benefit of the individual.
In this event, staff must be able to assess and address the individual needs and progress of each individual consistently throughout the intervention/activity (e.g.
Clinical in an example of teaching 2-3.individuals to access public transportation in the community, group training may be given to help each individual individually to
Operations 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 individuals 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.
Billing & 1. Out-of-clinic group skills training is denoted by the U7 modifier.
Reporting
Requirements

Individual Counseling

Mod | Mod | Rate
3 4

Code Detail

Code

Mod

Mod

Mod
3

.
.
.
.

Transaction Code Code Detail Code | Mod | Mod
1 2
Practitioner Level 2, In-Clinic | 90832 | U2 U6
Practitioner Level 3, In-Clinic | 90832 | U3 U6
Individual Practitioner Level 4, In-Clinic | 90832 | U4 U6
Psychotherapy, Practitioner Level 5, In-Clinic | 90832 | U5 | U6
insight oriented, Practitioner Level 2, Via
behavior- interactive audio and video 90832 | GT | U2
modifying and/or telecommunication systems
supportive face- é‘ Practitioner Level 3, Via
to-face w/ E| | interactive audio and video 90832 | GT | U3
patient and/or Sl | telecommunication systems
family member . |_Practitioner Level 2, In-Clinic | 90834 | U2 | U6
§|§ Practitioner Level 3, In-Clinic | 90834 | U3 | U6
El| Practitioner Level 4, In-Clinic | 90834 | U4 | U6

1 2
$64.95 | Practitioner Level 2, Out-of-Clinic | 90832 | U2 | U7
$50.02 | Practitioner Level 3, Out-of-Clinic | 90832 | U3 | U7
$33.83 | Practitioner Level 4, Out-of-Clinic | 90832 | U4 | U7
$25.21 | Practitioner Level 5, Out-of-Clinic | 90832 | U5 | U7

Practitioner Level 4, Via
$64.95 | interactive audio and video 90832 | GT | U4
telecommunication systems
Practitioner Level 5, Via
$50.02 | interactive audio and video 90832 | GT | U5
telecommunication systems
$116.90 | Practitioner Level 2, Out-of-Clinic | 90834 | U2 | U7
$90.03 | Practitioner Level 3, Out-of-Clinic | 90834 | U3 | U7
$60.89 | Practitioner Level 4, Out-of-Clinic | 90834 | U4 | U7

I
.
I

Mod | Rate

$140.28
$110.04

4
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Practitioner Level 5, In-Clinic | 90834 | U5 | U6 $45.38 | Practitioner Level 5, Out-of-Clinic | 90834 \ $54.46
Practitioner Level 2, Via $116.90 | Practitioner Level 4, Via $60.89
interactive audio and video 90834 | GT | U2 interactive audio and video 90834 | GT | U4
telecommunication systems telecommunication systems
Practitioner Level 3, Via $90.03 | Practitioner Level 5, Via $45.38
interactive audio and video 90834 | GT | U3 interactive audio and video 90834 | GT | U5
telecommunication systems telecommunication systems
Practitioner Level 2, In-Clinic | 90837 | U2 | U6 $155.87 | Practitioner Level 2, Out-of-Clinic | 90837 | U2 | U7 | $187.04
Practitioner Level 3, In-Clinic | 90837 | U3 | U6 $120.04 | Practitioner Level 3, Out-of-Clinic | 90837 | U3 | U7 | $146.71
Practitioner Level 4, In-Clinic | 90837 | U4 | U6 $81.18 | Practitioner Level 4, Out-of-Clinic | 90837 | U4 | U7 | $97.42
@ Practitioner Level 5, In-Clinic | 90837 | U5 | U6 $60.51 | Practitioner Level 5, Out-of-Clinic | 90837 | U5 | U7 | $72.61
_g‘ Practitioner Level 2, Via Practitioner Level 4, Via
& | interactive audio and video 90837 | GT | U2 $155.87 | interactive audio and video 90837 | GT | U4 $81.18
¥ | telecommunication systems telecommunication systems
Practitioner Level 3, Via Practitioner Level 5, Via
interactive audio and video 90837 | GT | U3 $120.04 | interactive audio and video 90837 | GT | U5 $60.51
telecommunication systems telecommunication systems
- Practitioner Level 1, In-Clinic | 90833 | U1 | U6 $97.02 | Practitioner Level 1, Out-of-Clinic | 90833 | U1 | U7 \ $123.48
Psycho-therapy ‘é Practitioner Level 2, In-Clinic | 90833 | U2 | U6 $64.95 | Practitioner Level 2, Out-of-Clinic | 90833 | U2 | U7 | $77.93
Add-on with E Practitioner Level 1 90833 | GT | U1 $97.02 | Practitioner Level 2 90833 | GT | U2 $64.95
patient and/or ?
family in .. |_Practitioner Level 1, In-Clinic | 90836 | U1 U6 $174.63 | Practitioner Level 1, Out-of-Clinic | 90836 | U1 U7 \ $226.26
conjunctionwith | 5 | Practitioner Level 2, In-Clinic | 90836 | U2 | U6 $116.90 | Practitioner Level 2, Out-of-Clinic | 90836 | U2 | U7 \ $140.28
E&M € | Practitioner Level 1 90836 | GT | U1 $174.63 | Practitioner Level 2 90836 | GT | U2 $116.90
Unit Value 1 e.ncounter (Note:.Tirrlle-in/Time-out is required in the documentation as it justifies Utiization Criteria TBD
which code above is billed)
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. Individual counseling may include face-to-face in or out-of-clinic time with family members as long as the
individual is present for part of the session and the focus is on the individual. 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
Service restoratiqn, development, enhancement or maintengnce of: . _
Definition 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.

Sk wd
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7. Best/evidence-based practice modalities may include (as clinically appropriate): Motivational Interviewing/Enhancement Therapy, Cognitive Behavioral Therapy,
Behavioral Modification, Behavioral Management, Rational Behavioral Therapy, Dialectical Behavioral Therapy, Interactive Play Therapy, and others as
appropriate to the individual and clinical issues to be addressed.
o 1. Youth must have an emotional disturbance/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out
é(rjiglrsi:m 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.
Continuing Stay | 1. Individual continues to meet admission criteria; and
Criteria 2. Individual demonstrates documented progress relative to goals identified in the Individualized Resiliency Plan, but goals have not yet been achieved.
1. Adequate continuing care plan has been established; and one or more of the following:
el 2. Goglg of the Ir)dividualized Resiliency Plgn haye bgen supst.antiglly met; or
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 a service approach which supports less or more intensive need.
Service Designated Crisis Stabilization Unit services and Intensive Family Intervention.
Exclusions The absence of empirical evidence for conversion therapy prohibits the use of this intervention and it is not reimbursed by DBHDD.
1. Severity of behavioral health disturbance precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.

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

Exclusions 4. There is no outlook for improvement with this particular service.

5. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a behavioral health condition overlaying the
diagnosis: Intellectual/Developmental Disabilities, Autism, Neurocognitive Disorder and Traumatic Brain Injury.

Eg%u;;?ndents The treatment orientation, modality and goals must be specified and agreed upon by the youth/family/caregiver.

Clinical 1. Practitioners apd superyisors of those providing this service are expected to maintain knowledge and skills regarding current research trends in best/evidence-

Operations based counseling practices.

. 90833 and 90836 are utilized with E/M CPT Codes as an add-on for psychotherapy and may not be billed individually.
1. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
of interpreters; and/or

Service o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Accessibilty Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to
the use of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner’'s/agency’s
convenience or preference.

2. Additionally, telemedicine may be utilized for 90833 and 90836 when the service is combined with CPT E&M codes and delivered by a medical practitioner (Level
U1 and U2).
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1. When 90833 or 90836 are provided with an E/M code, these are submitted together to encounter/claims system.

2. 90833 is used for any intervention which is 16-37 minutes in length.

3. 90836 is used for any intervention which is 38-52 minutes in length.
Biling & 4, 90837 is used for any intervention which is greater than 53 minutes.
Reporting 5. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment
Requirements with two exceptions: If the billable base code is either 90833 or 90836 and is denied for Procedure-to-Procedure edit, then a (25) modifier should be added to the

claim resubmission.
6. Appropriate add-on codes must be submitted on the same claim as the paired base code.
When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
1. When 90833 or 90836 are provided with an E/M code, they are recorded on the same intervention note but the distinct services must be separately identifiable.
Documentation 2. When 90833 or 90836 are provided with an E/M code, the psychotherapy intervention must include time in/time out in order to justify which code is being utilized
Requirements (each code shall have time recorded for the two increments of service as if they were distinct and separate services). Time associated with activities used to meet
criteria for the E/M service is not included in the time used for reporting the psychotherapy service.

Interactive Complexity

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Interactive Interactive complexity (List Interactive complexity (List
C . separately in addition to the code | 90785 separately in addition to the code | 90785 | TG
omplexity : .
for primary procedure) for primary procedure)

Unit Value 1 Encounter Utilization Criteria 4 units

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

This modifier is used when:

1. Communication with the individual/participant is complicated perhaps related to (e.g., high anxiety, high reactivity, repeated questions, or disagreement and
therefore delivery of care is challenging).

Service 2. Caregiver emotions/behaviors complicate the implementation of the IRP.

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

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

Admission
Criteria
Continuing Stay
Criteria
Discharge
Criteria

These elements are defined in the specific companion service to which this modifier is anchored to in reporting/claims submission.
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Clinical
Exclusions

1. When this code is submitted, there must be:

a. Record of base service delivery code/s AND the Interactive Complexity code on the single note; and

Documentation b. Evidence within the multi-code service note which indicates the specific category of complexity (from the list of items 1-4 in the definition above) utilized
Requirements during the intervention.

2. The interactive complexity component relates only to the increased work intensity of the psychotherapy service but does not change the time for the

psychotherapy service.

1. This service may only be reported/billed in conjunction with one of the following codes: 90791, 90792, 90832, 90834, 90837, 90853, and with the following codes
Billing & only when paired with 90833 or 90836: 99201, 99211, 99202, 99212, 99203, 99213, 99204, 99214, 99205, 99215.
Reporting 2. This Service Code paired with the TG modifier is only used when the complexity type from the Service Definition above is categorized under Item 4 AND an
Requirements interpreter or translator is used during the intervention. So, if play equipment is the only complex intervention utilized, then TG is not utilized.

3. Interactive Complexity is utilized as a modifier and therefore is not required in an order or in an Individualized Recovery/Resiliency Plan.

Medication Administration

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

Code 1 2 3 4 3 4
Practitioner Level 2, In-Clinic H2010 | U2 | U6 \ Practitioner Level 2, Out-of-Clinic

Comprehensive | Practitioner Level 3, In-Clinic H2010 | U3 | U6 | Practitioner Level 3, Out-of-Clinic

Medication Practitioner Level 4, In-Clinic H2010 | U4 | U6 \ Practitioner Level 4, Out-of-Clinic

Senvi

ervices Pracitioner Level 5, In-Clinic | H2010 | U5 | U6

Therapeutic, Practitioner Level 2, In-Clinic 96372 | U2 | U6 ‘ Practitioner Level 2, Out-of-Clinic

prophylactic or | Practitioner Level 3, In-Clinic 96372 | U3 | U6 ‘ Practitioner Level 3, Out-of-Clinic

diagnostic

injection Practitioner Level 4, In-Clinic 96372 | U4 | U6 ‘ Practitioner Level 4, Out-of-Clinic

Alcohol, and/or | _Practitioner Level 2, In-Clinic HO0020 | U2 | U6 | Practitioner Level 4, In-Clinic

drug services,

methadone . o

T - Practitioner Level 3, In-Clinic H0020 | U3 | U6 $25.39

and/or service

Unit Value 1 Encounter Utilization Criteria
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,

Service intramuscular injection, intravenous, topical, suppository or intraocular. Medication administration requires a written service order for Medication Administration and a

Definition written order for the medication and the administration of the medication that complies with guidelines in Part Il, Section 1, Subsection 6 - Medication of the Provider
Manual. The order for and administration of medication must be completed by members of the medical staff pursuant to the Medical Practice Act of 2009, Subsection
43-34-23 Delegation of Authority to Nurse and Physician Assistant and must be administered by licensed or credentialed* medical personnel under the supervision of a
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physician or registered nurse in accordance with O.C.G.A. This service does not cover the supervision of self-administration of medications (See Clinical Exclusions
below).

The service must include:
1.

For individuals who need opioid maintenance, the Opioid Maintenance Type of Care should be requested.

An assessment, 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.

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.

1.
2.
3.

Youth presents symptoms that are likely to respond to pharmacological interventions; and
Youth has been prescribed medications as a part of the treatment/service array; and
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

Admission . . .
Criteria in acpqrdanpe Wlth. 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).

g(r)i?e;ur?:mg SIEY] Youth continues to meet admission criteria.
Discharge 1. Youth no anger negds medication; or . . o o
Criteria 2. Youth/Family/Caregiver is able to self-administer, administer, or supervise self-administration medication; and
3. Adequate continuing care plan has been established.
: 1. Medication administered as part of Ambulatory Detoxification is billed as “Ambulatory Detoxification” and is not billed via this set of codes.
Service T .
Exclusions 2. Mus? nqt .be billed in the same .day as Nursing Assessmgnt. . '
3. Forindividuals who need opioid maintenance, the Opioid Maintenance service should be requested.
This service does not cover the supervision of self-administration of medications. Self-administration of medications can be done by anyone physically and mentally
Clinical capable of taking or administering medications to himself/herself. Youth with mental health issues, or developmental disabilities are very often capable of self-
Exclusions administration of medications even if supervision by others is needed in order to adequately or safely manage self-administration of medication and other activities of
daily living.

1. There must be a written service order for Medication Administration and a written order for the medication and the administration of the medication that complies with
guidelines in Part II, Section 1, Subsection 6 - Medication of the Provider Manual. The order for and administration of medication must be completed by members of
the medical staff pursuant to the Medical Practice Act of 2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant. The order must be in

Required the youth’s chart. Telephone orders are acceptable provided they are co-signed by the appropriate members of the medical staff in accordance with DBHDD
Components requirements.

2.

3.

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 youth, family or caregiver.
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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
Administrative Services Organization in reauthorizing services in this category.

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

gf(:[:?rgements Qualified Medication Aides working in a Community Living Arrangement (CLA) may administer medication only in a CLA.

1. Medication administration may not be billed for the provision of single or multiple doses of medication that an individual 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 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.

Clinical : . T . . I . L .

Operations 2. If |nd|V|dg§I/fam|Iy requires tra|n|.ng in sk|II§ needed in ordgr to Igarn to manage his/her own med|gat|ons and the[r safe sglf-acjmlmstratlon 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.

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

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

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

Accessibilit 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.

Billing & 1. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.

Reporting 2. When Opioid Maintenance type of care is required for an individual, then the authorization and billing parameters set forth in Part I, Section Il govern units and

Requirements initial/concurrent authorization.

Nursing Assessment and Health Services

Rate Code Detail

$38.97 | Practitioner Level 2, Out-of-Clinic | T1001 | U2 u7

$30.01 Practitioner Level 3, Out-of-Clinic | T1001 | U3 u7

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

Transaction Code Detail Code Mod | Mod

Code 1 2 3 4
Practitioner Level 2, In-Clinic T1001 U2 | U6 \
Practitioner Level 3, In-Clinic T1001 U3 | U6 \
Practitioner Level 4, In-Clinic T1001 U4 | U6

Nursing Practitioner Level 2, Via

Assessment/ interactive audio and video T1001 GT | U2

Evaluation telecommunication systems

Practitioner Level 4, Via
$38.97 | interactive audio and video T1001 | GT | U4
telecommunication systems

$20.30

Practitioner Level 3, Via
interactive audio and video T1001 GT | U3
telecommunication systems

RN Services, up
to 15 minutes

Practitioner Level 2, In-Clinic 71002 U2 U6 Practitioner Level 2, Out-of-Clinic

Practitioner Level 3, In-Clinic 71002 U3 U6 $30.01 Practitioner Level 3, Out-of-Clinic | T1002 | U3 u7
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Practitioner Level 2, Via

interactive audio and video
telecommunication systems

Practitioner Level 3, Via
interactive audio and video
telecommunication systems

T1002 GT | U2

LPN Services,

up to 15 minutes

Practitioner Level 4, In-Clinic

T1003 U4 | U6

Practitioner Level 4, Out-of-Clinic

Practitioner Level 4, Via
interactive audio and video
telecommunication systems

T1003 GT | U4

Health Behavior

Practitioner Level 2, In-Clinic

96156 u2 U6 Practitioner Level 2, Out-of-Clinic

Assessment or
Re-assessment | Practitioner Level 3, In-Clinic 96156 U3 | U6 Practitioner Level 3, Out-of-Clinic
(e.g., health- Practitioner Level 4, In-Clinic 96156 U4 | UB Practitioner Level 4, Out-of-Clinic
focused clinical | Practitioner Level 2, Via Practitioner Level 4, Via
interview, interactive audio and video 96156 GT | U2 interactive audio and video
behavioral telecommunication systems telecommunication systems
observations, Practitioner Level 3, Via
clinical decision | interactive audio and video 96156 GT | U3
making) telecommunication systems
Unit Value 15 minutes for T codes, 1 encounter for CPT code 96156 Utilization Criteria
1. This service requires face-to-face contact with the youth/family/caregiver to monitor, evaluate, assess, and/or carry out orders of appropriate medical staff
pursuant to the Medical Practice Act of 2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant regarding the psychological and/or
physical problems and general wellness of the youth. It includes:
a. 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;
b. Assessing and monitoring the youth’s response to medication(s) to determine the need to continue medication and/or to determine the need to refer the
youth for a medication review;
c. 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
Service thg treatmetnt)of the condition (e.g., diabetes, cardiac and/or blood pressure issues, substance withdrawal symptoms, weight gain and fluid retention,
o seizures, efc.);
Definition d. 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;
e. 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.);
f. Consulting with the youth and family/caregiver (s) about the various aspects of informed consent (when prescribing occurs/APRN);
g. Training for self-administration of medication;
h.  Venipuncture required to monitor and assess mental health, substance disorders or directly related conditions, and to monitor side effects of psychotropic
medications, as ordered by appropriate members of the medical staff; and
i. Providing assessment, testing, and referral for infectious diseases.
Admission 1. Youth presents with symptoms that are likely to respond to medical/nursing interventions; or
Criteria 2. Youth has been prescribed medications as a part of the treatment/service array or has a confounding medical condition.
Continuing Stay | 1. Youth continues to demonstrate symptoms that are likely to respond to or are responding to medical interventions; or
Criteria 2. Youth exhibits acute disabling conditions of sufficient severity to bring about a significant impairment in day-to-day functioning; or
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3. Youth demonstrates progress relative to medical/medication goals identified in the Individualized Resiliency Plan, but goals have not yet been achieved.
1. Anadequate continuing care plan has been established; and one or more of the following:
Discharge 2. Youth no longer demonstrates symptoms that are likely to respond to or are responding to medical/nursing interventions; or
Criteria 3. Goals of the Individualized Resiliency Plan have been substantially met; or
4. Youth/family requests discharge and youth is not in imminent danger of harm to self or others.
Service . e - .
Exclusions Medication Administration, Opioid Maintenance.
g)llgllli:ilons Routine nursing activities that are included as a part of ambulatory detoxification and medication administration/methadone administration.
1. Nutritional assessments indicated by a youth’s confounding health issues might be billed under this code (96150, 96151). No more than 8 units specific to
nutritional 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
Required (LD).
Components 2. This service does not include the supervision of self-administration of medication.
3. Each nursing contact should document the checking of vital signs (Temperature, Pulse, Blood Pressure, Respiratory Rate, and weight, if medically indicated or if
related to behavioral health symptom or behavioral health medication side effect) in accordance with general psychiatric nursing practice.
Clinical 1. Venipuncture billed via this service must include documentation that includes cannula size utilized, insertion site, number of attempts, location, and individual
Operations tolerance of procedure.
2. All nursing procedures must include relevant individual-centered, family-oriented education regarding the procedure.
To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of this
include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
Service of interpreters; and/or
Accessiilty o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to the
use of this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.
Billing & 1. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.
Reporting 2. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition,
Requirements the code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
Pharmacy and Lab
Pharmacy & Lab Services include operating/purchasing services to order, package, and distribute prescription medications. It includes provision of assistance to
Service access indigent medication programs, sample medication programs and payment for necessary medications when no other fund source is available. This service
Definition provides for appropriate lab work, such as drug screens and medication levels, to be performed. This service ensures that necessary medication/lab services are not
withheld/delayed based on inability to pay.
Admission Individual has been assessed by a prescribing professional to need a psychotropic, anti-cholinergic, substance use disorder-specific, or anti-convulsant (as related to
Criteria behavioral health issue) medication and/or lab work required for persons entering services, and/or monitoring medication levels.
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Pharmacy and Lab

82{:;?: e Individual continues to meet the admission criteria as determined by the prescribing professional.
Discharge 1 Individual no longer demonstrates symptoms that are likely to respond to or are responding to pharmacologic interventions; or
Criteria 2 Individual requests discharge and individual is not imminently dangerous or under court order for this intervention.
1. Service must be provided by a licensed pharmacy or through contract with a licensed pharmacy.
Required 2. Agency must participate in any pharmaceutical rebate programs or pharmacy assistance programs that promote individual access in obtaining medication.
Components 3. Providers shall refer all individuals who have an inability to pay for medications or services to the local county offices of the Division of Family and Children
Services for the purposes of determining Medicaid eligibility.
Additional
Medicaid Not a DBHDD Medicaid service. Medicaid recipients may access the general Medicaid pharmacy program as prescribed by the Department of Community Health.
Requirements
Psychiatric Treatment
Transaction Code Code Detail Code | Mod | Mod Rate Code Detail Code | Mod | Mod Rate
1 2 3 4 1 2 3 4
Practitioner Level 1, In-Clinic 99202 | U1 U6 97.00 | Practitioner Level 2, In-Clinic 99202 | U2 U6 64.95
15-29 | Practitioner Level 1, Out-of-Clinic | 99202 | U1 | U7 123.50 | Practitioner Level 2, Out-of-Clinic | 99202 | U2 | U7 77.95
Practitioner Level 1 99202 | GT | U1 97.00 ] Practitioner Level 2 99202 | GT | U2 64.95
Practitioner Level 1, In-Clinic 99203 | U1 U6 155.20 | Practitioner Level 2, In-Clinic 99203 | U2 U6 103.92
- 30~ 4 | Practitioner Level 1, Out-of-Clinic | 99203 | U1 | U7 197.60 | Practitioner Level 2, Out-of-Clinic | 99203 | U2 | U7 124.72
New Practitioner Level 1 99203 | GT | U1 155.20 | Practitioner Level 2 99203 | GT | U2 103.92
i 4550 Practitioner Level 1, In-Clinic 99204 | U1 U6 213.40 | Practitioner Level 2, In-Clinic 99204 | U2 U6 142.89
minutes |_Practitioner Level 1, Out-of-Clinic | 99204 | U1 u7 271.70 | Practitioner Level 2, Out-of-Clinic | 99204 | U2 | U7 171.49
Practitioner Level 1 99204 | GT | U1 213.40 ] Practitioner Level 2 99204 | GT | U2 142.89
Practitioner Level 1, In-Clinic 99205 | U1 | U6 271.60 ] Practitioner Level 2, In-Clinic 99205 | U2 | U6 181.86
80" | Practitioner Level 1, Out-of-Clinic_| 99205 | U1 | U7 345.80 | Practitioner Level 2, Out-of-Clinic | 99205 | U2 | U7 218.26
Practitioner Level 1 99205 | GT | U1 271.60 ] Practitioner Level 2 99205 | GT | U2 181.86
Practitioner Level 1, In-Clinic 99211 | U1 U6 19.40 | Practitioner Level 2, In-Clinic 99211 | U2 | U6 12.99
mi;lﬁes Practitioner Level 1, Out-of-Clinic | 99211 | U1 | U7 24.70 | Practitioner Level 2, Out-of-Clinic | 99211 | U2 | U7 15.59
Practitioner Level 1 99211 | GT | U1 19.40 | Practitioner Level 2 99211 | GT | U2 12.99
Practitioner Level 1, In-Clinic 99212 | U1 U6 58.20 | Practitioner Level 2, In-Clinic 99212 | U2 | U6 38.97
EM rll?n;,l:egs Practitioner Level 1, Out-of-Clinic | 99212 | U1 | U7 74.10 | Practitioner Level 2, Out-of-Clinic | 99212 | U2 | U7 46.77
Established Practitioner Level 1 99212 | GT | U1 58.20 | Practitioner Level 2 99212 | GT | U2 38.97
Patient 2.2 Practitioner Level 1, In-Clinic 99213 | U1 U6 97.00 | Practitioner Level 2, In-Clinic 99213 | U2 | U6 64.95
minutes |_Practitioner Level 1, Out-of-Clinic | 99213 | U1 | U7 123.50 | Practitioner Level 2, Out-of-Clinic | 99213 | U2 | U7 77.95
Practitioner Level 1 99213 | GT | U1 97.00 | Practitioner Level 2 99213 | GT | U2 64.95
30-39 | Practitioner Level 1, In-Clinic 99214 | U1 | U6 135.80 | Practitioner Level 2, In-Clinic 99214 | U2 | U6 90.93
minutes | pragtitioner Level 1, Out-of-Clinic | 99214 | U1 | U7 172.90 ] Practitioner Level 2, Out-of-Clinic | 99214 | U2 | U7 109.13
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Practitioner Level 1 99214 | GT | U1 135.80 | Practitioner Level 2 99214 | GT | U2
Practitioner Level 1, In-Clinic 99215 | U1 U6 194.00 | Practitioner Level 2, In-Clinic 99215 | U2 | U6
20-5% | Practitioner Level 1, Out-of-Clinic_| 99215 | U1 | U7 247.00 | Practitioner Level 2, Out-of-Clinic | 99215 | U2 | U7
Practitioner Level 1 99215 | GT | U1 194.00 | Practitioner Level 2 99215 | GT | U2
Unit Value 1 e.ncounter (Note:. Time—in/Time-out is required in the documentation as it justifies Utilization Criteria TRD
which code above is billed)

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.
Service Definition
Youth must receive appropriate medical interventions as prescribed and provided by members of the medical staff pursuant to the Medical Practice Act of 2009,
Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant that shall support the individualized goals of recovery as identified by the individual
and their parent/guardians and their Individualized Recovery Plan (within the parameters of the youth/family’s informed consent).

Note: For the purposes of this manual, Psychiatric Treatment is sometimes referred to as “physician assessment” or “physician assessment and care.”
1. Individual is determined to be in need of psychotherapy services and has confounding medical issues which interact with behavioral health diagnosis, requiring
Admission Criteria 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
Caaliill ) i 3. Individual continues to present symptoms that are likely t dtoph logical int tions;
Criteria : ivi . p ymptoms that are likely to respond to pharmacological interventions; or .
4. Individual continues to demonstrate symptoms that are likely to respond or are responding to medical interventions; or
5. Individual continues to require management of pharmacological treatment in order to maintain symptom remission.
1. An adequate 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.
1. Not offered in conjunction with ACT.
Service Exclusions 2. Supervision time is not billable.
3. Time spent on documentation is not billable.
Clinical Exclusions Services defined as a part of ACT.
Required When providing psychiatric services to individuals who are deaf, deaf-blind, and/or hard of hearing, psychiatrists shall demonstrate training, supervision, or
Components consultation with a qualified professional as approved by DBHDD Office of Deaf Services.

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).

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

3. This service may be provided with Individual Counseling codes 90833 and 90836, but the two services must be separately identifiable.

4. For purposes of this definition, a “new patient” is an individual who has not received an E/M code service from that agency within the past three (3) years. If an
individual has engaged with the agency and has seen a non-physician for a BH Assessment, they are still considered a “new patient” until after the first E/M
service is completed.

Service Accessibility

This service may be provided via telemedicine to any individual/family who consents to this modality. This consent should be documented in the individual’s
record. The use of telemedicine should not be driven by the practitioner's/agency’s convenience or preference.

Additional Medicaid
Requirements

1. The daily maximum within a CSU for E/M 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.

Billing & Reporting
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. 99213GTU1 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 99213U1, can also be billed in the same day).

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

3. These E/M codes are based upon Time (even though recent CPT guidance allows the option of using either Medical Decision Making or Time). The Georgia
Medicaid State Plan is priced on time increments and therefore time will remain the basis of justification for the selection of codes above for the near term.

4. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (25) can be added to the claim and resubmitted to the MMIS for
payment.

5. Despite recent CPT guidance, this service may not be billed for all time spent on an individual’s case in a single day (i.e. pre- and post-appointment work that is
not direct individual assessment and/or care), because this indirect time is already included in the service rate.

Transaction Code

Code Detail Mod

1 2

Rate Code Detail Mod Rate
3 4 3 4

Psychological testing
evaluation services by
physician or other qualified
health care professional,
including integration of patient
data, interpretation of
standardized test results and
clinical data, clinical decision
making, treatment planning
and report and interactive
feedback to the patient, family
member(s) or caregiver(s),
when performed; first hour

Practitioner Level 2, In-Clinic | 96130 | U2 U6 $155.87 | Practitioner Level 2, Out-of-Clinic $187.04

Practitioner Level 2, Via
interactive audio and video
telecommunication systems

96130 | GT | U2

Each additional hour (List
separately in addition to code
for primary procedure)

Practitioner Level 2, In-Clinic | 96131 | U2 U6 $155.87 | Practitioner Level 2, Out-of-Clinic

$187.04

FY 23 - 3rd Quarter Provider Manual for Community Behavioral Health Providers (January 1, 2023)

Page 52 of 465




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

Practitioner Level 2, Via

155.87

$77.94 | Practitioner Level 2, Qut-of-Clinic 96136

$93.52
$77.94

$77.94 | Practitioner Level 2, Out-of-Clinic 96137 $93.52

Practitioner Level 4, In-Clinic 96138 | U4 U6 $40.59

Practitioner Level 4, Out-of-Clinic 96138

Practitioner Level 4, Via interactive
$60.02 | audio and video telecommunication | 96138 | GT | U4
systems

Practitioner Level 4, In-Clinic 96139 | U4 U6

Practitioner Level 4, Out-of-Clinic 96139 $48.71

interactive audio and video
telecommunication systems

interactive audio and video 96131 | GT | U2
telecommunication systems
Psychological or Practitioner Level 2, In-Clinic | 96136 | U2 | U6
neuropsychological test
dministration and scoring b ” .
Shgirgisar:aolro 2tﬁ2r qS:;ﬂ:;gd " | Practitioner Level 2,Via
health care professional, any | interactive audio and video 96136 | GT | U2
method, first 30 minutes .
telecommunication systems
Practitioner Level 2, In-Clinic | 96137 | U2 | U6
Each additional 30 minutes — -
(List separately in addition to Practitioner Level 2, Via
codelfor|primaryproceaure) interactive audio and video 96137 | GT | U2
telecommunication systems
Practitioner Level 3, In-Clinic | 96138 | U3 U6
Psychological or it _0f-
nezropsyCLologicaI test Pr.a(.:tltloner Level 3’ Out-of 96138 U3 u7
administration and scoring by Clinic
technician, thod; first " "
omnes | Practitioner Level 3, Via
interactive audio and video 96138 | GT | U3
telecommunication systems
Practitioner Level 3, In-Clinic | 96139 | U3 | U6
Each additional 30 minut Practitioner Level 3, Out-of-
(L?;t sipalrl:tgla;/ in argtliri]tliloisto Clinic 96139 | U3 u7
code for primary procedure-
<Gl Practitioner Level 3, Via 96139 | GT | U3

Practitioner Level 4, Via interactive | 96139
audio and video telecommunication

systems

Unit Value

1 hour or 30 minutes

Utilization Criteria TBD

Service Definition

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

interpretation of results is based.

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

Admission Criteria

1. A known or suspected mental iliness 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 DBHDD eligibility.
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Psychological

Continuing Stay
Criteria

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

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.

:teac:flj?r%ments The term “psychologist” is defined in the Approved Behavioral Health Practitioners table in Section Il of this manual (Reference § 43-39-1 and § 43-39-7).
Required 1. There may be no more than 10 combined hours of the codes above provided to one individual within an authorization.
c 02} ponents 2. When providing psychological testing to individuals who are deaf, deaf-blind, or hard of hearing, practitioner shall demonstrate training, supervision, and/or

consultation with a qualified professional as approved by DBHDD Office of Deaf Services.

Clinical Operations

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

Documentation
Requirements

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.

Service Accessibility

To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus
use of interpreters; and/or
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to
the use of this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.

Billing & Reporting
Requirements

1. Each unique code cannot be billed more than 5 units on a single day.

2. Add-on codes shall be provided on the same day as the associated base code).

3. Scoring may occur and be billed on a different day than the evaluation and testing procedures (and related codes).

4 If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for
payment.

5. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this
definition, the code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Development
Transaction Code Detail Code | Mod | Mod Rate | Code Detail Code | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
Practitioner Level 2, In-Clinic H0032 | U2 | U6 \ $38.97 | Practitioner Level 2, Out-of-Clinic | H0032 | U2 | U7 \ $46.76
Practitioner Level 3, In-Clinic H0032 | U3 | U6 | $30.01 | Practitioner Level 3, Out-of-Clinic | H0032 | U3 | U7
Sertsn [ Practitioner Level 4, In-Clinic H0032 | U4 U6 \ $20.30 | Practitioner Level 4, Out-of-Clinic | H0032 | U4 U7
Development Practitioner Level 5, In-Clinic H0032 | U5 U6 \ $15.13 | Practitioner Level 5, Out-of-Clinic | H0032 | U5 U7
Practitioner Level 2, Via interactive Practitioner Level 4, Via
audio and video telecommunication H0032 | GT | U2 38.97 [ interactive audio and video H0032 | GT | U4
systems telecommunication systems
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Development

Practitioner Level 3, Via interactive
audio and video telecommunication

Practitioner Level 5, Via

30.01 interactive audio and video H0032 | GT

systems telecommunication systems
Unit Value 15 minutes Utilization Criteria TBD
Youth/Families access this service when it has been determined through an initial screening that the youth has mental health or substance use disorder concerns. The
Individualized Recovery/Resiliency Plan (IRP) results from the Diagnostic and Behavioral Health Assessments and is required within the first 30 days of service, with
ongoing plans completed as demanded by individual need and/or by service policy.
Information from a comprehensive assessment should ultimately be used to develop, together with the youth and/or caretakers an IRP that supports resilience and that
is 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 IRP.
The cornerstone component of the youth IRP involves a discussion with the child/adolescent and parent(s)/responsible caregiver(s) regarding what resiliency means to
them personally (e.g., the youth having more friends, improvement of behavioral health symptoms, staying in school, improved family relationships etc.), and the
development of goals (i.e. outcomes) and objectives that are defined by and meaningful to the youth based upon the individual’s articulation of their recovery hopes.
Concurrent with the development of the IRP, an individualized safety plan should also be developed, with the individual youth and parent(s)/responsible caregiver(s)
. guiding the process through the free expression of their wishes and through their assessment of the components developed for the safety plan as being realistic for
Service X . . L ; .
Dahition them. The entire process should involve the youth as a full partner and should focus on service and resiliency goals/outcomes as identified by
the youth and his/her family as well as collateral agencies/treatment providers/relevant individuals.
Recovery/Resiliency planning shall set forth the course of care by:
e Prioritizing problems and needs;
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;
o  Defining goals/objectives that are individualized, specific, and measurable with achievable timeframes;
e  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
e lIdentifying qualified staff who are responsible and designated for the provision of services.
Admission 1. A_k_nown or guspected mental il]negs or substance-related c_ii_sorder; and . - .
Criteria 2. Initial screening/intake mfgrmahon indicates a need for additional undetermined supports and recovery/resiliency planning; and
3. Youth meets DBHDD eligibility.
gztnet'r?:mg Sty The youth’s situation/functioning has changed in such a way that previous assessments are outdated.
glr?g:;rge Each intervention is intended to be a discrete time-limited service that modifies treatment/support goals or is indicated due to change in illness/disorder.
1. The service plan must include elements articulated in the Community Requirements chapter in this Provider Manual.
Required 2. Asindicated, medical, nursing, peer, school, nutritional, etc. staff can provide information from the youth and family, records, and various multi-disciplinary
Components resources needed to complete the service plan. Time spent gathering this information may be billed as long as the detailed documentation justifies the time and

need for capturing said information.
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Service Plan Development

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

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

3. Safety/crisis planning should be directed by the youth/family and their needs/wishes to the extent possible and clinically appropriate. Plans should not contain
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.

Clinical 4,  Detailed guidelines for recovery/resiliency planning are contained in the “Community Requirements” in this Provider Manual and must be adhered to.
Operations 5. For youth at or above age 17 who may need long-term behavioral health supports, plan elements should include transitional elements related to post-primary
education, adult services, employment (supported or otherwise), and other transitional approaches to adulthood.

6. Individualized Recovery/Resiliency Plans (or portions of the plan) must be reassessed as needed, in accordance with changing needs, circumstances, and
responses of the youth and family/caregiver (see content regarding the IRP in Part Il of this manual). For any change in medical, behavioral, cognitive, and/or
physical status of the youth that potentially impacts goals, objectives and/or interventions in the plan, or that would necessitate the addition of new goals,
objectives and/or interventions, Service Plan Development would be used to support the youth and family/caregiver in revisiting their goals and objectives.

To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of this

include:

o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
Senvice of interpreters; and/or
Accessiilty o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to the

use of this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s

convenience or preference.
Billing & When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
Reporting L . . . o R : . e
Requirements code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

CHILD and ADOLESCENT SPECIALTY SERVICES

Apex Progr
Transaction
Code

Service
Definition

m (Georgia Apex Program)

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

Code Detail

See Billing & Reporting Requirements section below for services billing detail.
The Georgia Apex Program is a DBHDD-funded partnership between community-based behavioral health providers and local school districts. The program utilizes a
school-based behavioral health framework to increase access to behavioral health services among school-aged youth (Pre-K through 12t grade) throughout the state.
The Program provides preventive interventions and adjunct support for the provision of DBHDD services in designated public school settings.

Apex Program Goals:
1. Prevention and early detection of child and adolescent behavioral health needs;
2. Increase statewide access to behavioral health services for children and adolescents; and
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Apex Program (Georgia Apex Program)

3. Encourage sustainable coordination between Georgia’s community behavioral health providers and their local schools/school districts.

The Apex Program helps to support program development, relationship building, and embedding providers in schools, and aligns with other types of school-based
behavioral health support programs such as Positive Behavioral Interventions and Supports. The Program utilizes a Multi-Tiered System of Support (MTSS) framework
for delivering services to students, and while providers implement services across all three tiers, they prioritize delivering services to youth represented in MTSS Tier
M.

e  MTSS Tier | interventions promote universal prevention benefiting the entire school.

e MTSS Tier Il refers to targeted early interventions for at-risk students with emerging behavioral health needs.

e MTSS Tier Ill refers to individualized intervention for students identified as living with a behavioral health diagnosis.

Within these tiers, providers may implement preventative community outreach and educational activities related to behavioral health (MTSS Tier 1), as well as facilitate
the provision of early intervention services for youth and families with risk factors for/early indications of emerging behavioral health challenges (MTSS Tier II). In
addition to prevention and early intervention, Apex offers adjunct supports for the provision of DBHDD services (named below) to youth with an established behavioral
health need (MTSS Tier lll). Such supports are based on individual need, and could include (but are not limited to) the coordination of DBHDD services with school and
community services/supports, and financial assistance to help offset the costs of an approved provider's staff time for non-billable activities such as travel, meeting and
conference attendance, trainings, individual teacher-based needs assessment/education/skill building regarding behavioral health conditions and classroom
interventions, and other related activities.

Specific allowable DBHDD behavioral health services (see the Service Definition/Requirements for each service listed below in this Provider Manual):
1. Behavioral Health Assessment;
Diagnostic Assessment;
Service Plan Development;
Crisis Intervention;
Individual Counseling;
Group Counseling/Training;
Family Counseling/Training;
Community Support;
Psychiatric Treatment;
Medication Administration; and
Nursing Assessment and Health Services
Youth must be enrolled in a designated public school setting; and
Admission . Youth must meet the Core Customer criteria for child and adolescent services in the DBHDD’s Provider Manual for Community Based Behavioral Health
Criteria Providers, Part |, Section I; and
3. The youth’s level of functioning does not preclude the provision of services in an outpatient milieu.

S0V NoahR LN

- o

N —

Gt S 1. Youth continues to meet admission criteria; andl o S . ‘
Criteria 2 Youtlh demonstrates docurnentgci progress relative to goals identified in their Individualized Recovery Plan, but goals have either not yet been achieved, or new
service needs have been identified.
1. Youth no longer meets admission criteria; or
Discharge 2. Goals of the Individualized Recovery Plan have been substantially met; or
Criteria 3. Youth or their parent/legal guardian requests that the youth no longer participate in the Apex Program and/or associated DBHDD behavioral health services; or
4. Transfer to another service is warranted due to a change in the youth’s condition and/or needs.
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Apex Program (Georgia Apex Program)

Clinical 1. Severity of cognitive impairment precludes provision of services. . . . - .

Exclusions 2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a behavioral health condition overlaying the
diagnosis: Intellectual/Developmental Disabilities, Autism, Neurocognitive Disorder and Traumatic Brain Injury.

1. The Apex Program may only be implemented in designated public school settings.

2. The Apex Program is administered by approved DBHDD service providers (DBHDD Provider Tiers 1 and 2).

3. DBHDD services provided via the Apex Program must utilize evidence-informed practices (where these exist).

4. DBHDD services provided via the Apex Program must adhere to all DBHDD service definitions and requirements for each service provided.

5. Each Apex Program provider must have an established referral process, which is documented in the Provider’s internal Policies and Procedures.

Required 6. The Apex Program must be offered year-round, including during the summer.

Components 7. Providers must obtain and maintain commitment by the school leadership to support school based behavioral health services (e.g., designated space for treatment
and confidential file storage, communication plan for parents and teachers to announce and coordinate the implementation of services, evidence that student
support professionals support the new service and will collaborate with the mental health professional(s) assigned to their school, etc.).

8. Providers must coordinate any needed treatment with the student, their family and teacher, and other resources, as indicated (e.g. probation officer, student
support teams and response to intervention teams, natural supports, physician; school student support professionals including professional school counselors,
school psychologists, school social workers, school nurses; or Local Interagency Planning Teams [LIPTs)).

1. One FTE Apex Program Coordinator;

Staffing 2. Provider must adhere to the Staffing Requirements section of the Service Definition/Requirements for the specific DBHDD service being provided, as well as to all

Requirements other staffing/professional requirements found elsewhere in the DBHDD’s Provider Manual for Community Based Behavioral Health Providers;

3. Supervisees/trainees must work alongside a practitioner who is independently licensed while inside the school.

1. The Program encourages access to behavioral health services for youth and families who may otherwise not become engaged due to externalities such as

Program transportation challenges, parental work schedules, etc. In addition, this program is offered in a school-based setting in order to identify and engage with youth in a

Accessibility familiar environment where they spend much of their time.

2. DBHDD behavioral health services may be provided via telemedicine as may be allowable per the Service Definition/Requirements for each particular service.

1. Provider must adhere to the Documentation Requirements section of the Service Definition/Requirements for the specific DBHDD service being provided, as well

Documentation as to Pa_rt Il, Sect@on 1l of thg DBHDD’s Rrovider Manual for Community Based Behavioral Heglth Providers. . .

Requirements 2. For services provided/activities engaged in as part of the Apex Program, but which are not defined DBHDD behavioral health services (e.g. travel, conference
attendance, meetings with school/community stakeholders, etc.), provider must meet the documentation requirements established through the Georgia State COE
evaluation process, as well as DBHDD'’s monthly progress report process.

1. DBHDD service provision, billing, and reporting must adhere to all DBHDD and Georgia Collaborative ASO requirements.

2. Provider must submit a monthly invoice, and invoice justification/supporting documentation (as needed) to their designated DBHDD contract manager.

3. Providers are required to maximize utilization of alternative funding streams, including third party payers (e.g., Medicaid, private insurance, etc.), public targeted
and competitive grants, and private foundation funds.

Billing & 4. To promote program sustainability, a target threshold of sixty percent (60%) billable direct-service time per clinical staff member has been established, and

Reporting providers should make a good faith effort to reach this target as quickly and efficiently as possible. However, during the first contract-term of service provision,

Requirements staff are required to meet a minimum threshold of forty percent (40%) billable time.

5. Apex may also provide up to 60 days of reimbursement for DBHDD services delivered by Tier 2 providers who cannot bill DBHDD state-funds for uninsured
individuals served.

6. Outpatient services that are identified in the service definition above may be authorized and billed in accordance with Part I, Section Il of this manual via the Non-

intensive Outpatient Services Type of Care.
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Clubhouse Services (Release TBD)

Transaction
Code

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

Community Based Inpatient Psychiatric and Substance Detoxification

Code 1 2 3 4 1 2 3 4
Psychiatric
HeaI.th Facility H2013
Service, Per
Diem
Unit Value Per Diem Utilization Criteria CA-LOCUS Level 6
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
Serwpg are of short duration and provide treatment for an acute psychiatric or behavioral episode. For clinically appropriate transitional age youth, this service may also include
Py Medically Managed Inpatient Detoxification at ASAM Level 4-WM.
For youth defined as the target population for the DBHDD contract, the Inpatient Psychiatric hospital will accept referrals for admission solely from DBHDD and its
designated ASO agents: Behavioral Health Link (BHL) or Beacon Health Options (BHO). This service will utilize the DBHDD-required board monitoring system,
providing regularly updated information to ensure appropriate utilization of inpatient beds. Admissions are for a:
Admission 1. Youth with a mental disorder/serious emotional disturbance, who presents a substantial risk or harm to himself/herself or others, as manifested by recent overt
Criteria acts or recent expressed threats of major suicidal, homicidal or high-risk behaviors as a result of the mental disorder/serious emotional disturbance which present
a probability of physical injury to himself/herself or others; OR
2. Youth with a mental disorder/serious emotional disturbance who is so unable to care for his/her own physical health and safety as to create an imminently life-
endangering crisis.
Continuing Stay | 1. Youth continues to meet admission criteria; and
Criteria 2. Youth's withdrawal signs and symptoms are not sufficiently resolved to the extent that they can be safely managed in less intensive services.
1. An adequate continuing care plan has been established; and one or more of the following:
_ 2. Youth no longer meets admission and continued stay criteria; or
Discharge 3. Family requests discharge and youth is not imminently dangerous to self or others; or
Criteria 4. Transfer to another service/level of care is warranted by change in the individual's condition; or
5. Individual requires services not available in this level of care.
Service This service may not be provided simultaneously to any other service in the service array excepting short-term access to services that provide continuity of care or
Exclusions support planning for discharge from this service.
Clinical Youths with any of the following unless there is clearly documented evidence of an acute psychiatric/substance use disorder episode overlaying the diagnosis: Autism,
Exclusions Intellectual/Developmental Disabilities, Neurocognitive Disorder; or Traumatic Brain Injury.
1. If providing withdrawal management services, the program must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse Treatment Programs,
Required 290-4-2 OR is licensed as a hospital/specialty hospital.
Components 2. Aphysician’s order in the individual’s record is required to initiate withdrawal management 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.
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Staffing Only nursing or other licensed medical staff under supervision of a physician may provide withdrawal management services.
Requirements

1. This service requires authorization via the ASO via GCAL Providers will select an individual from the State Contract Bed (SCB) Board. Once they accept them,
they will assign the individual to a bed on the inventory status board (via bhiweb). Once an individual is assigned to the inventory status board a tracking number
will be generated and the information will be sent from the Georgia Collaborative ASO crisis access team to the Georgia Collaborative ASO care management

Sitle"p:]orting e team for registration/authorization to take place. Once an authorization number is assigned, that number will appear on the beds inventory status board (on
Requgirements bhiweb) and an email will be generated and sent to the designated UM of the SCB facility containing the authorization number.

2. Span billing may occur for this service, meaning the start and end date are not the same on a given service claim line. The span dates may cross months (start
date and end date on a given service line may begin in one month and end in the next).
3. Providers must submit a discharge summary into the provider connect/batch system within 48 hours of discharge.

Coordinated Specialty Care for First Episode Psychosis Program (CSC for FEP) (Effective Date January 1, 2023)

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

See Billing & Reporting Requirements section below for services billing detail.

Coordinated Specialty Care for the First Episode Psychosis Program (CSC for FEP) is a team-based, time-limited, multi-faceted approach to treating youth and young
adults, ages 16-30, experiencing first episode psychosis. The CSC for FEP model’s guiding principles include early detection of psychosis; rapid access to specialty
care; flexible, accessible, youth-friendly, and welcoming services; recovery-focused interventions; and respect for young adults striving for autonomy and
independence. Component interventions include case management, psychotherapy, supported education and employment services, family education and support, and
medication management. CSC for FEP emphasizes shared decision making as a means for addressing the unique needs, preferences, and recovery goals of the
individuals served. Collaborative treatment planning in CSC for FEP is a respectful and effective means for establishing a positive therapeutic alliance and maintaining
engagement with young people and their family members over time. CSC for FEP services are also highly coordinated with primary medical care, with a focus on
optimizing overall mental and physical health. As such, the team is multidisciplinary, includes weekly integrated treatment team meetings, and spans the fields of
psychiatry, nursing, counseling/psychology, social work, and career planning; additionally, Certified Peer Specialists on the team provide assistance with the
development of natural supports, and promoting socialization and community integration. CSC for FEP team members are expected to maintain knowledge and skills
according to the current research trends in best practices and evidence-based treatment, including the provision of trauma-informed, culturally competent care, and the
Service use of effective engagement strategies for youth and young adults. The CSC for FEP model emphasizes flexibility, with services delivered in home, community, and
Definition youth-friendly and welcoming office settings depending on the participants’ needs and preferences. Services are individually tailored to address participants’
preferences and goals.

Based on the needs of the individual, the following services may be provided by qualified CSC for FEP team members and billed under the Non-intensive Outpatient
Services Type of Care (see the Service Definition/Requirements for each service listed below in this Provider Manual)*:
1. Behavioral Health Assessment;
Diagnostic Assessment;
Service Plan Development;
Crisis Intervention;
Individual Counseling;
Group Counseling/Training;
Family Counseling/Training;

Noakwd
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Coordinated Specialty Care for First Episode Psychosis Program (CSC for FEP) (Effective Date January 1, 2023)
8.  Case Management (Adult)

9. Psychosocial Rehabilitation-Individual (Adult)

10. Addictive Disease Support Services (Adult);

11. Community Support (C&A)

12.  Peer Support-Individual (Adult MH/AD, C&A Parent/Youth);
13.  Psychiatric Treatment;

14. Medication Administration;

15.  Nursing Assessment and Health Services;

16. Pharmacy & Lab;

17.  Psychological Testing

18.  Community Transition Planning

* In addition to the billable DBHDD services named above, the DBHDD provides ancillary funding through CSC for FEP provider contracts for education and
employment support interventions/activities, which are integral to the CSC for FEP model; and for other non-billable activities as described in the paragraph below.

In delivering the services outlined above, individualized interventions of particular importance to the CSC for FEP model include the following:
1. Psychoeducation on first episode psychosis, treatment options, and recovery to participants and their families;

Crisis planning, support, and intervention;

Recovery-based goal setting;

Instrumental/skill-building support to participants and their families;

Service and resource coordination, including linkage to medical care;

Psychotherapy and skills training;

Family counseling, education, support, and skills training;

Substance use disorder counseling and interventions;

Peer support; and

0. Support for educational and employment endeavors.

SN LWN

As an adjunct to direct service provision, CSC for FEP teams offer outreach and education activities/events within the community at large in order to identify individuals
experiencing a first episode of psychosis, as well as to educate the community about behavioral health conditions, the CSC for FEP program, recovery principles and
practice, and accessing the public behavioral health system. Outreach and education efforts are intended to establish a seamless community system of care for youth
and young adults with first episode psychosis, and promote the sustainability of the program. The DBHDD provides funding to offset the costs for providers’ time spent
in these and other non-billable activities such as travel, meetings, trainings and conference attendance, community partner collaboration, and other related activities.

It is anticipated that individuals participating in CSC for FEP will experience a reduction in psychiatric symptoms or the debilitating effects of these symptoms; will show

improved educational, occupational, and social functioning; and will require less frequent hospitalization and use of crisis services over time. Most participants remain

with CSC for FEP teams for an average of two years; however, all decisions regarding discharge of participants from CSC for FEP programs should be based on

clinical considerations.

1. The target population for Coordinated Specialty Care for First Episode Psychosis is youth and young adults aged 16 — 30 with non-organic psychotic disorders
(e.g. schizophrenia, schizophreniform disorder, schizoaffective disorder, delusional disorder) or mood disorders with psychotic symptoms (e.g. bipolar disorder with
psychotic symptoms; major depressive disorder with psychotic symptoms) who have had symptoms of psychosis for no longer than 24 months.

Admission
Criteria
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Coordinated Specialty Care for First Episode Psychosis Program (CSC for FEP) (Effective Date January 1, 2023)

2. Thetarget population is not to be limited to insurance coverage or lack thereof: individuals who have any kind of third-party insurance, or no insurance, must be
served by the provider.

3. Youth and young adults who fall outside the target age range of 16 — 30, or who have had psychotic symptoms longer than 24 months, may be considered for
enroliment in CSC for FEP services on a case-by-case basis, with prior approval from DBHDD.

4. Anindividual does not need to have a diagnosis of a psychatic disorder to be evaluated for enroliment in CSC for FEP services. It is anticipated that for many youth
and young adults referred to CSC for FEP teams, they will have had no previous mental health treatment and thus will not have received a diagnosis prior to their
evaluation with the CSC for FEP team.

Continuing Stay | Individual demonstrates documented progress relative to goals identified in the Individualized Recovery Plan (IRP), but goals have not yet been achieved, and/or new

Criteria service needs have been identified.

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

Discharge 1. Goals of the IRP have been substantially met;

Criteria 2. Individual/family 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 and/or needs.

1. CSC for FEP is a comprehensive team intervention and most services are excluded, with the exceptions of:

a. Residential or Housing Supports (the CSC for FEP provider shall be in close coordination with the Residential/Housing Support provider such that there is no
duplication of services supports/efforts);

b. Substance Abuse Intensive Outpatient Program: If a substance use disorder is identified and documented as a clinical need unable to be met by the CSC for
FEP team, and the individual’'s current treatment progress indicates that provision of CSC for FEP services alone, without an organized SUD program model, is
not likely to result in the individual’s ability to maintain sobriety, CSC for FEP teams may assist the individual in accessing this service, but must ensure clinical
coordination in order to avoid duplication of services. If CSC for FEP and SAIOP are provided by the same agency, the agency may update the existing
authorization to include group services to be utilized by the SAIOP program;

c. The following are not service exclusions:

i.  Individual Counseling and Group/Family Counseling/Training provided outside of the CSC for FEP program when the needs of an individual exceed that
which can be provided by the CSC for FEP team. For example, the individual may participate in SA group treatment provided by a Tier 1, Tier 2, or SA-
IOP provider upon documentation of the demonstrated need;
ii. Specialized evidence-based practices delivered outside the CSC for FEP program utilizing a treatment modality (e.g. Individual Counseling, Group
Service Counseling, etc.) that would otherwise be provided by a CSC for FEP team member when the needs of an individual exceed that which can be provided
Exclusions by the CSC for FEP team (e.g. specialized treatment for PTSD, eating disorders, personality disorders, and/or other specific clinical specialized
treatment needs). In this case, the individual’s treatment plan must reflect the necessity for participation in such services along with medical record
documentation of the unique need and resulting collaboration between service providers to ensure coordination towards goals and to prevent any
duplication of services/effort.
2. On an individual basis, up to eight (8) weeks of some services may be provided to CSC for FEP participants to facilitate a smooth transition from CSC for FEP to
these other community services. A transition plan must be adequately documented in the treatment plan and clinical record. These services are:

a. Case Management/Intensive Case Management.

Psychosocial Rehabilitation-Individual/Program
AD Support Services

Behavioral Health Assessment

Service Plan Development

Diagnostic Assessment

Physician Assessment

Individual Counseling

T o oo0oT
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Coordinated Specialty Care for First Episode Psychosis Program (CSC for FEP) (Effective Date January 1, 2023)
i.  Peer Support

1. Individuals with severe and profound intellectual/developmental disability are excluded because the severity of cognitive impairment precludes participation in

services at this level of care.

2. Individuals with mild or moderate intellectual/developmental disability are excluded unless there is an identified mental illness that is the foremost consideration for

this psychiatric intervention, and the individual is able to benefit from the cognitive behavioral-based program components.

3. Individuals with medical conditions suspected to be causing the psychotic symptoms are excluded. [Examples: Neurological conditions including traumatic brain

injury; brain tumor; endocrine, metabolic, or autoimmune disorders with central nervous system involvement.]

4. Individuals whose psychotic symptoms are suspected to be caused by drug or alcohol intoxication or withdrawal are excluded.

1. CSC for FEP must include a comprehensive and integrated set of medical and psychosocial services provided in home, community, and office settings by a
multidisciplinary team.

2. The team must provide community-based supportive and recovery-oriented services interwoven with treatment services.

3. Services and interventions must be individually tailored to the needs, goals, preferences, and strengths of the individual. During the course of CSC for FEP service
delivery, the CSC for FEP team will provide the intensity and frequency of service needed for each individual based on individual need and preference.

4. There is no requirement that every CSC for FEP participant works with every member of the team, as interventions should be tailored to the unique needs and
preferences of each participant.

5. The CSC for FEP team must maintain a small participant-to-clinician ratio, with an expected census of 30 participants at a point-in-time based on a team FTE of
approximately 5.0.

6. The CSC for FEP team is expected to retain a high percentage of enrolled individuals in services with few dropouts. In the event that the CSC for FEP program
documents multiple attempts to locate and make contact with an individual and has demonstrated diligent search, after 90 days of unsuccessful attempts the
individual may be discharged due to drop out.

7. The CSC for FEP team must hold weekly team meetings. All CSC for FEP team members are required to attend the meetings. In the weekly team meeting, each
individual must be discussed, even if only briefly. The purpose of the team meetings is to review the clinical status of all individuals in the CSC for FEP program
and the outcome of the most recent staff contacts, individuals’ progress toward their goals, barriers to progress toward goals, and strategies for eliminating these

Required barriers.

Components 8. The CSC for FEP team must respond to phone calls from participants and family members 24-hours/365-days, and either directly provide or refer
individuals/families to any appropriate crisis services.

9. The CSC for FEP team should maintain a strong recovery orientation and commitment to hiring individuals with lived experience of mental illness.

10. CSC for FEP providers must have established procedures/protocols for handling emergency and crisis situations that describe methods that shall be taken by the
team in supporting and responding to CSC for FEP-enrolled individuals who require emergency psychiatric admission/hospitalization and/or crisis stabilization.

11. CSC for FEP providers must have a Coordinated Specialty Care for First Episode Psychosis organizational plan that addresses the following:

Staffing pattern and how staff are deployed, including how unplanned staff absences, illnesses, and emergencies are accommodated;

Hours of operation and typical daily schedule for staff;

Inter-team communication (e.g., e-mail, team staffings, staff safety plan such as check-in protocols, etc.);

How the team will respond to crises for individuals served (e.g., on-call rotation schedule and protocols, etc.);

For the individuals whom the CSC for FEP team supports, the CSC for FEP team should be involved in all hospital admissions and hospital discharges

whenever possible, and this involvement should be documented in the clinical record.

f. Because of the often complex mental health conditions of CSC for FEP-referred individuals and the need to build trust with the referred individuals,
comprehensive mental health, addiction, and functional assessments may take up to 60 days. The assessments shall include: Psychiatric History, Mental
Status/Diagnosis, Physical Health, Substance Use, Education and Employment, Social Development and Functioning, and Family Structure and
Relationships.

Clinical
Exclusions

Poo oo

FY 23 - 3rd Quarter Provider Manual for Community Behavioral Health Providers (January 1, 2023)
Page 63 of 465



Coordinated Specialty Care for First Episode Psychosis Program (CSC for FEP) (Effective Date January 1, 2023)

12. In addition to services provided to individuals enrolled in the program, the CSC for FEP team must provide outreach and education activities/events to the
community at large regarding behavioral health conditions, first episode psychosis and the CSC for FEP program, recovery and wellness principles and practice,
and information on how to access the public behavioral health system.

13. CSC for FEP providers must have policies and procedures governing the provision of community outreach and education services, including methods for
protecting the safety of staff who engage in these activities.

1. Coordinated Specialty Care team members must include:
a. (1 FT Employee required): One full-time Team Leader who is the clinical and administrative supervisor of the team, and who also functions as a practicing
clinician on the team. The Team Leader must be a FT employee and must have one of the following qualifications to be an independently licensed practitioner:

i.  Physician
ii.  Psychologist
jii. ~ Physician’s Assistant
iv. APRN
v. RN with a 4-year BSN
vi. LCSW
vii. LPC
vii. LMFT
ix.  One of the following, as long as the practitioner below is under supervision in accordance with O.C.G.A. § 43-10A-11:
¢ LMSW*
« LAPC*
« LAMFT*

* If the team lead is not independently licensed, then clinical supervision duties should be delegated appropriately in accordance with expectations

set forth in O.C.G.A. Practice Acts.

Staffing b. (Variable: .25 FTE based on CSC for FEP team census of 30 participants): a prescriber (a psychiatrist or, under the supervision of a Psychiatrist, an

Requirements APRN, NP, or PA) who:

i. Provides clinical and crisis services to all team participants;

ii.  Works with the team to monitor each individual’s clinical and medical status and response to treatment;
iii.  Directs psychopharmacologic and medical treatment for CSC for FEP participants;

iv.  Participates in the CSC for FEP team meetings weekly.

c. (Variable: .15 FTE based on CSC for FEP team census of 30 participants): one Nurse (RN) who:

i. Provides nursing services for all participants, including health and assessments, education on treatment adherence, nutrition, exercise, smoking
cessation, and other health and wellness-related topics as needed;

ii.  Works with the team to monitor each individual’s overall physical health and wellness, clinical status and response to treatment; and

jii.  Participants in the CSC for FEP team meetings weekly.

d. Ifthe Team Lead is not a licensed psychologist, LCSW, LPC, LMFT, LMSW, LAPC, or LAMFT, there must be an additional 0.5 FTE team member who holds
one of these licensed credentials or associate licensed credentials (note that associate-level clinicians must be under supervision in accordance with O.C.G.A. §
43-10A-11).

e. (1FTE required): One full-time Case Manager who provides concrete needs assistance to CSC for FEP participants and who participates in the CSC for FEP
team meetings weekly. The Case Manager is supervised by the Team Lead.

f. (1 FTE required): One full-time Education and Employment Specialist who provides support to CSC for FEP participants on their educational and
vocational goals, and who participates in the CSC for FEP team meetings weekly. The Education and Employment Specialist is supervised by the Team Lead.

g. (1 FTE required): One or two Certified Peer Specialist or Certified Peer Specialist-Youth who are fully integrated into the team and promote
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individual self-determination and decision-making and provide essential expertise and consultation to the entire team to promote a culture in which each
participant’s point of view and preferences are recognized, understood, respected and integrated into treatment and community integration activities.
CPSs/CPS-Ys participate in the CSC for FEP team meetings weekly and are supervised by the Team Lead.

h. (Variable: 0.5 FTE based on CSC for FEP team census of 30 participants): One fully licensed or associate-level licensed clinician who specializes in
family counseling, or a Certified Peer Specialist-Parent (CPS-P) who provides education, support, and training to family members of CSC for FEP
participants. This practitioner bills the Parent Peer Support service (if a CPS-P) or Family Counseling/Training otherwise. The provider is strongly encouraged to
utilize the Parent Peer Support service if a CPS-P is available, to meet the recovery needs of the family. This team member participates in the CSC for FEP
team meetings weekly and is supervised by the Team Lead.

1.

Individuals receiving CSC for FEP do not need to have a qualifying diagnosis prior to the initial evaluation for eligibility for CSC for FEP enrollment. As stated above,
it is anticipated that many youth and young adults referred to CSC for FEP teams will have had no previous mental health treatment and thus will not have received a
diagnosis prior to their evaluation with the CSC for FEP team.

2. Because CSC for FEP-¢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 plan be individualized and recovery-oriented after the individual becomes engaged with the team.

3. Because many individuals served may have co-occurring mental health and substance use disorders, the CSC for FEP team may not discontinue services to
individuals based solely upon a relapse in their substance use disorder recovery.

4. CSC for FEP teams are expected to participate actively and assertively in transitional planning for the individual, including:

a. Viain person or, when in-person participation is impractical or not possible, via telephonic or virtual meetings between stakeholders;

b. The team is expected to coordinate care through a demonstrable plan for timely follow-up on referrals to and from their service, making sure individuals are
connected to resources to meet their needs in alignment with their preferences.

Clinical c. The team is responsible for ensuring the individual has access to services and resources such as housing, pharmacy, benefits, a support network, etc. when
Operations being discharged from a psychiatric hospital; released from jail; or experiencing an episode of homelessness.

d. CSC for FEP teams may use the Community Transition Planning service to establish a connection or reconnection to the individual and participate in discharge
planning meetings while the individual is in a state operated hospital, crisis stabilization unit/behavioral health crisis center, jail/prison, or other community
psychiatric hospital.

e. When the nature of transition planning meets the scope of definition for either ADSS, CM, CTP, or CSl, that service should be billed in accordance with the
particular scope of service defined within this Manual.

4. The CSC for FEP team is required to respond to the crisis needs of CSC for FEP-enrolled individuals, by either directly providing or referring individuals/families to
any appropriate crisis services.

5. Treatment and recovery support to the individuals served by the CSC for FEP team is provided in accordance with an individualized recovery plan, to be developed
within 30 days of an individual’'s enrollment with the CSC for FEP team. Reviews of these plans should occur at least every six months and are thorough
summaries describing the individual’s and team’s evaluation of the individual’s progress/goal attainment, the effectiveness of the interventions provided, and the
individual's satisfaction with services since the last plan review.

1. The CSC for FEP team must respond to phone calls from participants and family members 24-hours/365-days, and either directly provide or refer
individuals/families to any appropriate crisis services. Answering devices/services/Georgia Crisis and Access Line do not meet the expectation; CSC for FEP team

Service staff members must provide this phone coverage.
Accessibility 2. The team must be able to rapidly respond to early signs of relapse and symptom recurrence and must have the capability of providing multiple contacts daily to
individuals in acute need.

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

Documentation 1. Each CSC for FEP program must providg monthly fidelity and gutcomgs data as defined by the DBHDD. .
Requirements 2. The CSC for FEP must have documentation (e.g., notebook, binder, file, etc.) of treatment team meetings to include:

a. Date, start time, and end time for the meeting;
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b. Names of team participants involved in staffing (signed/certified by the team leader or team lead designee in the absence of the team leader);
c. Initials all of individuals discussed/planned for during staffing; and
d. Minimal documentation of content of discussion specific to each individual (1-2 sentences is sufficient).
3. CSC for FEP meeting logs should be retained for a minimum of one (1) year, and in accordance with professional standards and the provider agency's policy.

Billing &
Reporting
Requirements

1. Providers must document services in accordance with the general requirements found in Part I, Section Ill: Documentation Requirements of this Provider
Manual, as well as with the service-specific requirements delineated in this section below. Service provision, billing, and reporting must adhere to all DBHDD and
Georgia Collaborative ASO requirements.

2. Non-intensive Outpatient services that are identified in the Service Definition section above should be authorized and billed in accordance with Part |, Section Il of
this manual via the Non-intensive Outpatient Services Type of Care. Each practitioner must follow the specific service definition for each service they bill under the
auspices of the CSC for FEP program.

3. Education and employment support interventions should be billed/invoiced to the provider's DBHDD CSC for FEP contract.

4, The CSC for FEP team can provide and bill for Community Transition Planning as outlined in the guidelines for this service. This includes supporting individuals who

are eligible for CSC for FEP and are transitioning from jail/prison.

5. Providers must submit a monthly programmatic and expenditure report and supporting documentation as needed to their designated DBHDD programmatic officer.

6. Providers must maximize use of third-party payers (Medicaid, managed care organizations, private insurance, efc.).

Crisis Stabilization Unit (CSU) Services

Code
Detail

Transaction
Code

Behavioral
Health; Short-
term Residential
(Non-Hospital

Code Detail

Behavioral Health;
Short-term Residential
(Non-Hospital
Residential Treatment

Per

Residenti . Program W/o Rm & o

T,ii?;gt,:?l 20922 Boagrd, Per Diem), HO018 | HA 1B U2 negotiation

Program W/o Transition Bed

Rm & Board,

Per Diem)

Unit Value 1 day Utilization Criteria 1 unit
This is a residential alternative to or diversion from inpatient hospitalization, offering psychiatric stabilization and withdrawal management services. The program
provides medically monitored residential services for the purpose of providing psychiatric stabilization and/or withdrawal management on a short-term basis. Specific
services may include (see Behavioral Health Provider Certification and Operational Requirements for Certified Crisis Stabilization Units (CSUs), 01-325):

Psychiatric, diagnostic, and medical assessments;
Service Crisis assessment, suppgrt aqd intervention; ‘
Definition Medically Monitored Residential Substance Withdrawal Management (at ASAM Level 3.7-WM);

Medication administration, management and monitoring;
Psychiatric/Behavioral Health Treatment;

Nursing Assessment and Care;

Brief individual, group and/or family counseling; and

@ "o o0 oW

=

. Linkage to other services as needed.
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1. Treatment/Services at a lower level of care have been attempted or given serious consideration; and
2. Child/Youth has a known or suspected illness/disorder in keeping with one of the following target populations:
A child/youth who is experiencing a:
a. Severe situational crisis; or
b. Mental lliness or Severe Emotional Disturbance (SED); or
c. Substance Use Disorder; or
d. Co-Occurring Substance Use Disorder and Mental lliness; or
Admission e Co-Occurring Mental lliness anq Intellectual/Developmental Disability; o
Criteria f. Co-Occurring Substance Use Disorder and Intellectual/Developmental Disability; and
3. Child/Youth is experiencing a severe situational crisis which has significantly compromised safety and/or functioning, as evidenced by 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 withdrawal management services, individual meets diagnostic criteria under the DSM for substance use, exhibiting withdrawal signs, symptoms,
behaviors, or functional impairments and can reasonably be expected to respond to withdrawal management treatment.
Continuing Stay | This service may be utilized at various points in the child’s course of treatment and recovery; however, each intervention is intended to be a discrete time-limited
Criteria service that stabilizes the individual. These time limits for continued stay are based upon the individual’s specific needs.
Discharge 1. Ch'il('j/Yguthlno !onger meets admission guidelings rgquirements; or '
Criteria 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.
1. Child/Youth is not in crisis.
Clinical 2. Child/Youth does not present a risk of harm to self or others or is able to care for his/her physical health and safety.
Exclusions 3. Severity of clinical issues precludes provision of services at this level of intensity. See CSU: Medical Evaluation Guidelines and Exclusion Criteria for Admission
to Crisis Stabilization Units, 01-350.
Service 1. This is a comprehensive service intervention that is not to be provided with any other service(s), except for the Crisis Services Type of Care.
Exclusions
1. CSUs providing medically monitored short-term residential psychiatric stabilization and/or withdrawal management services shall be designated by DBHDD as
both an emergency receiving facility and an evaluation facility and must be surveyed and licensed by the DBHDD.
2. In addition to all service qualifications specified in this document, providers of this service must adhere to Behavioral Health Provider Certification and Operational
Requirements for Certified Crisis Stabilization Units (CSUs), 01-325.
3. Youth occupying transitional beds must receive services from outside the CSU (i.e. community-based services) on a daily basis.
it 4. Services must be provided in a facilityldesignated as an emergency receivirlg and evalua?ionl fagility. . .
Components 5. A CSU must have documented operating agreements and referral mechanisms for psychiatric disorders, substance use disorders, and physical healthcare needs
that are beyond the scope of the CSU and that require inpatient treatment. Operating agreements must delineate the type and level of service to be provided by
the private or public inpatient hospital or treatment facility. These agreements must specifically address the criteria and procedures for transferring the youth to a
designated treatment facility when the CPS is unable to stabilize the youth.
6. Crisis Stabilization Units (CSU) must continually monitor the bed-board, regardless of current bed availability, and review, accept or decline individuals who are
awaiting disposition on a bed-board, and provide a disposition based on clinical review. It is the expectation that CSU'’s accept the individual who is most in need.
7. CSUs are expected to review, accept or decline at least 90% of all individuals placed on a bed-board over the course of a fiscal year.
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8. A physician-to-physician consultation is required for all CSU denials that occur when that CSU has an open/available bed.
1. A physician or a staff member under the supervision of a physician, practicing within the scope of State law, must provide CSU Services.
2. All services provided within the CPS must be delivered under the direction of a physician. A physician must conduct an assessment of new admissions, address
issues of care, and write orders as required.
3. A CSU must employ a fulltime Nursing Administrator who is a Registered Nurse.
4. A CSU must have a Registered Nurse present at the facility at all times.
Staffing 5. Ifthe charge nurse is an APRN, then he/she may not simultaneously serve as the accessible physician during the same shift.
Requirements 6. A CSU must have an independently licensed/credentialed practitioner (or a supervised S/T) on staff and available to provide individual, group, and family therapy.
7. Staff-to-individual served ratios must be established based on the stabilization needs of individuals being served and in accordance with the aforementioned Rules
and Regulations.
8. 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.
9. CSUs are strongly encouraged to employ a CPS (Parent or Youth) as part of their regular staffing compliment, and utilize them in early engagement, orientation to
services, family support, skills building, IRP development, discharge planning, and aftercare follow-up.
1. A physician must evaluate a child/youth referred to a CSU within 24 hours of the referral.
2. A CSU must follow the seclusion and restraint procedures included in the Department’s policy: CSU: Use of Seclusion or Restraint in Crisis Stabilization Services,
01-351.
3. The following restraint practices are prohibited:
a.  The use of chemical restraint for any individual.
b.  The combined use of seclusion and mechanical, and/or manual restraint.
c.  Standing orders for seclusion or any form of restraint.
- d.  PRN orders for seclusion or any form of restraint.
Clinical . )
Operations e. Prone mapual or mgghamgal restraints. - ' . .
f. Transporting an individual in a prone position while being carried or moved.
g.  Use of seclusion or restraint as a part of a Behavior Support Plan (BSP) or an Individual Recovery Plan (IRP).
h.  The use of handcuffs for an individual not under the jurisdiction of the criminal justice system.
i, The use of medication as a chemical restraint.
4. For child/lyouth with co-occurring diagnoses including Intellectual/Developmental Disabilities, this service must target the symptoms, manifestations, and skills-
development related to the identified behavioral health issue.
5. Child/Youth served in transitional beds may access an array of community-based services in preparation for their transition out of the CSU and are expected to
engage in community-based services daily while in a transitional bed.
Additional 1. Crisis Stabilization Units with 16 beds or less may bill services to GAMMIS for Medicaid FFS recipients.
I;Iedicaid 2. Medicaid claims for this service may not be billed for any service provided to Medicaid-eligible individuals in CSUs with greater than 16 beds.
equirements
1. This service requires authorization via the ASO via GCAL. Providers will select an individual from the State Contract Bed (SCB) Board. Once they accept them,
e A they will assign the individual to a bed on the inventory status board (via bhlweb). Once an individual is assigned to the inventory status board a tracking number
Billing will be generated and the information will be sent from the Georgia Collaborative ASO crisis access team to the Georgia Collaborative ASO care management
Requirements team for registration/authorization to take place. Once an authorization number is assigned, that number will appear on the beds inventory status board (on
bhlweb) and an email will be generated and sent to the designated UM of the SCB facility containing the authorization number.
2. Providers must report information on all individuals served in CSUs no matter the funding source:
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3. The CSU shall submit prior authorization requests for all individuals served (state-funded, Medicaid funded, private pay, other third-party payer, etc.);
4. The CSU shall submit per diem encounters (HO018HAU2 or HO018HATBU?2) for all individuals served (state-funded, Medicaid funded, private pay, other third-
party payer, etc.);
5. Providers must designate either CSU bed use or transitional bed use in encounter submissions through the presence or absence of the TB modifier. TB represents
“Transitional Bed.”
6. Unlike all other DBHDD residential services, the start date of a CSU span encounter submission may be in one month and the end date may be in the next. The
span of reporting must cover continuous days of service and the number of units must equal the days in the span.
7. Providers must submit a discharge summary into the provider connect/batch system within 72 hours of CSU discharge.
1. Individuals receiving services within the CSU shall be reported as a per diem encounter based upon occupancy at 11:59PM. At 11:59PM, each individual reported
must have a verifiable physician’s order for CSU level of care [or order written by delegation of authority to nurse or physician assistant under protocol as specified
Documentation in §.43'.3.4'23]' Individuals entering gand leaving the CSU on the same day (prior to 11:59EM) will not have a per Qiem encognt.erl reported.
Requirements 2. Forindividuals transferred to transitional beds, the date of transfer must be documented in a progress note and filed in the individual's chart.
3. Inaddition to documentation requirements set forth in Part Il of this manual, the notes for the program must have documentation to support the per diem including
admission/discharge time, shift notes, and specific consumer interactions.
4.  Daily engagement in community-based services must also be documented in progress notes for those occupying transitional beds.

Crisis Sta

Transaction
Code

hilization Unit (CSU) Se

ices — Child and Adolescent Autism Spectrum Dlsorder (ASD)

Code Detail Code

ASD Cirisis
Stabilization
Unit

TBD

TBD
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Service
Definition

The ASD CSU service is a short-term residential alternative to/diversion from inpatient hospitalization for youth with ASD who present with severe and challenging
behaviors that seriously and imminently compromise health, safety, and/or ability to remain in the community. The primary purpose of the ASD-CSU is to provide
individualized applied behavior interventions services to decrease the challenging behaviors that place the youth and/or others at serious risk, increase communication
skills and adaptive skills to help mitigate the challenging behavior, and increase a caregiver's ability to support the youth in the community. The primary treatment
modalities used to achieve these goals are Applied Behavior Analysis and Clinical Behavior Analysis, utilizing trauma-sensitive approaches. Additional supports such as
psychiatric stabilization and substance use treatment may be provided as clinically necessary.

Specific services include:
A.  Crisis-related assessment, including: A diagnostic assessment, functional behavior assessment, adaptive skills assessment, psychiatric assessment, and
medical assessment;
B.  Cirisis intervention planning, treatment and support, including: Behavior interventions, adaptive behavior skills treatment/training, and any needed psychiatric
treatment for co-occurring behavioral health diagnoses;
Medication administration, management, and monitoring;
Nursing assessment and care, including assistance with ADLs as needed;
Brief individual, group and/or family counseling as needed and appropriate;
Discharge planning and linkage to other services
Parent/caregiver training
Treatment for behavioral health-related comorbidities

TOMMmMOO

Admission
Criteria

Youth must meet the following criteria in each of the primary categories (1. through 1V.) below:

. Youth is between the ages of 10 to 14, and has an Autism Spectrum Disorder (ASD) diagnosis made by a professional qualified to render diagnoses under GA law
or educational classification. In addition to ASD, the youth may also have co-occurring behavioral health diagnoses and/or intellectual/developmental disabilities
that present challenges requiring intervention/stabilization. Increasing severe and challenging behaviors, and the need for adaptive skills acquisition
treatment/training must be significant presenting needs.

II. Harm

Child/Youth presents a serious and imminent risk of harm to self or others, so as to create a gravely endangering crisis, as evidenced by one or more of the
following:
1. Indication or report of significant impulsivity and/or physical aggression, with poor judgment and insight, and that is imminently life threatening or gravely
endangering to self or others;
AND/OR
2. There has been at least one episode of severe and highly acute maladaptive behavior. If continued, the behavior would significantly compromise the
child's/youth's ability to safely remain in their home/community, and the behavior cannot be managed at a lower level of care.

lil. Crisis Management/Coping

Youth must meet either #1 or 2, in addition to #3 below:
1. Youth demonstrates significant deficits in adaptive skills or significant maladaptive behaviors that interfere with ability to manage the immediate crisis; or

2. Youth demonstrates lack of judgement, impulse control and/or cognitive/perceptual abilities to manage the crisis;
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AND
3. Youth displays high acuity maladaptive behaviors which impact their ability to function in significant life domains: family, school, social, or activities of daily
living. This impacts child/youth’s ability to manage the crisis situation and remain safely in the community or be supported in a lower level of care.

IV. Distress/Disruption

The youth’s current behavior supports the need for the safety and structure of treatment/support provided at a high level of care, as evidenced by BOTH Items #1
and 2 below:
1. Less restrictive or intensive levels of treatment/support have been tried or considered, and are not appropriate to meet the individual's needs;
AND
2. Response to treatment and/or formal/informal support has not been sufficient to resolve the crisis.

V. Clinical Need/Level of Care

Needs short-term, involuntary (1013) or voluntary treatment that includes brief crisis intervention and stabilization, as evidenced by one or more of the following:
1. Treatment/services at a lower level of care have been attempted and has not been sufficient to meet the youth’s needs at this time,
OR
2. Treatment/services at a lower level of care have been given serious consideration and deemed not clinically appropriate to meet the youth's needs at this
time.

1. Individual continues to meet admission criteria as defined above; and

Continuing 2. A behavior support plan related to the maladaptive behavior has been created/updated and implemented, but the behavior has not stabilized to the extent that the
Stay Criteria youth can safely return to his or her home/community; and
3. Ahigher level of care is not indicated.
1. Youth no longer meets admission criteria and an adequate discharge/continuing support/care plan has been established; and
2. Youth has achieved behavior goals directly related to the crisis (or behaviors directly related to the crisis have returned to baseline), such that the youth can be
safely supported at either a lower level of care or in their natural home/setting.
: OR
glrizi:;rge 3. Youth's legal guardian requests discharge; or
4. Youth's behaviors and/or psychiatric symptoms have not stabilized within the crisis stabilization period, and youth must be transferred to a service offering a longer
duration of intensive treatment/higher level of care; or
5. Youth no longer displays highly acute maladaptive behaviors, however, significant maladaptive behaviors are still present and youth requires additional ongoing
behavior intervention and skill acquisition treatment/training prior to being able to safely be supported in the community.
1. All other Medicaid Community Based Rehabilitation Services and DBHDD State Funded Behavioral Health Core and Specialty services are excluded until the
Service individual has been unconditionally discharged from the CSU (with the exception of the Community Transition Planning service for youth with a co-occurring
Exclusions behavioral health diagnosis and who are enrolled with a behavioral health provider who is authorized to provide the service).
2. All other Medicaid-reimbursable and DBHDD State Funded Intellectual and Developmental Disability services are excluded the exception of Support Coordination,
consultation with established providers of Behavioral Support Services, and training of paid caregivers.
1. Children/youth with a behavioral health diagnosis or I/DD diagnosis in the absence of an ASD diagnosis.
Clinical 2. Children/youth requiring substance use withdrawal management.
Exclusions 3. While many facilities use the following as clinical exclusions, the items below are not exclusionary criteria for this service:

a.  Medical Needs:
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[.  ADLs: Inability to independently perform ADLs, as defined below, is not an exclusion criterion for this service. A youth’s dependence is defined as
staff supervision, direction/prompts, and personal assistance.
1. Transferring: The extent of a youth’s ability to move from one position to another.
Feeding: The ability of a youth to feed oneself.
Dressing: The ability to select appropriate clothes and put clothes on.
Personal hygiene: The ability to bathe and groom oneself and to maintain dental hygiene, hair, and nail care.
Continence: The ability to control bladder and bowel function.
Toileting: The ability to get to and from the toilet, use it appropriately, and clean oneself.
b.  Sexual Risk: Presence of sexually inappropriate behavior is not an exclusionary criterion for this service.
c. Elopement Risk: Elopement behavior is not an exclusionary criterion for this service. May have recent or historical episodes of elopement behaviors that
have placed the individual at imminent risk to self or others.

1. CSUs providing medically monitored short-term residential psychiatric/behavioral stabilization 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.

2. In addition to all service qualifications specified in this document, providers of this service must adhere to the DBHDD policy Behavioral Health Provider
Certification and Operational Requirements for Certified Crisis Stabilization Units (CSUs), 01-325, and to all other CSU policies except as specifically denoted for
this service in policy CSU: Child & Adolescent Autism Spectrum Disorder, 01-353.

3. Services must be provided in a facility designated as an emergency receiving and evaluation facility.

4. A CSU must have documented operating agreements and referral mechanisms for Autism Spectrum Disorder, psychiatric disorders, addictive disorders, and

SO EERREN

qumu;:)e: ents physical healthcare needs that are beyond the scope of the CSU and that require inpatient treatment. Operating agreements must delineate the type and level of
service to be provided by the private or public inpatient hospital or treatment facility. These agreements must specifically address the criteria and procedures for
transferring the youth to a designated treatment facility when the CSU is unable to stabilize the youth.

5. Crisis Stabilization Units (CSU) must continually monitor the bed-board, regardless of current bed availability, and review, accept or decline individuals who are
awaiting disposition on a bed-board, and provide a disposition based on clinical review. It is the expectation that this CSU accepts individuals who meet the criteria
above and who are most in need.

6. CSUs are expected to review, accept or decline at least 90% of all individuals placed on a bed-board over the course of a fiscal year.

7. A physician—to-physician consult is required for all CSU denials that occur when that CSU has an open/available bed.

1. ASD CSU services must be provided by a physician or a physician extender under the supervision of a physician, practicing within the scope of State law. All
services provided within the CSU must be delivered under the direction of a physician. A physician must conduct an assessment of new admissions, address
issues of care, and write orders as required.

2. ASD CSU must employ a full-time (FT) Nursing Administrator who is a Registered Nurse.

3. ASD CSU must always have a Registered Nurse present at the facility and maintain the ratio of 1 nurse to 8 individuals served. A second nurse may be a Licensed
Practicing Nurse (LPN).
Staffing 4. If the Charge nurse is an APRN, then he/she may not simultaneously serve as the accessible physician during the same shift.
Requirements 5. ASD CSU must employ a full-time-equivalent (FTE) Board Certified Behavior Analyst (BCBA), who serves as the lead for all Applied Behavior Analysis (ABA)
aspects of treatment.

6. ASD CSU must employ at least one additional full-time-equivalent (FTE) Board-Certified Behavior Analyst (BCBA) or a Board-Certified Assistant Behavior Analyst
(BCaBA), who provides oversight to direct care staff during awake hours (first and second shift, 7 days a week). Functions performed by the BCBA or BCaBA must
be performed within the scope of their practice and aligned with their professional standards. A BCaBA must be supervised by the lead BCBA on staff.

7. Staff-to individual served ratios must be established based on the needs of individuals served and in accordance with rules and regulations. A minimum of one (1)
staff member per four (4) individuals served must always be maintained. Direct care staff may consist of a combination of Registered Behavior Technicians (RBT),
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Qualified Autism Services Practitioner-Supervisors (QASP-S), Qualified Autism Service Practitioners (QASP), Applied Behavior Analysis Technicians (ABAT),
Behavior Intervention Specialists (BIS), and Mental Health Technicians (MHT). Additional clinical staff such as nurses, clinicians and BCBAs can count towards the
staffing ratio. Functions performed by an RBT, QASP-S, QASP, or ABAT must be performed within the scope of their practice, and aligned with their professional
standards. RBTs must be supervised by either the BCBA or Board Certified Assistant Behavior Analyst (BCaBA) on staff. QASP-Ss, QASPs, and ABATs must be
supervised by the BCBA on staff.
8. 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.
9. ASD CSU must have an independently licensed/credentialed practitioner (or a Supervisee/Trainee) on staff and available to provide individual, group, and family
therapy.
1. Ifachild/youth is admitted via a diagnostic impression of ASD, one of the following shall apply:
a. Ifthere is parental/caregiver affirmation that an actual diagnosis of ASD exists, documentation of this diagnosis must be confirmed and acquired by the
CSU provider within one (1) week of admission; OR
b.  Ifan actual diagnosis of ASD cannot be confirmed, the CSU provider must arrange for a full diagnostic workup resulting in a confirmed and documented
diagnosis of ASD within two (2) weeks of admission.
In either case, if a diagnosis of ASD is not confirmed via documentation within the specified timeframe, the provider must immediately begin arranging for transfer
of the youth to services that are more appropriate for his or her needs. To facilitate this transfer, the youth should be placed on the non-ASD-specific bed board (if
youth still meets CSU level of care) so that other CSUs can determine whether they are able to meet the needs of the youth.
2. Medical Care
a.  Aphysician must evaluate a youth referred to a CSU within 24 hours of the referral.
b. A nurse must evaluate each youth upon admission. The nurse shall also perform medication management functions and conduct other assessments/
evaluations as needed within their scope of practice.
3. A CSU must follow the seclusion and restraint procedures included in the Department’s policy: CSU: Use of Seclusion or Restraint in Crisis Stabilization Services,
01-351.
Clinical 4.  The following restraint practices are prohibited:
Operations The use of chemical restraint for any individual.
The combined use of seclusion and mechanical, and/or manual restraint.
Standing orders for seclusion or any form of restraint.
PRN orders for seclusion or any form of restraint.
Prone manual or mechanical restraints.
Transporting an individual in a prone position while being carried or moved.
Use of seclusion or restraint as a part of a Behavior Support Plan (BSP) or an Individual Recovery Plan (IRP).
The use of handcuffs for an individual not under the jurisdiction of the criminal justice system.
i.  The use of medication as a chemical restraint.
5. Behavior Intervention Services
a. A BCBA must begin a functional behavior assessment on each youth within 36 hours of admission to develop the individualized Crisis Intervention Plan
and Positive Behavior Support Plan.
b.  Ifclinically indicated, an Adaptive behavior assessment can be completed during the initial assessment by the appropriate credentialed provider. The ASD
CSU must use an established adaptive behavior assessment such as the Adaptive Behavior Assessment System, 3rd Ed. (ABAS-3), Vineland Adaptive
Behavior Scales, 2nd Ed, Assessment of Functional Living Skills (AFLS), etc.

Se@mo a0 o
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c.  As part of the needs assessment, provider must work to identify necessary behavioral health and/or I/DD treatments and supports for individuals with co-
occurring diagnoses. For youth with co-occurring diagnoses, this service must target the symptoms, maladaptive behaviors, and adaptive behavior deficits
related to the co-occurring diagnosis and that are relevant to the crisis event.

d.  Positive Behavior Support Plans and behavior-change programs will be conceptually consistent with behavior analytic principles. Treatment
implementation, fidelity and progress monitoring will be informed by quantitative data collected on the youth’s behaviors while admitted to the ASD CSU.

e. Immediately upon admission, the provider must implement its internal policies and procedures for managing crisis situations, based upon the youth's
presenting behaviors and needs.

f. Within 36 hours of admission, an individualized crisis plan must be developed (or updated if one already exists) and implemented for each youth served.

g.  Within three (3) days of admission, a provisional Positive Behavior Support Plan must be developed (which is primarily focused on the crisis-related
behavior) and implemented.

h.  Within five (5) days of admission, a finalized Positive Behavior Support Plan must be fully implemented.

6. Additional Treatment

a.  Treatment for Comorbidities - Some youth may come to the ASD CSU with psychiatric, intellectual/developmental, substance use, and/or medical
comorbidities. Therefore, the Contractor shall have adequate treatment options, and referral agreements to treat various types of comorbidities, in
accordance with DBHDD CSU policy. All treatment shall be administered by appropriately licensed providers.

b.  Treatment of Patients with Trauma- Some youth with ASD and related disorders are more prone to experiencing trauma. The ASD CSU shall provide a
licensed clinician with experience and competence in trauma focused behavior therapy to provide therapeutic support to these youth. The ASD CSU shall
educate and work with the guardian/caregiver, who should be engaged in the program with the youth, to ensure that youth with trauma are discharged to
safe environments.

7. In addition to providing trauma-specific treatment interventions to children/youth for whom these are needed, the CSU will utilize trauma sensitive approaches in all
aspects of support to children, youth, and families.

8. Education - The ASD CSU will manage the educational needs of the youth in accordance with Georgia law while the youth receives treatment at the ASD CSU.

9. Daily Schedule - No more than 30% of all youth’s waking hours (except educational schooling, mealtimes and ADL times) should be spent in milieu activities.

10. Transitioning Youth from the ASD CSU - The ASD CSU will dedicate a staff member whose primary role is to plan the appropriate discharge of the youth from the
ASD CSU. This staff will work with the ASD Case Expeditors and other identified and/or established service providers to, at a minimum, complete the following:

a.  Upon admission, provider must begin developing an individualized discharge/transition plan, to include coordination and continuity of post-discharge
services and supports. The CSU's case manager must assist each youth and caregiver/family with identifying and accessing needed services/supports
post-discharge and must update/coordinate with any existing supporting providers and key stakeholders.

b.  Research the available community resources and outpatient providers that meet the youth’s and caregiver's/guardian’s needs, including financial

resources and preferences for location;

Discuss the transition options with the guardian/caregiver and youth engaging in the process, as appropriate;

Develop a transition plan, clearly outlining the recommended, continued treatment plan and responsibilities of the guardian/caregiver;

Perform all tasks related to placing the youth with the outpatient providers;

At least one (1) follow-up call within seven (7) days of discharge to ensure needed community support connections have been made, and that the
discharge plan is being implemented.

11. Caregiver Training

a. Toincrease the efficacy of treatment at the unit, the staff of the ASD CSU will provide training for the youth's caregivers, paid and unpaid.

b.  The ASD CSU will make accommodations to ensure that caregivers are able to participate in training regardless of their proximity in relation to the ASD
CSu.

c. _ This training shall, at a minimum, result in the following:

~o a0
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i, Comprehensive knowledge on the child’s complete diagnosis;
i..  Competence in the behavior plan developed on the unit;
ii. ~ Knowledge on how to respond to challenging behaviors;
iv.  Knowledge on how to prevent challenging behaviors;
v.  Knowledge on how to advocate for the child’s needs; and
vi.  Knowledge on how to respond and implement the crisis safety plan.
12. A daily activity schedule (per shift) must be posted in the ASD CSU, and available to external reviewers:
a.  Asignificant portion of the ASD CSUs daily schedule must consist of structured activities and treatment targeted toward reduction of maladaptive
behaviors, acquisition of adaptive behaviors, and mitigation of any co-occurring behavioral health symptoms related to the emanating crisis.
b.  These activities should be consistent with each youth's needs as identified in their Positive Behavior Support Plan and Individualized Resiliency Plan.

Service
Accessibility

See Behavioral Health Provider Certification and Operational Requirements for Certified Crisis Stabilization Units (CSU), 01-325.

Documentation
Requirements

1. Individuals receiving services within the CSU shall be reported as a per diem encounter based upon occupancy at 11:59PM. At 11:59PM, each individual reported
must have a verifiable physician’s order for CSU level of care [or order written by delegation of authority to nurse or physician assistant under protocol as specified
in § 43-34-23]. Individuals entering and leaving the CSU on the same day (prior to 11:59PM) will not have a per diem encounter reported.

2. Inaddition to documentation requirements set forth in Part Il of this manual, the notes for the program must contain documentation to support the per diem,

including admission/discharge time, shift notes, and specific consumer interactions.

An individualized daily schedule must be included in each child/youth’s clinical record.

4. The Positive Behavior Support Plan (PBSP) provides the primary direction for/management of behavior treatment in the ASD CSU, and must therefore be included
as an adjunct to the IRP.

a.  The PBSP must include the following elements:
i.  Background and Statement of Problem
i.  Relevant Medical History/Medical Necessity
jii.  Functional Behavioral Assessment
iv.  Operational definitions of each challenging behavior and goal needs
v.  Measurable goals and objectives
vi. Identified replacement behaviors and/or necessary skill acquisition
vii.  Description of data collection procedures and methods including staff responsible for data collection
viii. ~ Specific behavior strategies and methods of interventions for reduction of maladaptive behaviors, methods of treatment, and staff responsible to
deliver the treatments
ix.  Any environmental modifications needed (if applicable)
x.  Data recording, data analyses, and fidelity/program monitoring
xi.  Generalization, Maintenance, and fading strategies
xii. ~ Staff Training/Caregiver Training
xii. ~Risks and Benefits
xiv. Consent
xv. Data Collection Forms/Checklist
xvi.  Staff Training Record/Roster
b.  For youth who already have an active Positive Behavior Support Plan that was developed by another service provider, the ASD CSU should use
interventions from that existing Plan to inform the development of the interventions to be implemented during the crisis stabilization process.

w

5. All children/youth must have an individualized Crisis Intervention Plan, which includes the following elements:
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Operational Definition of behaviors

Description of situations in which the challenging behavior typically occurs

Common warning signs and/or precursor behaviors that indicate a crisis is imminent

Identification of staffing needed to carry out crisis curriculum procedures

Identification of equipment necessary

Contact information for additional staff that may be available for assistance

Specific crisis curriculum techniques to use for each challenging behavior

Protocols to access community-based crisis services to include the Georgia Crisis Response System, access emergency room care or law enforcement, if

the acute crisis presents a substantial risk of imminent harm to self and others must be included in the crisis intervention plan provided upon discharge

i.  Procedures for debriefing and documentation- A functionally appropriate debriefing should occur.

6. The CSU must have detailed documentation of the interventions that were identified in the Positive Behavior Support Plan, and that these were both attempted and
exhausted before initiating crisis interventions.

7. The ASD CSU must maintain documentation of quantitative data, graphs and narrative analysis of behavior change programs, replacement behaviors, skill
acquisition, and medication changes related to behavior intervention and the emanating crisis behaviors.

8. The ASD CSU must maintain documentation of fidelity monitoring regarding implementation of the Positive Behavior Support Plan and interventions.

9. The ASD CSU must maintain documentation of behavior support plan and intervention competency training of staff and caregivers.

1. This service requires authorization via the Georgia Collaborative ASO (ASO) via the Georgia Crisis and Access Line. Providers will select an individual from the
Referral Board. If they accept an individual, they will assign the individual to a bed on the inventory status board (via bhiweb). Once an individual is assigned to the
inventory status board a tracking number will be generated and the information will be sent from the ASO crisis access team to the ASO care management team
for registration/authorization to take place. Once an authorization number is assigned, that number will appear on and an email will be generated and sent to the
designated UM of the SCB facility containing the authorization number;

2. The CSU must report information on all individuals served in CSUs no matter the funding source;

. The CSU shall submit prior authorization requests for all individuals served (state-funded, Medicaid funded, private pay, other third party payer, etc.);

4. The CSU shall submit per diem encounters (H0018HAU2 or HO018HATBU2) for all individuals served (state-funded, Medicaid funded, private pay, other third
party payer, etc.);

5. Unlike all other DBHDD residential services, the start date of a CSU span encounter submission may be in one month and the end date may be in the next. The
span of reporting must cover continuous days of service and the number of units must equal the days in the span;

6.  Providers must submit a discharge summary into the provider connect/batch system within 48 hours of CSU discharge.

Additional None

Medicaid

Requirements

STe@ e o0 o

Billing &
Reporting
Requirements

High Utilizer Management

Transaction Code Detail
Code

High Utilizer

Management
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The High Utilization Management (HUM) program provides support to individuals who experience challenges and barriers in accessing and remaining enrolled in
desired community-based services and supports. Using a data-driven process, the HUM program identifies and provides assertive linkage, referral, and short-term care
coordination for individuals with behavioral health challenges who have a demonstrated history of high crisis service utilization. The program offers support, education,
and navigation to assist at-risk individuals who could benefit from the removal of barriers to accessing community-based treatment. Utilizing a recovery-oriented
approach, HUM services offer care coordination in identifying and gaining access to required services and supports, as well as medical, social, educational,
developmental, and other services and supports, regardless of the funding source for the services to which access is sought. The HUM program includes assertive

engagement and time-limited follow up to individuals to support and encourage a consistent and ongoing connection with appropriate community resources. Objectives
for the programs are to:

a. Determine the factors related to an individual’s high utilization of crisis services (e.g., homelessness, inadequate discharge planning, engagement challenges,
cultural factors, etc.).

Use case management to educate, connect to services, and advocate for the individual.

Utilize a person-centered approach to tailor supports to meet the unique needs of the individual served.

Reduce the individual’s re-admission rate into inpatient settings.

Act as a navigator for an individual who has not been able to engage successfully in services beyond a crisis.

Reduce the number of people with elevated acute behavioral needs to improve access to care.

Elevate identified gaps in resources to regional community collaboratives in order to address these gaps and develop solutions with community partners.

Service
Definition

@~ooo0o

This service supports effective engagement as defined by one or more of the following outcomes:

1. Individual's linkage to the appropriate service(s) and support(s);

2. Completion of an initial evaluation/behavioral health assessment;

3. Completion of a psychiatric evaluation;

4. Authorization for services;

5. Completion of two (2) face-to-face follow up appointments; and/or

6. Individual reports feeling sufficiently supported and connected to desired services.

Individuals with a primary substance use, mental health, or co-occurring diagnosis who have been admitted to a crisis setting (CSU, BHCC, State contracted
Community-Based Inpatient Psychiatric facility, or PRTF) meeting one of the following frequency rates:
1. A 30-day readmission; or

2. Two (2) admissions within a 12-month period;

Admission AND/OR

Criteria 3. Other crisis utilization indicators, as evidenced by the following:

a. Three (3) mobile crisis dispatches within 90 days or;

b. Four (4) or more mobile crisis dispatches within nine (9) months; or

c. Two (2) or more presentations at an Emergency Department within 90-days; and/or

d. 30 consecutive days or more in a CSU or State contracted Community-Based Inpatient Psychiatric bed.
Continuing Stay Individual remains disconnected from behavioral health community-based services and supports.
Criteria
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1,

Individual has solidified recovery support networks to assist in maintenance of recovery; and
Tl 2. Individual reports r‘eeling sufficiently supported and connected to an appropriate level of serviqeg and supports. . N
Criteria 3. Documented multiple attempts (e.g., a minimum of four attempts over the first two weeks, a minimum of six attempts over the first month, and/or a minimum of
eight attempts over a two-month period) to locate and make contact with an individual. The individual may be removed from the caseload due to drop
out/unsuccessful engagement after 90-days.
1. This service may not duplicate any discharge planning efforts which are part of the expectation for hospitals, BHCCs, CSUs, and PRTFs.

Eervrcr_e The HUM program is not available to any individual who has an authorization for and is actively engaged in services (as evidenced by face-to- face contact within
Xxclusions ;
the past 30-days) with IC3, CME, or IFI.

1. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition co-occurring with the

diagnosis of:
-~ a. Intellectual/Developmental Disabilities; and/or
Clinical L
Exclusions b. - Autism; an(_iror .
c. Neurocognitive Disorder; and/or
d. Traumatic Brain Injury.

2. Individual does not present with medical necessity and functional limitations to substantiate eligibility for a behavioral health service.

1. Provider organization must agree to promote HUM activities as an integrated service within the agency’s continuum/system of care in order to promote
engagement and successful ongoing connection.

2. Each HUM Navigator will have access to, and/or receive a report generated daily of:

a. Individuals assigned to their agency; and
b. DBHDD hospital recidivism, specific to the individuals assigned to their agency.

3. HUM Navigators will maintain a short-term, rolling case load of individuals with whom active connection and reconnection services are being coordinated.

4. The HUM program is expected to engage a high percentage of individuals into services with few dropouts. In the event that a HUM Navigator has documented
multiple attempts (e.g., a minimum of four attempts over the first two weeks, a minimum of six attempts over the first month, and/or a minimum of eight attempts
over a two-month period) to locate and make contact with an individual, and has demonstrated a diligent search, the individual may be removed from the caseload
due to drop out/unsuccessful engagement after 90-days.

5. HUM Navigators work as part of the known or developing care coordination team/network.

eI 6. HUM Navigators may use flexibre funds up to $500 per HUM program-enrolled i.ndividual for the following allowable expenses:
Components a. Transportation — Round-trip bus or car fare for individuals to attend behavioral health, medical provider, or housing appointments.

b. Medication — One (1) time allowance for direct purchase of [60 to 90-day supply] prescription medication from retail pharmacies other than the provider’s
pharmacy.

c. Personal items — One (1) time purchase of necessary personal care items (e.g., basic clothing, grooming/hygiene items).

d. Food - Light meal that is engagement-related with HUM navigator; maximum of $8.00 per meal.

e. Requisite benefits-related documentation - Obtaining birth certificate, state identification, etc.

HUM Navigators will use specified leveling in order to prioritize individuals based on the color coding below to identify barrier levels:
Green — lowest level — mild barriers. Individual may have had previous service authorizations and/or an established connection to a provider; individual is known to

the system, but not continuously and consistently engaging in community services that support stability; individual may have inadequate/inappropriate level of
care; and/or individual may have refused services.
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- mid level — moderate barriers. Individual may or may not have been authorized and/or engaged previously with provider, but is currently neither
authorized for services nor connected, individual may have had inadequate/inappropriate level of care; individual may have refused services. Circumstances may
include change in payor, financial limitations, location.

Red - highest level — severe barriers. No current or previous authorization; individual may be homeless or have other unsafe/unstable housing, may present with
medical complexity and/or co-occurring I/DD, involvement with criminal justice system or DFCS; individual may have inappropriate level of care; may have refused
services.

The practitioner who provides this service will be referred to in this definition as a HUM Navigator.
A full-time HUM Navigator must be hired in accordance with Department determined criteria, and in collaboration with the Department’s High Utilization
Management Coordinator (HUMC).
The following practitioners may provide HUM program services:
+ Practitioner Level 2: Psychologist, APRN, PA
+ 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

Staffing professions such as social work, community counseling, counseling, psychology, or criminology, functioning within the scope of the practice acts of the
Requirements state; MAC, CAADC, CAC-Il, GCADC (II, Ill); CPS, PP, CPRP or Addiction Counselor Trainee/Counselor in Training 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; or, when an individual served has a co-occurring mental illness and substance use disorder: CAC-l, GCADC-, or
Addiction Counselor Trainee/Counselor in Training with high school diploma/equivalent under supervision of one of the licensed/credentialed
professionals above.
Staff-to-consumer ratio for each HUM navigator shall be maintained at a minimum caseload of one HUM navigator serving 50 individuals (1:50). This is based on a
rolling census of eligible individuals identified in the Beacon system and/or by other enrolled providers who may serve as referral sources. Of these individuals,
those who become connected to services will be discharged and no longer counted in the ratio.
It is not expected that HUM Navigators participate in or deliver clinical services.
HUM Navigator service delivery may include (with appropriate consent) coordination with family and significant others and with other systems/supports (e.g., work,
school, religious entities, law enforcement, aging agencies, etc.) when appropriate for services and supports.
HUM Navigators must have the ability to deliver engagement services in various environments, such as inpatient, residential, homes, homeless shelters, or street
locations.
HUM Navigators must incorporate assertive engagement techniques to identify, locate, engage, and retain the most difficult to engage individuals who have a
history of cycling in and out of intensive services.
HUM Navigators must demonstrate the implementation of well thought out engagement strategies, including the use of street and shelter outreach approaches and
Clinical collateral contacts with family, friends, probation or parole officers.
Operations . Using assertive engagement skills, the HUM Navigator will function to perform and report on the following 30-60-90 Day Activities:

Within 30 days (Rapid Intensive Engagement)
e have had face-to-face contact with individual
e collaborate to identify most urgent needs
e collaborate to identify barriers to access treatment/supports, prioritize services
e report on progress
Within 60 days (Focused Resource Engagement)
e connection to appropriate resources, services (as evidenced by attendance to appointments)
e convening appropriate parties, treatment providers, natural supports, stakeholders to identify and resolve barriers
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Within 90 days (Active Monitoring Engagement)
¢ Integration into appropriate level of services, supports and other resources.
e Monitor access and continued engagement in identified services/supports.
e Transition out of HUM program

HUM Navigators must:

1. Use case management strategies to educate and connect to services and advocate for individuals.

2. Utilize a person-centered approach to meet the needs of each unique person.

3. Engage individuals who have not been successfully engaged into services beyond a crisis.

4. Use conventional and unconventional methods of engagement to determine barriers to ongoing community-based care.
5. Use a standardized comprehensive needs assessment tool.

The HUM program must:

1. Use available data to identify and assign a level of priority (see Required Components) to eligible individuals;
2. Utilize methods, materials, settings, and outside resources appropriate to the developmental and cognitive levels, capabilities, age, gender, and culture of
participants;
3. Utilize methods, materials, approaches, activities, settings and outside resources appropriate for, and targeted to individuals with Substance Use Disorders and
co-occurring mental illness;
4. Elevate identified gaps in resources to the regional community collaboratives/local interagency planning team chairs to address and develop solutions with
community partners;
Reduce the number of people with elevated acute BH needs to improve access to care;
Increase utilization and participation in programming that promotes stability, wellness and recovery; and/or
Reduce the re-admission rates of individuals being re-admitted into BHCC, CSU, Private Hospital, PRTF levels of care.
There must be documented evidence that service hours of operation are flexible and include outreach and engagement during evenings and weekends.
Demographic information collected shall include a preliminary determination of hearing-impairment status to determine the appropriateness of a referral to
Service the Office of Deaf Services.
Accessibility HUM Navigators are expected to assertively engage with individuals in settings to include: Hospitals, BHCCs, CSUs, PRTFs, and other community settings.
Parents/families/legal guardians are considered to be necessary supports for youth served in the HUM service. However, if the individual served is 18 years
of age or older, they may choose not to have parents/families engaged.
e 30/60/90-day reporting of progress
Date of admission and discharge from HUM program
Discharge Disposition:
+  Still receiving services;
+ Completed receiving services;
Documentation *+ Refused services;
Requirements + Left catchment area;
* Incarcerated; or
+  Other dispositions.
e Date of first and last HUM Navigator contact
¢ Unique identifier for each individual, which will follow them across multiple engagements

e |D of HUM Provider (T1, T2+), perhaps Federal ID #?
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Region
County (where individual intends to reside while receiving services)
Urban vs. Rural (based on county)
Initial priority level coming into HUM (Red, Yellow, Green)
Number and type of Crisis contacts - What factors placed them on the HUM list?

ER

IP Stay (State contracted beds)

BHCC/CSU
PRTF
Mobile Crisis

o Initial Barriers to engagement in community treatment (select as many as apply):

Homelessness
Transportation

Inadequate DC planning

Cultural factors

Lack of understanding of value of OP services
Unavailability of services in community

Lack of knowledge in how to access state services
Prior negative experience with community services

Other

o List of barriers that were successfully removed by the HUM Navigator/service.

1. Compliance with monthly programmatic reporting as required by the Department's HUM Coordinator.

El""fnﬁ\ 2. Each HUM navigator must submit per unit encounters for all individuals served.

Rezuirengments 3. Post 90-Day Review - The HUM Navigator will provide a monthly programmatic report to DBHDD of the caseload outcomes for individuals served in the HUM
program.

Additional None.

Medicaid

Requirements

Integrated Supported Employment and Education (SEEd) Program

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

The Integrated Supported Employment and Education (SEEd) program supports youth and emerging adults with SED/SMI in obtaining and maintaining employment,
Service and/or enrolling in, attending, and completing an education program (high school/GED, higher education, technical/trade school, etc.). SEEd integrates both
Definition employment and educational needs within a single program, and offers supports that enable youth/emerging adults to improve their daily functioning, and work toward

achievement of their recovery and employment/education goals. Support is available according to individualized goals and needs in the areas of care coordination,
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assistance with the job and/or school application process, job and/or educational learning skill development, follow-along/on-site mentoring and assistance, and career
counseling.

Enroliment in the SEEd program is based on individual choice. The program utilizes a rapid engagement process to assist individuals with identifying career and/or
educational goals, and once identified, with determining the steps required to pursue those goals. As soon as the individual has made some preliminary choices
concerning their preferences for a job/career and/or for an educational program/setting, the SEEd program utilizes a rapid application and placement process to help
the individual begin the job and/or educational program of their choosing.

Admission All interested individuals have access to services regardless of educational/employment readiness factors, symptoms, and history of substance use, violent behavior,
Criteria cognition impairments, treatment adherence, or personal presentation.

Continuing Stay | TBD

Criteria

Discharge TBD

Criteria

Service None

Exclusions

Clinical None

Exclusions

1. Services begin soon after the person expresses interest.

a. Supported Education Component — For individuals who want educational support, the first meaningful education activities occur within 30 days of enrollment
into the program. Meaningful education activities could include an exploration of career and educational interests, a tour of a campus, applying for financial aid,
or meeting a department leader (among others).

b. Supported Employment Component — For individuals who want employment support, the first meaningful employment activities occur within 30 days of
enrollment into the program. Meaningful employment activities could include exploration of career interests, resume/job skill development, or identifying and
applying for potential job opportunities (among others).

2. SEEd services are integrated with other services, such as any behavioral health treatment/support that individuals may be receiving.

a. When these other services are rendered by a DBHDD behavioral health or I/DD provider, Supported Education Specialists and Supported Employment
Specialists must be part of an integrated treatment team.

b.  When such services are rendered by a non-DBHDD provider, Supported Education and Employment Specialists are expected to advocate for their inclusion in
treatment teams/IRP planning conducted by the non-DBHDD provider.

c. Supported Employment and Supported Education Specialists are also expected to communicate with the Georgia Vocational Rehabilitation Agency (GVRA),
the Technical College System of Georgia (TCSG), and other such agencies as applicable to the individual's goals and needs.

3. Individual preferences guide services. The role of Supported Education and Supported Employment Specialists is to assist the individual to discover and
articulate their education and career preferences, and to then provide the services that will help them realize those education/employment goals.

4. Individualized follow-along supports are ongoing. Follow-along supports are available as long as the individual is actively pursuing their

educational/employment goals. The level of support is geared to the individual’s needs and may decline over time as they reach their goals. Supports are intended

to continue if an individual’s educational/employment goals change.

Services are community-based. Education and employment services are provided in a natural community setting the majority of the time.

6. Services are strengths focused and promote hope and recovery. Services focus on individuals’ strengths and building for the future. Inherent in this principle is
the idea that recovery and hope for the future is pragmatic and achievable. For the integrated SEEd program, education goals should be linked to employment
goals/outcomes to the greatest extent possible, even when individuals are still exploring/have not firmly committed to particular employment/career trajectories.

Required
Components

o
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Staffing 1. All program staff must be trained in an integrated model including both Supported Education and Supported Employment services.
Requirements

Clinical 1. There is a maximum staff to individuals served ratio of 1:25, with the target ratio being 1:20.

Operations

Service TBD

Accessibility

Documentation | Provider will participate in all evaluation, quality improvement, training and fidelity monitoring activities and any other mechanism DBHDD chooses to utilize.
Requirements

Billing & TBD

Reporting

Requirements

Intensive Customized Care Coordination

Transaction Code Detail Code

Code

Community-

e wrap- Community-based wrap-around services H2022

around services,

monthly

Unit Value 1 month Maximum Daily Units

Initial . o

Authorization 3 units Re-Authorization 90 days

/;:trlingdnzahon 90 days Utilization Criteria See Admission Criteria below
Intensive Customized Care Coordination is a provider-based High Fidelity Wraparound intervention, as defined by the National Wraparound Initiative, comprised of a
team selected by the family/caregiver in which the family and team identify the goals and the appropriate strategies to reach the goals. Intensive Customized Care
Coordination assists individuals in identifying and gaining access to required services and supports, as well as medical, social, educational, developmental and other
services and supports, regardless of the funding source for the services to which access is sought. Intensive Customized Care Coordination encourages the use of
community resources through referral to appropriate traditional and non-traditional providers, paid, unpaid and natural supports. Intensive Customized Care
Coordination is a set of interrelated activities for identifying, planning, budgeting, documenting, coordinating, securing, and reviewing the delivery and outcome of

Seni appropriate services for individuals through a wraparound approach. Care Coordinators (CC), who deliver this intervention, work in partnership with the individual and

ngﬁi)n their family/caregivers/legal guardian are responsible for assembling the Child and Family Team (CFT), including both professionals and non-professionals who provide

individualized supports and whose combined expertise and involvement ensures plans are individualized and person-centered, build upon strengths and capabilities
and address individual health and safety issues.

Intensive Customized Care Coordination is differentiated from traditional case management by:
e  Coaching and skill building of the individual and parent/caregiver to empower their self-activation and self-management of their personal resiliency, recovery
and wellness towards stability and independence.
e The intensity of the coordination: an average of three hours of coordination weekly.
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The frequency of the coordination: an average of one face-to-face meeting weekly.

The caseload: an average of ten youth per care coordinator.

The average service duration: 12 — 18 months.

Involvement in a partnership with a High Fidelity Wraparound-trained certified parent peer specialist (CPS-P) as a part of the Wrap Team (this CPS-P, while
a required partner in the ICCC process, is billed separately as Parent Peer Support in accordance with this manual.

e Development of a Child and Family Team, minimally comprised of the individual, parent/caregiver, and Wrap Team (CC, CPS-P, and one natural support).
e A Child and Family Team Meeting (CFTM), held minimally every 30 days, where all decisions regarding the Individual Recovery Plan are made.

Intensive Customized Care Coordination includes the following components as frequently as necessary:

e  Comprehensive youth-guided and family-directed assessment and periodic reassessment of the individual to determine service needs, including activities
that focus on needs identification to determine the need for any medical, educational, social, developmental or other services and include activities such as:
taking individual history; identifying the needs, strengths, preferences and physical and social environment of the individual, and completing related
documentation; gathering information from other sources, such as family members, medical providers, social workers, and educators, if necessary, to form a
complete assessment of the individual.

e Development and periodic revision of an individualized recovery plan (IRP), based on the assessment, that specifies the goals of providing care management
and the actions to address the medical, social, educational, developmental and other services needed by the individual, including activities that ensure active
participation by the individual and others. The IRP will include transition goals and plans. If an individual declines services identified in the IRP, it must be
documented.

e Referral and related activities to help the individual obtain needed services/supports, including activities that help link the eligible individual with medical,
social, educational, developmental providers, and other programs or services that are capable of providing services to address identified needs and achieve
goals in the IRP.

e  Monitoring and follow-up activities that are necessary to ensure that the IRP is effectively implemented and adequately addresses the needs of the individual.
Monitoring includes direct observation and follow-up to ensure that IRPs 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. Monitoring includes reviewing the quality and
outcome of services and the ongoing evaluation of the satisfaction of individuals and their families/caregivers/legal guardians with the IRP. These activities
may be with the individual, family members, providers, or other entities, and may be conducted as frequently as necessary to help determine: whether
services/supports are being furnished in accordance with the individual’s IRP; whether the services in the IRP are adequate to meet the needs of the
individual; whether there are changes in the needs or status of the individual. If changes have occurred, the individual IRP and service arrangements with
providers will be updated to reflect changes.

e Intensive Customized Care Coordination may include contacts and coordination with individuals that are directly related to the identification of the individual's
needs and care, for the purposes of assisting individuals’ access to services, identifying needs and supports to assist the individual in obtaining services,
providing Care Coordinators with useful feedback, and alerting Care Coordinators to changes in the individual’s needs. Examples of these individuals
include, but are not limited to, school personnel, child welfare representatives, juvenile justice staff, primary care physicians, etc.

¢ Intensive Customized Care Coordination also assists individuals and their families or representatives in making informed decisions about services, supports
and providers.

e Partnering with and facilitating involvement of the required CPS-P.

Youth (through age 20) who, based on CANS-Georgia scoring, have:

Admission

Criteria At least 1 rating of “2” or “3” on the following Child Behavioral/Emotional Needs:

+  Psychosis
+  Attention/Concentration
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*  Impulsivity
+  Depression
+  Anxiety
+  Substance Abuse
+  Attachment Difficulties
«  Anger Control
And

At least 1 rating of “1” on the following Exposure to Potentially Traumatic/Adverse Childhood Experiences:
+  Sexual Abuse
+  Physical Abuse
+  Emotional Abuse
*  Neglect
+  Witness to Family Violence
+  Community Violence
+  School Violence
+  Disruptions in Caregiving/Attachment Losses

And

At least 1 rating of “2” or “3” on the following Life Functioning Needs:
+  Family
+  Living Situation
+  Social Functioning
¢ Legal
¢ Sleep
+  Recreational
+  School Behavior

And one or more of the following:

1. Individual has shown serious risk of harm in the past one hundred and eighty (180) days, as evidenced by one of the following:

a. Indication or report of significant and repeated impulsivity and/or physical aggression, with poor judgment and insight, and that is significantly
endangering to self or others, OR

b. Recent pattern of excessive substance use (co-occurring with a mental health diagnoses as indicated in target population definition above) resulting in
clearly harmful behaviors with no demonstrated ability of child/adolescent or family to restrict use, OR

c. Clear and persistent inability, given developmental abilities, to maintain physical safety and/or use environment for safety, OR

d. Current suicidal or homicidal ideation with clear, expressed intentions and/or current suicidal or homicidal ideation with history of carrying out such
behavior.

or

FY 23 - 3rd Quarter Provider Manual for Community Behavioral Health Providers (January 1, 2023)
Page 85 of 465



Intensive Customized Care Coordination

2. The clinical documentation supports the need for the safety and structure of treatment provided the individual’s behavioral health issues are unmanageable
as evidenced by:
a. Documented history of multiple admissions to crisis stabilization programs or psychiatric hospitals (in the past 12 months) and individual has not
progressed sufficiently or has regressed; and one of the following:
i.  Less restrictive or intensive levels of treatment have been tried and were unsuccessful, or are not appropriate to meet the individual's needs; OR
ii.  Pastresponse to treatment has been minimal, even when treated at high levels of care for extended periods of time; OR
ii.  Symptoms are persistent and functional ability shows no significant improvement despite extended treatment exposure, OR
b. Have experienced two or more placement changes within 24 months due to behavioral health needs in home, home school or GNET, OR
Have been treated with two or more psychotropic medications at the same time over a 3-month period by the same or multiple prescribing providers, OR

d.  Youth and/or family risk of homelessness within the prior 6 months.

o

and

3. Individual and/or family has history of attempted, but unsuccessful follow through with elements of a Resiliency/Recovery Plan which has resulted in
specific mental, behavioral or emotional behaviors that place the recipient at imminent risk for disruption of current living arrangement including:
a. Lack of follow through taking prescribed medications;
b. Following a crisis plan; or
c. Maintaining family and community-based integration.
Individual has shown serious risk of harm due to Mental Health, Substance Use, or Co-Occurring issues in the past ninety (90) days, as evidenced by the following:
e Some self-mutilation, risk taking or loss of impulse control resulting in danger to self or others, or
Decreased daily functioning due to bizarre behavior, psychomotor agitation, or
Disorientation or memory impairment due to mental health condition that endangers the welfare of self or others, or
Notable impairment in social, interpersonal, occupational, educational functioning that leads to dangerous functioning, or
Inability to maintain adequate nutrition or self-care with no support due to psychiatric condition, or
Side effects of atypical complexity from psychotropic medication or lack of stabilization on psychotropic medication, or
Persistent mood disturbance, with or without psychosis that indicates a risk of harm to self or others, or
Some patterns of substance use resulting in risky or harmful behavior patterns with limited restriction capacity.
1. Youth has demonstrated a decrease in admission criteria behaviors over the past ninety (90) days. This decrease is clearly and sufficiently documented in case
plans and/or medical records; and
An adequate transition plan has been established; and

One or more of the following:
a. Goals of Individualized Recovery Plan (IRP) have been substantially met and individual no longer meets continuing stay criteria; or

b. Individual's family requests discharge and the individual is not imminently in danger of harm to self or others; or
c.  Transfer to another service is warranted by change in the individual's condition.

Continuing Stay
Criteria

Discharge g
Criteria '
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1. Intensive Customized Care Coordination providers cannot bill the following services while providing Intensive Customized Care Coordination to an individual:
. Behavioral Health Assessment
° Service Plan Development
Service . Community Support Individual
Exclusions 2. While “care coordination” is often considered a managed care product, this service does not function in that manner. This is a direct service benefit to individual
and families, provided side-by-side with them in their own homes/communities. The service includes (among other elements) provision of direct coaching, support,

and training specific to developing the individual/family skills to self-manage services coordination and, as such, is not solely appropriate as a tool for utilization
management.

1. Individuals with the following conditions are excluded from admission because the severity of cognitive impairment precludes provision of services in this level of
care: Severe and Profound Intellectual/Developmental Disabilities.
2. The following diagnoses are not considered to be a sole diagnosis for this service:
o Rule-Out (R/O) diagnoses
o Personality Disorders
3. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence that an additional psychiatric diagnosis is the
foremost consideration for psychiatric intervention:

Clmlca_l . Conduct Disorder
Exclusions A
o Neurocognitive Disorder
. Traumatic Brain Injury
4. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence that a psychiatric diagnosis is the foremost
consideration for this psychiatric intervention:
o Mild Intellectual/Developmental Disabilities
o Moderate Intellectual/Developmental Disabilities
o Autistic Disorder
1. Access to parent peer support shall be offered. This access is a required complement to this service. Parent Peer Support is a separate and distinct billable
service.
2. The family must be contacted within 48 hours of the initial referral.
3. The family must be met face-to-face by care coordinator and/or family peer support staff within 72 hours of the initial referral to begin the engagement and
assessment processes.
4. Aninitial CFTM must be held within 14 days from the initial enrollment for all individual.
5. CFTMs must be held at a minimum of every 30 days to minimally include the parent or legal guardian (or their representative), individual, one natural support and
Required Wrap Team (To accommodate full participation, parent or legal guardian (or their representative), individual and natural support may participate telephonically or
Components through other electronic means). Service providers (behavioral health and medical), child-serving agency personnel (child welfare, juvenile justice, education)

and other natural and informal supports should also be a part of the Child and Family Team.

The CFTM process should be family-driven and youth-guided.

All ECFTMs must be held within 72 hours of a crisis.

Direct supervision by the supervisor must occur at least monthly utilizing the supervision tools indicated by the National Wraparound Initiative.
9. Group/team case consultation by the supervisor must occur at least twice monthly.

10. Provision of direct observation of staff in the field by the supervisor at least monthly.

11.  Provision of direct observation of staff in the field by Master Trainers/Coaches.

© N o
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12. Al staff must be trained in High Fidelity Wraparound through the Georgia Center of Excellence for Child and Adolescent Behavioral Health (COE) before
providing this service.

13.  Ensure that families are utilizing natural supports and low-cost, no-cost options that are sustainable. Provision of crisis response, 24/7/365 to the individual they
serve, to include face-to-face response when clinically indicated.

14. The Care Coordinator will average 3 hours of care coordination per week per individual served.

15. The Care Coordinator will average 1 face-to-face per week per individual served.

16. To promote team cohesion, Care Coordinators must have weekly contact with the CPS-P on the ICCC team in support of the individual/family.

17.  All coordination will be documented in accordance with the DBHDD Provider Manual for Community Behavioral Health Providers.

18. Providers must participate in the DBHDD Care Management Entity (CME) quality improvement processes.

Staffing
Requirements

Intensive Customized Care Coordination providers will minimally have:

1. Care Coordinators who can serve at a 10 individual to 1 care coordinator ratio:

e  Care Coordinators must possess a minimum of B.A or B.S. degree in social work, psychology or related field with a minimum of two (2) years clinical
intervention experience in serving youth with SED or emerging adults with mental illness. All Bachelor level and unlicensed care coordinators must be
supervised at minimum by a licensed mental health professional (e.g., LCSW, LPC, LMFT). Experience can be substituted for education. Ability to
create effective relationships with individuals of different cultural beliefs and lifestyles.

Effective verbal and written communication skills.

Strong interpersonal skills and the ability to work effectively with a wide range of constituencies in a diverse community.

Ability to develop and deliver case presentations.

Ability to analyze complex information, and to define and solve problems.

Ability to work effectively in a team environment.

e Ability to work in partnership with family service providers with lived experience.

2. Wraparound Supervisor for every six (6) care coordinators:

e  Wraparound Supervisor must possess a minimum of M.A. or M.S. degree in social work, psychology or related field with a minimum of two (2) years
clinical intervention experience in serving youth with SED or emerging adults with mental illness. All unlicensed Wraparound Supervisors must be
supervised at minimum by an independently licensed mental health practitioner (e.g., LCSW, LPC, LMFT). Education can be substituted for
experience. Ability to create effective relationships with individuals of different cultural beliefs and lifestyles.

Effective verbal and written communication skills.

Strong interpersonal skills and the ability to work effectively with a wide range of constituencies in a diverse community.

Ability to develop and deliver case presentations.

Ability to analyze complex information, and to define and solve problems.

o  Ability to work effectively in a team environment.

3. A Program Director who is responsible for the overall management of this service. The CME Director oversees the implementation of numerous activities that
are critical to CME administration and management including but not limited to supervision of team personnel; model adherence, principles, values, and
fidelity; participation and monitoring of continuous quality improvement.

4. A CPS-P assigned for every child/family team:

e This particular staff support can be declined by the legal guardian; or

e  This particular staff support can be declined for youth who are in DFCS/DJJ custody and for whom there is not a foster parent; or as appropriate, with

a reunification plan, this CPS-P can be utilized to facilitate permanency planning and/or to facilitate increasing parental involvement in care
coordination processes.
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1. Providers must adhere to the DBHDD CME Procedures Manual.
2. Provider must accept all coordination responsibility for the individual and family.
3. Provider must ensure that all possible resources (services, formal supports, natural supports, etc.) have been exhausted to sustain the individual in a
community-based setting prior to institutional care being presented as an option.
4. Provider must ensure care coordination and tracking of services and dollars spent.
5. Provider must ensure that all updated action plans or authorization plans are submitted to the authorizer of services per the state guidelines of 7 days after the
CFTM.
Clinical 6.  Provider must have an organizational plan that addresses how the provider will ensure the following:
Operations ¢ Direct supervision by the supervisor must occur at least monthly utilizing the supervision tools indicated by the National Wraparound Initiative.
e Group/team case consultation by the supervisor must occur at least twice monthly.
e Provision of oversight and guidance around the quality and fidelity of Wrap Process by the supervisor.
e Provision of oversight and guidance around the quality and fidelity to family-driven and youth-guided care by the supervisor.
¢ Ongoing training and support from the Center of Excellence regarding introductory and advanced Wraparound components as identified by CME Staff, COE
or DBHDD in maintaining effective statewide implementation.
e Supervisors complete Georgia Document Review Form (see DBHDD CME Manual) with Care Coordinators monthly for each child and family team.
e Provision of crisis response, 24/7/365 to the youth they serve, to include face-to-face response when clinically indicated.
1. Providers will be available for meetings at times and days conducive to the families, to include weekends and evenings for Child and Family Team meetings.
Service 2. Families must be given their choice of family support organizations for parent peer support, where available. If unavailable in their county, the provider of Intensive
Accessibility Customized Care Coordination must provide parent peer support to the family, as the Wrap Team is defined as a care coordinator and a High-Fidelity
Wraparound trained certified parent peer specialist (CPS-P).
The following must be documented:
1. Youth/Young Adult and family orientation to the program, to include family and individual expectations.
2. Wrap Team progress notes are documented for all individual and family interventions and coordination interventions. These notes adhere to the content set forth
in the DBHDD Provider Manual for Community Behavioral Health providers.
3. Evidence that the youth/young adult’s needs have been assessed, eligibility established, and needs prioritized.
Documentation 4. Evidence of youth/young adult participation, consent and response to support are present.
Requirements 5. Evidence that methods used to deliver services and supports to meet the basic needs of individual are in a manner consistent with normal daily living as much
as possible.
6.  Evidence of minimal participation in each CFTM as described in Required Components.
7. Evidence of CFTMs and ECFTMs occurring as described in Required Components.
8.  Documentation of active CPS-P participation in the team process (billed separately from the ICCC service). If this is declined in accordance with Staffing
Requirement Item 4 above, the reason for declined CPS-P support is noted in the record.
Billing & 1. The provider must report data to the DBHDD or COE as required by the DBHDD CME Quality Improvement Plan or any other data request.
R . 2. The provider must provide requested data to the DBHDD and/or DCH in their roles as state medical and behavioral health authorities.
epo!'tlng 3. The provider must document the ision of direct ob tion of staff in the field by th i t least monthl
Requirements : provi provision of direct observation of staff in the field by the supervisor at least monthly.
4. The provider must document the provision of direct observation of staff in the field by Master Trainers/Coaches.
Additional
Medicaid 1. The Care Coordinator is responsible for seeking service authorization in accordance with the criteria herein through the benefit manager.
Requirements
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health services. It includes services, equipment, or supplies not otherwise available to the youth/family and that address an identified need in the Individualized
Recovery Plan. Customized Goods and Services may include tutoring, parenting skills, homemaker services, structured recreation, therapeutic activities, mentor
aid, a utility deposit to stabilize crisis, and environmental modification to enhance safety in a living arrangement.

3. Clinical Consultative Services: Clinical Consultative Services are provided by professional experts in fields such as psychology, social work, counseling, behavior
management and/or criminology. These specialized services are provided to youth who have specialized diagnoses/needs which may require an expert to
differentiate assessment, treatment, or plans of care. Clinical Consultative Services are services that are not covered by another DBHDD benefit, but which are
necessary to improve the participant’s independence and inclusion in their community, and to assist unpaid caregivers and/or paid support staff in carrying out
Individualized Recovery Plans (IRPs). Services may include assessment, development of a home treatment/support plan, training, technical assistance and
support to carry out the plan, monitoring of the participant and other providers in the implementation of the plan, and compensation for participation in the Child
and Family Team meetings. Crisis counseling and stabilization, and family or participant counseling may be provided. This service may be delivered in the
youth’s home, other community home such as foster care, in the school, or in other community settings as described in the IRP to improve consistency across

service systems.

4.  Expressive Therapeutic Services: An adjunct therapeutic modality to support individualized goals as part of IRP. The aim of creative therapeutic modalities is to

help participants find a form of expression beyond words or traditional therapy. They include techniques that can be used for self-expression and personal growth
and aid in the healing and therapeutic process. Services may include, but are not limited to the following: Art Behavioral Services, Dance/Movement Behavioral

Transaction Code Detail Code Detail
Code 1 2 3 4

Behavioral Assistance TBD Customized Goods and Services | TBD

Clinical Consultative TBD Respite

Expressive Therapeutic TBD

Unit Value Varied (See below) Maximum Daily Units Varied (See below)

The ICCC service is based on several mandatory elements which comprise fidelity to the wraparound model. Philosophically, the wraparound approach calls for doing

“‘whatever it takes” to promote health, wellness, and recovery for the youth and family. The “whatever it takes” supports can be reimbursed by the DBHDD through this

service guideline or can be accessed through the community and team resources that are developed in partnership with the unique child/family team members. This

includes local non-profit resources (which may include a family support organization), church resources, family/friend volunteers, professional resources, and a myriad
of other creative solutioning for the child.

ICCC Flexible Supports is an adjunct to ICCC, and is comprised of the following available support: Behavioral Assistance, Customized Goods and Services, Clinical

Consultative Services, Expressive Therapeutic Services, and Respite, as defined below:

1. Behavioral Assistance: Provided to support the individual in the community and promote independence in daily activities, as appropriate to the participant’s needs
and as specified in the plan of care. Services may be rendered in the participant's home or community setting as documented in the plan of care. Services may
include, but are not limited to:

a.  Assisting the youth/parent/caregiver in organizing a safe household environment;

b.  Assistance in daily living, such as household tasks related to building self-sufficiency;

c.  Protective oversight and behavioral supervision/redirection; and/or

d.  Providing training and supervision for youth to promote social skills, problem-solving, coping, life skills, and personal wellbeing as identified in the youth’s
Service approved Individualized Recovery Plan.
Definition 2. Customized Goods and Services: Individualized supports that youth with severe emotional dysregulation or mental illness may need to fully benefit from mental
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Services, Equine-Assisted Behavioral Services, Horticultural Behavioral Services, Music Behavioral Services, Drama Behavioral Services, Animal Assisted
Therapy, etc.

Respite: Respite services provide safe and supportive environments on a short-term basis for youth who are unable to care for themselves because of the
absence or need for relief of those persons who normally provide care for the participant. Additionally, Respite Services may be provided for support or relief from
the caretaker of the youth. This service reduces the risk of out-of-home placements at a higher level of care.

5.

Admission 1. Youth shall meet ICCC Admission Criteria and be enrolled in that service; and
Criteria 2. Youth shall have the need for one of these unique ICCC-FS elements identified in his/her IRP (action plan).
g(r)i?etlrri];mg SIEY] Youth shall only remain qualified for this service if he/she remains authorized for ICCC.
D|§ch?rge ICCC is no longer authorized for this youth.
Criteria
1. If the youth is authorized for the Money Follows the Person program, and one of these ICCC-FS services is authorized via that plan, then these DBHDD codes
named here shall not be billed on behalf of the youth.
Service 2. Ifyouth is enrolled in COMP/NOW waiver and receives a similar service via the waiver, then the care coordinator shall determine which mechanism best suits the
Exclusions needs of the youth.
3. Youth covered by a Medicaid CMO are not eligible for ICCC Flexible Supports.
4. ICCC Flexible Supports that are available via a youth’s insurance benefit plan are excluded from coverage herein.
gllnlca! This service is a complement to the ICCC service and is not available as a stand-alone benefit.
xclusions
1. ICCC Flexible Supports are unique billable items which fall into the following categories:
Service Cap detail
Behavioral Assistance 24 hours annually
Customized Goods and Services | $1,000 annually
Clinical Consultative Services 12 hours annually
Expressive Therapeutic Services | 24 hours annually
Respite 12 per quarter @ $128.00 day or $6,144 year
R All individual/agency providers of ICCC Flexible Support services must meet and/or comply with DCH and DBHDD Policies and Procedures (DCH is applicable for
Components o
MFP participants only).
2. Customized Goods and Services

a. Inorder to utilize Customized Goods and Services, it must be confirmed that either the youth/family does not have the funds to purchase the item or
service, or that the item or service is not available through another source. In addition, at least one of the following criteria must be met:
i. The item or service would decrease the need for other DBHDD or Medicaid services; and/or
ii. The item or service would promote inclusion in the community; and/or
iii. The item or service would increase the participant’s safety in the home environment.
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b. The specific Customized Goods and Services must be clearly linked to a participant behavior/skill/resource need that has been documented in the
approved IRP prior to purchase or delivery of services.

c. Goods and services purchased under this coverage may not circumvent other restrictions of services, including the prohibition against claiming for
the costs of room and board.

d. The care coordinator may provide support to the participant/representative in budgeting and directing goods or services to be purchased that will
include the supplier/vendor name and identifying information and the cost of the service/goods.

3. Respite:
a. Respite is available twenty-four (24) hours/seven (7) days a week.

b. Respite Services may be in quarter-hour increments or overnight, and may be provided in-home or out-of-home in the following locations: (1)
Participant's home or private place of residence, (2) The private residence of a respite care provider, (3) Foster home/Group home.

Staffing
Requirements

A variety of staff may provide ICCC-FS, in accordance with scope of practice and other requirements below.

The ICCC Provider is responsible for assuring that the professional is credentialed/licensed/certified to provide the service offered.

The following are staffing requirements specific to certain ICCC Flexible Supports services:

Behavioral Assistance

a. Individual providing the service is at least 21 years of age, or if exceptional circumstances exist (for example in rural areas, or the age requirement
presents a hardship in a participant being able to access program services) a person 18-20 years of age may provide this service.

. Individual has current CPR and Basic First Aid certifications;

c. Individual has evidence of annual health examination with signed statement from a physician, nurse practitioner, or physician assistant that the
person is free of communicable diseases;

d. Individual has the experience, training, education or skills necessary to meet the participant's needs for Wraparound Services as demonstrated by
experience in providing direct assistance to individuals with mental illness to network within a local community or comparable training, education or
skills;

e. Individual agrees to or provides required documentation of a criminal records check, prior to providing services;

f.  Individual has an understanding of Wraparound Services and strategies for working effectively/communicating clearly with people who have a
mental illness and their families/representatives.

g. Individual will adhere to DBHDD provider requirements as specified either through DBHDD contract with the Medicaid enrolled provider or a Letter of
Agreement between the Medicaid enrolled provider and DBHDD.

5. Clinical Consultative Services:

a. Professionals delivering Clinical Consultative Services shall meet all applicable licensure and certification requirements, and adhere to Georgia law
and the scope of practice definitions of licensure boards; and
b. May be provided by a licensed physician, psychologist, LCSW, LMSW, LPC, LAPC, LMFT, LAMFT, RN, CAC-Il, CAADC, MAC, or GCADC-II.

6. Expressive Therapeutic Services:

a. Professionals delivering Clinical Consultative Services shall meet all applicable licensure and certification requirements, and adhere to Georgia law
and the scope of practice definitions of licensure boards;

b. May be provided by an LCSW, LMSW, LPC, LAPC, LMFT, LAMFT, RN, psychologist or psychologist supervisee, CAC-I (at least Bachelor's), CAC-
[, CAADC, MAC, GCADC-I (at least Bachelor's), GCADC-II, or Addiction Counselor Trainee with at least a Bachelor's degree in a helping
profession; and

c. To provide a particular Expressive Therapeutic Service a provider shall have current registration in the applicable Association as follows:

i.  Art Behavioral Services — Current registration in the American Art Therapy Association as a Registered Art Therapist by the Art Therapy
Credentials Board or a comparable Association with equivalent requirements;

o=
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ii. Dance, Movement & Expressive Services — Current registration as a Dance Therapist Registered or an Academy of Dance Therapists
Registered in the American Dance Therapy Association or a comparable Association with equivalent requirements;

iii. Equine-Assisted Behavioral Services — Current registration as an EAGALA Certified Mental Health Professional in the Equine Assisted
Growth and Learning Association (EAGALA); a North American Handicapped Riding Association (NAHRA) Registered Therapist in NAHRA,;
or, a comparable Association with equivalent requirements;

iv. Music Behavioral Services — Current registration as a Music Therapist-Board Certified, as described in O.C.G.A. Title 43, by the Board for
Music Therapists, Inc. in the American Association for Music Therapy, Inc or a comparable Association with equivalent requirements;

v. Horticultural Behavioral Services — Current registration as a Horticultural Therapist Registered in the American Horticultural Therapy
Association, or a comparable Association with equivalent requirements.

vi. Psychodrama/Drama Behavioral Services — Current registration in the National Association for Drama Therapy as a Registered Drama
Therapist or a Board Certified Trainer, or a comparable Association with equivalent requirements.

vii. Animal Assisted Therapy — Current Registration as provider of a registered Animal Therapy Team through a regional or national Animal
Assisted Therapy organization.

viii. Other therapy — Current registration or certification of the organization surrounding the other therapy being requested.

7. Respite Services:
a. Respite providers must meet/comply with DCH and DBHDD Policies and Procedures (DCH is applicable for MFP waiver participants only).
b. Respite providers must be at least 21 years of age and be a Georgia resident.
c. Respite providers must have a reliable vehicle or an emergency plan for transportation of both the provider and the youth in their care.
d. Respite providers must have a means of reliable telephonic communication.
e. Respite providers must have adequate space for the youth without disrupting the usual sleeping and living arrangements of the family.
f.  Respite providers must have a High School diploma or GED.
g. Respite providers and any adults residing in the home must be fingerprinted for and pass a criminal background check.
h.  Respite providers and all household members must have an initial medical examination, including TB clearance.
i.  Respite providers must not smoke in the home.
. Respite providers must not provide day care and/or domiciliary care in the home.
Service ICCC-FS shall be considered for every youth served via the ICCC service in the Child/Family Team process. The ICCC provider is responsible for identifying these
Accessibility needs and brokering (and, if necessary, paying for) the necessary support through the funds which are reimbursed via the submission of ICCC-FS claims.
Documentation 1. When ICCC-FS is provided, the unique code will be documented in the clinical record with the representation of how much was delivered.
Requi 2. Ifthe support provided was a professional service which is to be reimbursed, the note must contain the name and credential of the practitioner who delivered the
equirements ; : . .
service and the resulting outcome of the intervention.
1. The ICCC provider shall submit encounters and invoice these ICCC Flexible Support services.
2. The ICCC shall pay sub-contracted purveyors of the supports defined herein.
Billing & 3. Ifaservice item such as transporting a youth, babysitting, etc. are needed and there is not a volunteered resource, payment can be made by the ICCC provider to
Rle;)nc? tting the purveyor of that support.
Requirements 4. Respite: For youth supported by the MFP waiver, federal financial participation will not be claimed for the cost of room and board except when provided as part of
respite care furnished in a facility approved by the State that is not a private residence.
5. Customized Good and Services: A paid invoice or receipt that provides clear evidence of the purchase must be on file in the participant’s record to support all

goods and services purchased.
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Additional 1. Non-MFP enrolled Medicaid youth may receive these DBHDD state-funded services, as Medicaid does not reimburse these supports (the encounters are
Medicaid submitted to the Georgia Collaborative ASO).
Requirements | 2. For youth enrolled in the Medicaid MFP program, these services should be billed directly to DCH.
Intensive Family Intervention
Transaction Code Detail Code | Mod Rate | Code Detail
Code 1 3
Practitioner Level 3, In-Clinic H0036 | U3 Practitioner Level 3, Out-of-Clinic
Practitioner Level 4, In-Clinic H0036 | U4 \ Practitioner Level 4, Out-of-Clinic
Practitioner Level 5, In-Clinic H0036 | U5 \ Practitioner Level 5, Out-of-Clinic
Intensive Family | practitioner Level 3, via interactive Practitioner Level 5, via
Intervention audio and video telecommunication | H0036 | GT interactive audio and video
systems telecommunication systems
Practitioner Level 4, via interactive
audio and video telecommunication H0036 | GT
systems
Unit Value 15 minutes Utilization Criteria
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, psychiatric residential treatment facilities, or residential treatment services) for the identified youth. Services are delivered
utilizing a team approach and are provided primarily to youth in their living arrangement and within the family system. Services promote a family-based focus in order
to:
o  Defuse the current behavioral health crisis, evaluate its nature and intervene to reduce the likelihood of a recurrence;
e  Ensure linkages to needed psychiatric, psychological, medical, nursing, educational, and other community resources, including appropriate aftercare upon
SBricE discharge (i.e. medication, outpatient appointments, etc.); and
Definition 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.
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
Admission of su.ffici.ent.duration tp meet DSM diagnostig criterig 'and results'in a functional 'impairment which substan.tially interferes with or limits the child’s role or
Criteria functioning in the family, school, or community activities) and/or is diagnosed with a Substance Related Disorder; and one or more of the following:

Youth has received documented services through other services such as Non-Intensive Outpatient Services and exhausted these less intensive out-patient

resources. Treatment at a lower intensity has been attempted or given serious consideration, but the risk factors for out-of-home placement are compelling (see
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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
6. Because of behavioral health issues, the youth is at immediate risk of legal system intervention or is currently involved with DJJ for behaviors/issues related to
SED and/or the Substance-related disorder.
g(r)i?e;ur?:mg Sty Same as above.
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
Discharge 3. Goals of the Individualized Resiliency Plan have been substantially met; or
Criteria 4, Individual and family request discharge, and the individual is not imminently dangerous; or
5. Transfer to another service is warranted by change in the individual’s condition; or
6. Individual requires services not available within this service.
1. Not offered in conjunction with Individual Counseling, Family Counseling/Training, Crisis Intervention Services, and/or Crisis Stabilization Unit, PRTF, or
inpatient hospitalization.
2. Community Support may be used for transition/continuity of care.
3. This service may not be provided to youth who reside in a congregate setting in which the caregivers are paid (such as group homes, 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
Service of the youth and his/her identified family/caregiver and takes place in that home and community.
Exclusions 4.  The absence of empirical evidence for conversion therapy prohibits the use of this intervention and it is not reimbursed by DBHDD.
5. The billable activities of IFI do not include:
o  Transportation;
e  Observation/Monitoring;
e  Tutoring/Homework Completion; and
o Diversionary Activities (i.e. activities without therapeutic value).
1. Youth with any of the following unless there is clearly documented evidence of an acute psychiatric/substance use disorder episode overlaying the diagnosis:
Clinical Autism Spectrum Disorders including Asperger’s Disorder, Intellectual/Developmental Disabilities, Neurocognitive Disorder; or Traumatic Brain Injury.
Exclusions 2. Youth can effectively and safely be treated at a lower intensity of service. This service may not be used in lieu of family preservation and post-adoption services
for youth who do not meet the admission criteria for IFI.
1. The organization has procedures/protocols for emergency/crisis situations that describe methods for intervention when youth require psychiatric hospitalization.
2. Each IFI provider must have policies and procedures governing the provision of outreach services, including methods for protecting the safety of staff that engage
p in outreach aqtivities. . . . o o
Components 3. The organization must have an Intensive Family Intervention Organizational Plan that addresses the description of:
o Particular evidence-based family preservation, resource coordination, crisis intervention and wraparound service models utilized (MST, DBT, MDFT, etc.),
types 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);
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o 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 IFl team (e.g. an agency administers 3 teams, 2 which will adhere to one model, one to another model).
Documentation of training for each staff person on the evidenced-based in-home model they will be utilizing in the provision of services should exist in their
personnel files. Some models do not have the stringent staffing requirements that this service requires. The expectation is that staffing patterns in accordance
with the specific model used are in compliance with staffing requirements noted in this service definition;

o Hours of operation, the staff assigned, and types of services provided to individuals, families, parents, and/or guardians;

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

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

5. Atleast 50% of IF| face-to-face units must include the identified youth. However, when the child is not included in the face-to-face contacts, the focus of the
contacts must remain on the child and their goals as identified on their IRP.

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 individual.

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 done jointly, with only one bill being submitted to the payer (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 payer source).

8. IFlisintended 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 (CANS scores, recent discharge from inpatient hospitalization, PRTF, CSU, etc.). The record should indicate why a specific
intervention took place in the school during school hours instead of after school in the home or community. Youth receiving this service must never be taken out
of the classroom for the convenience of the service provider. IFI should not supplant what schools must provide for support of a child based on the IEP.

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

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

i. 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

Staffing 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

Requirements minutes from this weekly team meeting that documents team supervision. There should be two documentation processes for these meetings; one
child specific in the clinical record, and the other a log of meeting minutes for each team meeting that summarizes the team supervision process.
This supervision and team meeting process is not a separately-billable activity, but the cost is accounted for within the rate methodology and
supports the team approach to treatment. Weekly time for group supervision and case review is scheduled and protected.

ii. Meet at least twice a month with families face-to-face or more often as clinically indicated.

iii. 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
individual confidentiality and indicating date/time of supervision, issues addressed, and placed in the personnel file for the identified IFI team staff.
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iv. Be dedicated to a single IFI team (“Dedicated” means that the team leader works with only one team at least 32 hours/week [up to 40 hours/week]
and is a full-time employee of the agency [not a subcontractor/1099 employee]). The Team Leader is available 24/7 to IFI staff for emergency
consultation/supervision.

b.  Two to three fulltime equivalent paraprofessionals who work under the supervision of the Team Leader.
c.  Theteam may also include an additional mental health professional, addiction professional or paraprofessional. The additional staff may be used .25 FTE
between 4 teams.

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

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

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

5. Documentation must demonstrate that at least 2 team members (one of whom must be licensed/credentialed) are providing IFI services in the support of each
individual 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 individual and must provide these modalities/interventions as clinically appropriate according to
the needs of the youth.

6. ltis critical that IFl team members are fully engaged participants in the supports of the served individuals. No more than 50% of staff can be “contracted”/1099
team members. Team members must work for only one IFl 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 individual crises while providing on-call services for another program.

7. When a team is newly starting, there may be a period when the team does not have a “critical mass” of individuals to serve. During this time, a short-term waiver
may be granted to the agency’s team by the DBHDD for the counties served. The waiver request may address the part-time nature of a team leader and the
paraprofessionals serving less than individual-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 DBHDD must include:

a. The agency’s plan for building individual 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.
DBHDD has the authority to approve these short-term waivers and must copy BHO on its approval and/or denial of these waiver requests. No extension on
these waivers will be granted.

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

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

b. 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
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c. 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

d. 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 associated Regional Field Office of the intent to
cease billing for the IFI service.

9. 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 individuals served.

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

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

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

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

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

Clinical 6. IFl 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,

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

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

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

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

10. The IFl organization will be expected to develop and demonstrate comprehensive crisis protocols and policies and must adhere to all safety planning criteria as
specified below. Safety planning with the family must be evident at the beginning of treatment and must include evidence that safety needs are assessed for all
youth and families. The family shall be a full participant in the safety planning, and all crisis stabilization steps will be clearly identified. All parties involved,
including community partners, will need to know the plan and who is responsible for supporting its implementation. When aggression is an issue within the
family, a written safety plan must be developed and signed by the parents/caregivers, staff, youth, and other agency staff involved in the plan. Safety plans
should also include natural supports and should not rely exclusively on professional resources. This plan must be given to the family, other agency staff, the
youth, and a copy kept in the individual’s record.
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11. Service delivery should be organized in a way such that there is a high frequency of services delivered at the onset of support and treatment and a tapering off
as the youth moves toward discharge. As it applies to the specific youth, this shall be documented in the record.

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

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

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

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

Service 5. Services provided for over 6 hours on any given day must be supported with rigorous reasons in the documentation. Anything over 6 hours would need to relate
Accessibility to a crisis situation and the support administrative documentation should spell out the reasons for extended hours and be signed by the Team Leader.
6. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language.
Examples of this include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
of interpreters; and/or
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to
the use of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the
practitioner's/agency’s convenience or preference.
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
Documentation self-reported by the youth/family).
Requirements 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.
g'"'ng & When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
eporting W ) . . . IR . . L
Requirements code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Mobile Crisis

Transaction
Code

Mobile Crisis
Response Service

Service
Definition

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

The Mobile Crisis Response Service (MCRS) provides community-based face-to-face rapid response to individuals in an active state of crisis. This service operates 24
hours a day, seven days a week. MCRS offers short-term, behavioral health, intellectual/developmental disability, and/or Autism Spectrum Disorder (ASD) crisis
response for individuals in need of crisis assessment, intervention, and referral services within their community. This service is unique in that it provides in-person
intervention to persons in their community who may be in crisis. MCRS may be provided in community settings including, but not limited to homes, residential settings,
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other treatment/support settings, schools, hospital emergency departments, jails, and social service settings. Interventions include a brief, situational assessment;
verbal and or behavioral interventions to de-escalate the crisis; assistance in immediate crisis resolution; mobilization of natural support systems; and referral to
alternate services at the appropriate level.

MCRS includes in-field crisis assessment, crisis de-escalation, rapid assessment of strengths, problems and needs; psychoeducation, brief behavioral support and
intervention; and referral to appropriate services and supports. MCRS functions to provide a short-term linkage and referral between persons in crisis and the
appropriate/additional behavioral health and/or IDD services and supports, while reducing the rate of hospitalization, incarceration, out of home placement and
unnecessary emergency room visits. This service includes post crisis follow-up to ensure linkage with recommended services.

The service is available to individuals with behavioral health diagnoses and/or intellectual and developmental disabilities, including autism spectrum disorder, aged four

(4) years and above who meet the following eligibility criteria:

1. The individual is experiencing an acute Behavioral Health, Intellectual/Developmental Disability, ASD, and or Co-occurring crisis (inclusive of two (2) or more of
these conditions); and

2. The individual and/or family/caregiver lacks the skills necessary to cope with the immediate crisis and there exists no other available, appropriate community

Admission supports to meet the needs of the person; and
Criteria 3. The individual needs immediate care, evaluation, stabilization or treatment due to the crisis as evidenced by:
« A substantial risk of harm to self or others by the individual; and/or
+  The individual is engaging in behaviors presenting with serious potential legal or safety consequences; or
4. Screening provided by the Georgia Crisis and Access Line (GCAL) indicates the presence of a behavioral health, an intellectual/developmental disability, and/or
ASD crisis presentation.
5. The individual served does not have to be a current or past-enrolled recipient of DBHDD services or supports.
Continuing Stay
Criteria N/A
1. The acute presentation of the crisis situation is resolved;
Discharge 2. Appropriate referral(s) and service engagement/s to stabilize the crisis situation are completed;
Criteria 3. Recommendations for ongoing services, supports or linkages have been documented; and
4. Post-crisis follow-up has been completed within 1-3 days of crisis contact.
Service Individuals in the following settings are excluded from MCRS dispatch; Crisis Stabilization Units (CSU), Behavioral Health Crisis Centers (BHCC), CRR-I, psychiatric
Exclusions hospital (state or private); state prisons; youth detention center; and regional youth detention center.
Clinical 1. All persons receiving MCRS must have present indications of a behavioral health disorder, an Intellectual/Developmental Disability and/or ASD.
Exclusions 2. MCRS shall not be dispatched for individuals presenting solely with a need for Substance Use Disorder (SUD) intervention.
3. MCRS shall not be dispatched in response to a medical emergency.
1. A mobile crisis team responder offering any diagnostic impressions must be a person identified in O.C.G.A. Practice Acts as qualified to provide a diagnosis and
who possess training and experience in behavioral health and intellectual/developmental disability assessment.
2. The licensed clinician on the Mobile Crisis Team is to provide oversight and clinical supervision to the operation of the team and is responsible for ensuring that the
appropriate team members are dispatched or are available for consultation based on the clinical data provided by the Georgia Crisis and Access Line (GCAL).
Required 3. The Mobile Crisis Team is to:
Components a. Respond and arrive on site within 59 minutes of the dispatch by GCAL; and.

b. Address the crisis situation to mitigate any risk to the health and safety of the individual and/or others; and
c. Consult with medical professionals, when needed, to assess potential medical causes that might be contributing to the crisis prior to recommending any
intensive crisis supports involving behavioral interventions.
4. The Mobile Crisis Team members are responsible for completing comprehensive assessment(s) of the current crisis situation. This assessment process shall
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include interviews with the individual, care providers and/or family members, observation of the current environment, and review of behavior and individual support
plans if available. The licensed professional or BCBA on the team is responsible for ensuring that the assessment process is thorough and complete.

5. Acrisis plan will be developed to help manage, prevent, or reduce the frequency of future crises occurring. When available, an individual's existing crisis plan
should be utilized by the MCRS team when it is appropriate to the presenting situation. When a crisis plan does not exist, MCRS will engage the
individual/family/caregivers in a therapeutic plan that fosters a return to pre-crisis level of functioning and connect or reconnect the individual to treatment services
and other community resources.

a. Also, when available and offered by the individual, a Wellness Recovery Action Plan (WRAP) shall be utilized by MCRS to support the individual’'s
preferences.
b.  When available, an individual's behavior support plan shall be utilized by MCRS during the assessment process.

6. All interventions shall be offered in a clinically appropriate manner that respects the preferences of the individual in crisis while recognizing the primary need to
maintain safety.

7. Reasonable and relatively simple environmental modifications that do not require continuing programmatic efforts are considered before intensive crisis supports
and/or a behavior plan is recommended or implemented.

8.  When applicable and accessible, community supports, natural supports, and external helping networks should be utilized for crisis planning to assist in crisis
prevention.

9. When the Mobile Crisis Team makes a disposition, the licensed clinician or BCBA communicates all recommendations within 24 hours to all applicable parties
(e.g., Provider Agencies Families/Caregivers/ Guardians, Support Coordination Agencies, known Care Coordinators and/or Regional Field Office I&E Teams as
applicable).

10. The MCRS shall comply with the current GCAL process for dispatch of mobile crisis, including non-refusal of calls or dispatch.

11. When the Mobile Crisis Team completes services, the licensed clinician or BCBA on the team completes a written summary that shall:

a.  Minimally include:
+  Description of precipitating events
+  Assessment and Interventions provided
+  Diagnosis or diagnostic impressions
*  Response to interventions
+  Crisis plan
+  Recommendations for continued interventions
+ Linkage and Referral for additional supports (if applicable); and
b. Be completed and documented within a 24-hour period after a disposition has been determined.

12. Within 24 hours of completion of the MCRS intervention a follow-up phone call is made and documented to individuals served or their
representative/parent/guardian. Exceptions to this requirement are for persons for whom the mobile crisis intervention results in placement in a hospital, CSU,
BHCC, intensive in-home IDD supports, or an IDD crisis home.

13. The MCRS provider must develop policies and procedures consistent with DBHDD policies for referral and engagement with Crisis Stabilization Units (CSUs)
Behavioral Health Crisis Centers (BHCCs), Crisis Respite Homes and In-Home IDD Supports; (i.e., staffing, eligibility, service delivery, GCAL interface).

14. Additionally, the MCRS provider must develop policies and procedures that include criteria for determination of the need for higher levels of care, indicators for
referral to medical/health services and how staff should access support from healthcare professionals; how the staff will be trained to employ positive behavior
supports, trauma informed care, and crisis intervention principles in the delivery of mobile services; and how the safety of staff members is maintained.

15. MCRS will collaborate with the individual’s health and support providers to ensure linkage with follow-up post crisis treatment. This may include Core providers,
Specialty providers, Detoxification providers, IDD service providers, local physicians, BHCCs/CSUs, and other public and social service agencies (such as DFCS,
schools, treatment courts, law enforcement, Care Management Organizations [CMOs], etc.). When the MCRS provider determines during a community-based
intervention that an individual is enrolled with a CMO, the CMO will receive notification within 72 hours through an identified inbox and provided basic status
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information (name, date of intervention, written summary, final referral and disposition, for the CMO to follow up on treatment services and other community
resources for the member.

16. The MCRS must maintain accreditation by the appropriate credentialing body (The Joint Commission, The Commission on Accreditation of Rehabilitation
Facilities, The Council on Accreditation).

1. The following training components must be provided during orientation for all new staff:
+  Community-based crisis intervention training and TIP 42 training.
+ Cross training of BH and IDD MCRS staff.
+ DBHDD array of Adult Mental Health, Child and Adolescent Mental Health, Addictive Diseases, Intellectual & Developmental Disabilities crisis services, and
community psychiatric hospitals.
« DBHDD Community Behavioral Health and IDD Provider Manual service definitions.
* Rapid crisis screening.
+ Dispatch decision tree.
+  Web-based data access and interface with DBHDD information system.
2. The Mobile Crisis Team includes minimally two staff responding;
a. Ofthose, one (1) is a Licensed Clinical Social Worker/Licensed Professional Counselor/Licensed Marriage and Family Therapist/ Licensed Psychologist
Staffing (LCSW/ LPC/LMFT/Licensed Psychologist Ph.D./Psy.D.); and
Requirements b.  When the screening indicates that the individual in crisis has IDD, the two-person team must also include a Behavioral Specialist (BS), BCBA, or BCaBA
(dispatch of a licensed clinician is always required along with this practitioner).
c. Additional staff who may be dispatched when a behavioral health need is identified include: paraprofessional/direct support staff, a registered nurse, an
additional social worker (MSW), safety officer, and/or a Certified Peer Specialist (CPS, CPS-AD, CPS-Y, and CPS-P)].
d. Inaddition, a physician will be available to the MCRS team for consultation, if needed. Other physicians (psychiatric or medical) may consult as necessary.
e. Each mobile crisis team must include at least one staff member with specialization in ASD; so, when there is a known or suspected indication of ASD, the
following team compositions are allowed:
i. A BCBA or BCBA-D who serves as the lead in a mobile crisis response for individuals with ASD and any second recognized practitioner type named
herein; or
ii. Licensed practitioner (as named in a. above) along with a BCBA, BCaBA or RBT.

3. All team members are required to comply with the Professional Licensing or Certification Requirements and the Reporting of Practice Act Violations, 04-101,
including maintaining valid/current license or certification and compliance with all DBHDD training requirements for paraprofessional, licensed or certified staff.

1. MCRS must be available by staff skilled in crisis intervention 24 hours a day, 7 days a week with emergency response coverage, including psychiatric, medical and
nursing consultation services as required.

2. All mobile crisis service response times for arrival at the site of the crisis must be less than 59 minutes of dispatch by the GCAL.

3. Services are available 24-hours a day, 7 days a week, and include face-to-face contact offered in eligible settings (e.g., home/community, school, jail, emergency
room).

4. MCRS may not be provided in an Institution for Mental Diseases (IMD, e.g., treatment units for state or private psychiatric hospital, psychiatric residential treatment
facility or crisis stabilization program), nursing homes, youth development center (YDC), or State Prisons.

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. Telemedicine is never to be utilized as the primary means of
delivery of MCRS services.

Service
Accessibility
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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. Documentation will include the following;

+  Calls received;

+  Referring source; individual, agency,

«  Time of received call,

«  Specific plan of action to address need;

«  Composition of responders

. +  Time of arrival on-site

Documentation . .
Requirements «  Time Qf 90mp|9t|on of qssessment

+  Description of intervention,

+  Diagnosis and or diagnostic impressions

+  Documentation of disposition, linkages provided/appointments made

+  Behavioral recommendations provided;

+  Provision of assessment upon Release of Information

+  Contact information for follow-up

+  Follow-up contact.

2. Each MCRS shall provide monthly outcomes data as defined by the DBHDD.

Billing & 1. All other applicable DBHDD reporting requirements must be followed.
Reporting 2. Where there are individuals covered by Georgia CMOs and the specific CMO is identified, the MCRS provider will report the MCRS intervention to the CMO.
Requirements

Parent Peer Support Service - Group
Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Peer Support Practitioner Level 4, In-Clinic H0038 | HQ | HS | U4 | U6 | $17.72 | Practitioner Level 4, Out-of-Clinic HO038 | HQ |HS |U4 |U7 | $21.64
Services Practitioner Level 5, In-Clinic H0038 | HQ | HS | U5 | U6 | $13.20 | Practitioner Level 5, Out-of-Clinic H0038 | HQ |[HS | U5 | U7 | $16.12
Unit Value 1 hour Utiization TBD
Criteria
Parent Peer Support (PPS) is a strength-based rehabilitative service provided to parents/caregivers that is expected to increase the youth/family’s capacity to function
within their home, school, and community while promoting recovery. These services are rendered by a CPS-P (Certified Peer Support — Parent) who is performing the
service within the scope of their knowledge, live d - experience, and education. The service exists within a system of care framework and enables timely response to
the needs of all family members across several life domains, incorporating formal and informal supports, and developing realistic intervention strategies that
. complement the youth’s natural environment.
Service
Definition

The services are geared toward promoting self-empowerment of the parent, enhancing community living skills, and developing natural supports through the following
interventions:
a.  Through positive relationships with health providers, promoting access and quality services to the youth/family.
b.  Assisting with identifying other community and individual supports that can be used by the family to achieve their goals and objectives-; these can include
friends, relatives, and/or religious affiliations.
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c.  Assisting the youth and family accessing strength-based behavioral health, social services, educational services and other supports and resources required to
assist the family to attain its vision/goals/objectives including:
i Helping the family identify natural supports that exist for the family; and
i Working with families to access supports which maintain youth in the least restrictive setting possible; and
ii. ~ Working with the families to ensure that they have a choice in life aspects, sustained access to an ownership of their IRP and resources developed.
d.  In partnership with the multi-disciplinary team, working with the provider community to develop responsive and flexible resources that facilitate community-
based interventions and supports that correspond with the needs of the families and their youth.

Interventions are approached from a perspective of lived experience and mutuality, building family recovery, empowerment, and self-efficacy. Interventions are based
upon respect and honest dialogue. The unique mutuality of the service allows the sharing of personal experience including modeling family recovery, respect, and
support that is respectful of the individualized journey of a family’s recovery. Equalized partnership must be established to promote shared decision making while
remaining family centered. All aspects of the intervention acknowledge and honor the cultural uniqueness of each family and the many pathways to family recovery.

One of the primary functions of the Parent Peer Support service is to promote family/youth recovery. While the identified youth is the target for services, recovery is
approached as a family journey towards self-management and developing the concept of wellness and functioning while actively managing a chronic behavioral health
condition, which enable the youth to be supported in wellness within his/her family unit. Families are supported by the CPS and by participating group members in
learning to live life beyond the identified behavioral health condition, focusing on identifying and enhancing the strengths of their family unit as supporters of the youth.
As a part of this service intervention, a CPS-P will articulate points in their own recovery stories that are relevant to the obstacles faced by the family of consumers of
behavioral health services and promote personal responsibility for family recovery as the youth/family define recovery.

The group focuses on building respectful partnerships with families, identifying the needs of the parent/caregiver and helping the parent recognize self-efficacy while
building partnership between families, communities and system stakeholders in achieving the desired outcomes. This service provides the training and support
necessary to promote engagement and active participation of the family in the supports/treatment/recovery planning process for the youth and assistance with the
ongoing implementation and reinforcement of skills learned throughout the treatment/support process. PPS is a supportive relationship between a parent/guardian and
a CPS-P that promotes respect, trust, and warmth and empowers the group participants to make choices and decisions to enhance their family recovery.

The following are among the wide range of specific interventions and supports which are expected and allowed in the provision of this service:
a. Facilitating peer support in and among the participating group family members;

Assisting families in gaining skills to promote the families’ recovery process (e.g., self-advocacy, developing natural supports, etc.);

Support family voice and choice by assisting the family in assuming the lead roles in all multi-disciplinary team meetings;

Listening to the family’s needs and concerns from a peer perspective, and offering suggestions for engagement in planning process;

Providing ongoing emotional support, modeling and mentoring during all phases of the planning services/support planning process;

Promoting and planning for family and youth recovery, resilience and wellness;

Working with the family to identify, articulate and build upon their strengths while addressing their concerns, needs and opportunities;

Helping families better understand choices offered by service providers, and assisting with understanding policies, procedures, and regulations that impact the

identified youth while living in the community;

i.  Ensuring the engagement and active participation of the family and youth in the planning process and guiding families toward taking a pro-active and self-
managing role in their youth's treatment;

j- Assisting the family with the acquisition of the skills and knowledge necessary to sustain an awareness of their youth's needs as well as his/her strengths and
the development and enhancement of the family's unique problem-solving skills, coping mechanisms, and strategies for the youth's illness/symptom/behavior
management;

S@ o aoooT
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k. Assisting the parent participants in coordinating with other youth-serving systems, as needed, to achieve the family/youth goals;

I As needed, assisting communicating family needs to multi-disciplinary team members, while also building the family skills in self-articulating;
needs/desires/preferences for treatment and support with the goal of full family-guided, youth-driven self-management;

m. Supporting, modeling, and coaching families to help with their engagement in all health-related processes;

n. Coaching parents in developing systems advocacy skills in order to take a proactive role in their youth's treatment and to obtain information and advocate with
all youth-serving systems;

0. Cultivating the parent/guardian’s ability to make informed, independent choices including a network for information and support which will include others who
have been through similar experiences;

p. Building the family skills, knowledge, and tools related to the identified condition/related symptoms so that the family/youth can assume the role of self-
monitoring and self-management; and

g. Assisting the parent participants in understanding:

i. Various system processes, how these relate to the youth’s recovery process, and their valued role (e.g. crisis planning, IRP process);
ii. What a behavioral health diagnosis means and what a journey to recovery may look like;
iii. The role of services/prescribed medication in diminishing/managing the symptoms of that condition and increasing resilience and functioning in living with
that condition;

r. Empowering the family on behalf of the recipient; providing information regarding the nature, purpose and benefits of all services; providing interventions and
support; and providing overall support and education to a caregiver to ensure that he or she is well equipped to support the youth in service transition/upon
discharge and have natural supports and be able to navigate service delivery systems;

s. ldentifying the importance of Self Care, addressing the need to maintain family whole health and wellness in order to ultimately support the youth with a
behavioral health condition;

t.  Assisting the family participants in self-advocacy promoting family-guided, youth-driven services and interventions;

u.  Drawing upon their own experience, helping the family/youth find and maintain hope as a tool for progress towards recovery; and
Assisting youth and families with identifying goals, representing those goals to the collaborative, multi-disciplinary treatment team, and, together, taking specific
steps to achieve those goals.

1. PPSis targeted to the parent/guardian of youth/young adults who meet the following criteria:
a. Individual is 21 or younger; and
b. Individual has a substance related condition and/or mental iliness; and two or more of the following:
i. Individual and his/her family needs peer-based recovery support for the acquisition of skills needed to engage in and maintain youth/family recovery;
Admission or
Criteria ii. Individual and his/her family need assistance to develop self-advocacy skills to achieve self-management of the youth’s behavioral health status; or
iii. Individual and his/her family need assistance and support to prepare for a successful youth work/school experience; or
iv. Individual and his/her family need peer modeling to increase responsibilities for youth/family recovery.
2. For the purposes of this service, "family" is defined as the person(s) who live with or provide care to the targeted youth, and may include a parent, guardians,
other caregiving relatives, and foster caregivers.

Continuing Stay 1. Individual continues to meet admission .criteria; and . . o - o
Criteria 2. Progress notes document parent/guardian progress relative to goals which the youth/family identified in the Individualized Recovery Plan, but treatment/recovery
goals have not yet been achieved.
1. An adequate continuing recovery plan has been established; and one or more of the following:
Discharge a.  Goals of the Individualized Recovery Plan have been substantially met; or
Criteria b.  Individual served/family requests discharge; or

c. _ Transfer to another service/level is more clinically appropriate.
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1. "Family” or “caregiver” does not include individuals who are employed to care for the member (excepting individuals who are identified as a foster parent).
2. General support groups which are made available to the public to promote education and advocacy do not qualify as Parent Peer Support.
, 3. Ifthere are siblings of the targeted youth for whom a need is specified, this service is not billable unless there is applicability to the targeted youth/family.
e 4. This unique billable service may not be billed for youth who resides in a congregate setting in which the caregivers are paid in a parental role (such as child carin
Exclusions - TS Unig -© may e Y . congrega g g > P P . ring
institutions, 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.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a behavioral health condition overlaying the
Exclusions diagnosis: Developmental Disability, Autism, Neurocognitive Disorder, or Traumatic Brain Injury.
1. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about the person-centered interactions
offered by the Certified Peer Specialist(s), while also respecting the group dynamics.
2. The operating agency shall have an organizational plan which articulates the following agency protocols:

: a. PPS cannot operate in isolation from the rest of the programs/services within the agency or affiliated organization or from other health providers;
Required b.  CPS-Ps providing this servi rted through a myriad of Supervisors, internal 2417 crisi ternal
Components - CPS-Ps providing this service are supported through a myriad of agency resources (e.g. Supervisors, internal agency crisis resources, externa

crisis resources, etc.) in responding to youth/family crises.
3. The CPS-P shall be empowered to convene multidisciplinary team meetings regarding a participating individual's needs and desires as they become known in the
group setting.

4. The CPS-P must be allowed to participate as an equal practitioner partner with all staff in multidisciplinary team meetings.

1. Services must be provided by a CPS-P;

2. Parent Peer Support services are provided in a structured 1:15 CPS to participant ratio;

3. A CPS-P must receive ongoing and regular supervision by an independently licensed practitioner to include:
Stafﬁr)g a. Supervisor’s availability to provide backup, support, and/or consultation to the CPS-P as needed;
Requirements b. The partnership between the Supervisor and CPS-P in collaboratively assessing fidelity to the service definition and addressing implementation

successes/challenges; and

4. A CPS-P cannot provide this service to his/her own youth and/or family or to an individual with whom he/she is living.
Clinical 1. CPS-Ps who deliver PPS shall be involved in proactive multi-disciplinary planning to assist the youth/family in managing and/or preventing crisis situations;
Operations 2. PPSis goal-oriented and is provided in accordance with the youth's collaborative and comprehensive IRP.
Service 1. PPS may be provided at a service site, in the recipient's home, or in any community setting appropriate for providing the services as specified in the recipient's
Accessibility behavioral health recovery plan; via telephone (although 50% must be provided face to face, telephonic contacts are limited to 50%).
Documentation | 1. CPS-Ps must comply with all required documentation expectations set forth in this manual.
Requirements 2. CPS-Ps must comply with any data collection expectations in support of the program’s implementation and evaluation strategy.

Parent Peer Support Service - Individual
Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4

Practitioner Level 4, In-Clinic HO0038 | HS | U4 U6 $20.30 | Practitioner Level 5, Out-of-Clinic H0038 | HS | U5 u7 $18.15
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Practitioner Level 4, Via interactive
Practitioner Level 5, In-Clinic H0038 | HS | U5 | U6 $15.13 | audio and video telecommunication | H0038 | GT | HS | U4 $20.30
Peer Support systems
Services Practitioner Level 5, Via interactive
Practitioner Level 4, Out-of-Clinic H0038 | HS | U4 | U7 $24.36 | audio and video telecommunication | H0038 | GT | HS | U5 $15.13
systems
Unit Value 15 minutes Utilization Criteria TBD
Parent Peer Support (PPS) is a strength-based rehabilitative service provided to parents/caregivers that is expected to increase the youth/family’s capacity to function
within their home, school, and community while promoting recovery. These services are rendered by a CPS-P (Certified Peer Support — Parent) who is performing the
service within the scope of their knowledge, lived experience, and education. The service exists within a system of care framework and enables timely response to the
needs of all family members across several life domains, incorporating formal and informal supports, and developing realistic intervention strategies that complement
the youth’s natural environment.
The services are geared toward promoting self-empowerment of the parent, enhancing community living skills, and developing natural supports through the following
interventions:
1. Through positive relationships with health providers, promoting access and quality services to the youth/family.
2. Assisting with identifying other community and individual supports that can be used by the family to achieve their goals and objectives-; these can include
friends, relatives, and/or religious affiliations.
3. Assisting the youth and family accessing strength-based behavioral health, social services, educational services and other supports and resources required to
assist the family to attain its vision/goals/objectives including:
a. Helping the family identify natural supports that exist for the family;
b. Working with families to access supports which maintain youth in the least restrictive setting possible; and
c.  Working with the families to ensure that they have a choice in life aspects, sustained access to an ownership of their IRP and resources developed.
Service 4. In partnership with the multi-disciplinary team, working with the provider community to develop responsive and flexible resources that facilitate community-
Definition based interventions and supports that correspond with the needs of the families and their youth.

Interventions are approached from a perspective of lived experience and mutuality, building family recovery, empowerment, and self-efficacy. Interventions are based
upon respect and honest dialogue. The unique mutuality of the service allows the sharing of personal experience including modeling family recovery, respect, and
support that is respectful of the individualized journey of a family’s recovery. Equalized partnership must be established to promote shared decision making while
remaining family centered. All aspects of the intervention acknowledge and honor the cultural uniqueness of each family and the many pathways to family recovery.

One of the primary functions of the Parent Peer Support service is to promote family/youth recovery. While the identified youth is the target for services, recovery is
approached as a family journey towards self-management and developing the concept of wellness and functioning while actively managing a chronic behavioral health
condition, which enable the youth to be supported in wellness within his/her family unit. Families are supported in learning to live life beyond the identified behavioral
health condition, focusing on identifying and enhancing the strengths of their family unit as supporters of the youth. As a part of this service intervention, a CPS-P will
articulate points in their own recovery stories that are relevant to the obstacles faced by the family of consumers of behavioral health services and promote personal
responsibility for family recovery as the youth/family define recovery.

The CPS-P focuses on respectful partnerships with families, identifying the needs of the parent/caregiver and helping the parent recognize self-efficacy while building
partnership between families, communities and system stakeholders in achieving the desired outcomes. This service provides the training and support necessary to
promote engagement and active participation of the family in the supports/treatment/recovery planning process for the youth and assistance with the ongoing
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implementation and reinforcement of skills learned throughout the treatment/support process. PPS is a supportive relationship between a parent/guardian and a CPS-P
that promotes respect, trust, and warmth and empowers youth/families to make choices and decisions to enhance their family recovery.

The following are among the wide range of specific interventions and supports which are expected and allowed in the provision of this service:

Assisting families in gaining skills to promote the families’ recovery process (e.g., self-advocacy, developing natural supports, etc.);

Support family voice and choice by assisting the family in assuming the lead roles in all multi-disciplinary team meetings;

Listening to the family’s needs and concerns from a peer perspective, and offering suggestions for engagement in planning process;

Providing ongoing emotional support, modeling and mentoring during all phases of the planning services/support planning process;

Promoting and planning for family and youth recovery, resilience and wellness;

Working with the family to identify, articulate and build upon their strengths while addressing their concerns, needs and opportunities;

Helping families better understand choices offered by service providers, and assisting with understanding policies, procedures, and regulations that impact the

identified youth while living in the community;

8. Ensuring the engagement and active participation of the family and youth in the planning process and guiding families toward taking a pro-active and self-
managing role in their youth's treatment;

9. Assisting the family with the acquisition of the skills and knowledge necessary to sustain an awareness of their youth's needs as well as his/her strengths and the
development and enhancement of the family's unique problem-solving skills, coping mechanisms, and strategies for the youth's illness/symptom/behavior
management;

10. Assisting the parent in coordinating with other youth-serving systems, as needed, to achieve the family/youth goals;

11. As needed, assisting communicating family needs to multi-disciplinary team members, while also building the family skills in self-articulating
needs/desires/preferences for treatment and support with the goal of full family-guided, youth-driven self-management;

12. Supporting, modeling, and coaching families to help with their engagement in all health-related processes;

13. Coaching parents in developing systems advocacy skills in order to take a proactive role in their youth's treatment and to obtain information and advocate with all
youth-serving systems;

14. Cultivating the parent/guardian’s ability to make informed, independent choices including a network for information and support which will include others who have
been through similar experiences;

15. Building the family skills, knowledge, and tools related to the identified condition/related symptoms so that the family/youth can assume the role of self-monitoring
and self-management;

16. Assisting the family in understanding:

e Various system processes, how these relate to the youth’s recovery process, and their valued role (e.g. crisis planning, IRP process);

o What a behavioral health diagnosis means and what a journey to recovery may look like; and

o The role of services/prescribed medication in diminishing/managing the symptoms of that condition and increasing resilience and functioning in living with
that condition;

17. Empowering the family on behalf of the recipient; providing information regarding the nature, purpose and benefits of all services; providing interventions and
support; and providing overall support and education to a caregiver to ensure that he or she is well equipped to support the youth in service transition/upon
discharge and have natural supports and be able to navigate service delivery systems;

18. Identifying the importance of Self Care, addressing the need to maintain family whole health and wellness in order to ultimately support the youth with a behavioral
health condition;

19. Assisting the family in self-advocacy promoting family-guided, youth-driven services and interventions;

20. Drawing upon their own experience, helping the family/youth find and maintain hope as a tool for progress towards recovery; and

21. Assisting youth and families with identifying goals, representing those goals to the collaborative, multi-disciplinary treatment team, and, together, taking specific
steps to achieve those goals.

Noookowd =
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1. PPSis targeted to the parent/guardian of youth/young adults who meet the following criteria:
a. Individual is 21 or younger; and
b. Individual has a substance related condition and/or mental iliness; and two or more of the following:
i. Individual and his/her family needs peer-based recovery support for the acquisition of skills needed to engage in and maintain youth/family recovery;
Admission or
Criteria ii. Individual and his/her family need assistance to develop self-advocacy skills to achieve self-management of the youth’s behavioral health status; or
jii. Individual and his/her family need assistance and support to prepare for a successful youth work/school experience; or
iv. Individual and his/her family need peer modeling to increase responsibilities for youth/family recovery.
2. For the purposes of this service, "family" is defined as the person(s) who live with or provide care to the targeted youth, and may include a parent, guardians, other
caregiving relatives, and foster caregivers.

1. Individual continues to meet admission criteria; and

gﬁtn;'r?:mg Sty Progress notes document parent/guardian progress relative to goals which the youth/family identified in the Individualized Recovery Plan, but treatment/recovery
goals have not yet been achieved.
1. An adequate continuing recovery plan has been established; and one or more of the following:
Discharge a. Goals of the Individualized Recovery Plan have been substantially met; or
Criteria b. Individual served/family requests discharge; or
c. Transfer to another service/level is more clinically appropriate.
1. "Family” or “caregiver” does not include individuals who are employed to care for the member (excepting individuals who are identified as a foster parent).
2. General support groups which are made available to the public to promote education and advocacy do not qualify as Parent Peer Support.
Senvi 3. If there are siblings of the targeted youth for whom a need is specified, this service is not billable unless there is applicability to the targeted youth/family.
ervice . . ) . S A . 7 . .
Exclusions 4. Th|§ unique billable service may npt be billed forl youth who rle3|des in alcongrege}te setting in which the caregivers are paid in a parental role (suph as child caring
institutions, 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.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a behavioral health condition overlaying the
Exclusions diagnosis: Developmental Disability, Autism, Neurocognitive Disorder, or Traumatic Brain Injury.
1. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about the person-centered interactions
offered by the Certified Peer Specialist(s).
2. The operating agency shall have an organizational plan which articulates the following agency protocols:
a. PPS cannot operate in isolation from the rest of the programs/services within the agency or affiliated organization or from other health providers.
b. CPS-Ps providing this service are supported through a myriad of agency resources (e.g., Supervisors, internal agency 24/7 crisis resources, external crisis
e resources, etc.) in responding to youth/family griges. . . o ‘
Components 3. The CPS-P shall be empowered to convene multidisciplinary team meetings regarding a participating individual's needs and desires.

4. Contact must be made with the individual receiving PPS 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 depending on the individual's support needs and documented preferences.

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

6. The CPS-P must be allowed to participate as an equal practitioner partner with all staff in multidisciplinary team meetings.
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1. Services must be provided by a CPS-P;

2. Parent Peer Support services are provided in a structured 1:1 CPS to family-served ratio;

3. A CPS-P must receive ongoing and regular supervision by an independently licensed practitioner to include:
a. Supervisor's availability to provide backup, support, and/or consultation to the CPS-P as needed.

gtafﬁr)g ‘ b. The partnership between the Supervisor and CPS-P in collaboratively assessing fidelity to the service definition and addressing implementation
equirements successes/challenges.
4, A CPS-P cannot provide this service to his/her own youth and/or family or to an individual with whom he/she is living; and
5. A CPS-P cannot exceed a caseload of 30 families and shall be defined by the providing agency based upon the clinical and functional needs of the youth/families
served.
Clinical 1. CPS-Ps who deliver PPS shall be involved in proactive multi-disciplinary planning to assist the youth/family in managing and/or preventing crisis situations.
Operations 2. PPS is goal-oriented and is provided in accordance with the youth's collaborative and comprehensive IRP.
1. PPS may be provided at a service site, in the recipient’s home, or in any community setting appropriate for providing the services as specified in the recipient’s
behavioral health recovery plan; via phone (although 50% must be provided face to face, telephonic contacts are limited to 50%).
2. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:
Senvi o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
ervice . .
Accessibity of interpreters; and/or

o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to
the use of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the
practitioner's/agency’s convenience or preference.

Documentation | 1.  CPS-Ps must comply with all required documentation expectations set forth in this manual.

Requirements 2. CPS-Ps must comply with any data collection expectations in support of the program’s implementation and evaluation strategy.

Billing & When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
Reporting code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
Requirements

Structured Residential Supports

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

Residential Child Program H0043 | HA As negotiated

Unit Value 1 day Utilization Criteria

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 use, 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.

Service
Definition
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Structured Residential Supports

Services are delivered to youth according to their specific needs. Individual and group activities and programming must consist of services to develop skills in functional
areas that interfere with the ability to live in the community, participate in educational activities; develop or maintain social relationships; or participate in social,
interpersonal, recreational or community activities.

Rehabilitative services must be provided in a licensed residential setting with no more than 16 individuals and must include supportive counseling, psychotherapy and
adjunctive therapy supervision, and recreational, problem solving, and interpersonal skills development. Residential supports must be staffed 24 hours/day, 7
days/week.

1. Youth must have symptoms of a SED or a substance related disorder; and one or more of the following:

a. Youth’s symptoms/behaviors indicate a need for continuous monitoring and supervision by 24-hour staff to ensure safety; or

Admission b.  Youth/family has insufficient or severely limited skills to maintain an adequate level of functioning, specifically identified deficits in daily living and social
Criteria skills and/or community/family integration; or
¢.  Youth has adaptive behaviors that significantly strain the family’s or current caretaker’s ability to adequately respond to the youth’s needs; or
d. 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.
Discharae 1. Youth/family requests discharge; or
Criteri 9 2. Youth has acquired rehabilitative skills to independently manage his/her own housing; or
riteria . . , o
3. Transfer to another service is warranted by change in youth’s condition.
Service . - I .
Exclusions Cannot be billed on the same day as Crisis Stabilization Unit.
1. Severity of identified youth issues precludes provision of services in this service.
o 2. Youth with the following conditions are excluded from admission unless there is clearly documented evidence of psychiatric condition overlaying the diagnosis:
Clinical . . A, . N
Exclusions InteIqutual/l;)evelopmental Dlsapllltles, Autism, Neurocogpltlve DlsorderI, or Traumatic Brain lIn;ury. ' ' . '
3. Youth is actively using unauthorized drugs or alcohol (which should not indicate a need for discharge, but for a review of need for more intensive services).
4. Youth can effectively and safely be supported with a lower intensity service.
1. The organization must have an executive director or program director charged with the responsibility for day-to-day management of the organization.
2. If applicable, the organization must be licensed by the Georgia Department of Human Services/CCl or the Department of Community Health/HRF to provide
Required residential services to youth with SED and/or substance use disorder diagnosis. If the agency does not have a license/letter from either the DHS/CCI or DCH/HFR
Components related to operations, there must be enough administrative documentation to support the non-applicability of a license.
3. The residential program must provide a structured and supported living environment 24 hours a day, 7 days a week.
4. Structured Residential Supports must provide at least 5 hours per week of structured programming and/or services.
1. Any Level 5 and higher practitioner may provide all Residential Rehabilitation Services.
2. If applicable, facilities must comply with any staffing requirements set forth for mental health and substance abuse facilities by the Department of Community
Health, Healthcare Facilities Regulation Division (see Required Components, ltem 2 above).
3. Anindependently licensed practitioner or SUD credentialed practitioner (MAC, CAADC, CAC-II, or GCADC-II or -Ill) must provide clinical supervision for Residential
Staffing Support Services. Thi is available fi ies 24 hours/7 d k
Requirements upport Services. This person is available for emergencies 24 hours/7 days a week.

4. 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.

5. The organization must have a mechanism for ongoing monitoring of staff licensure, certification, or professional registration such as an annual confirmation process
concurrent with a performance evaluation that includes repeats of screening checks outlined above.
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Structured Residential Supports

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.

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

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

Add’l Medicaid
Requirements

This is not a Medicaid-billable service.

Documentation
Requirements

1.

3.

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

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

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

Facilities
Management

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

Sk wh =

© N

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

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

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

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

The organization must comply with the Americans with Disabilities Act.

The organization must maintain a written evacuation plan to be used in the case of fire or other disaster. An appropriate written certificate of compliance must be
obtained indicating that all applicable fire and safety code requirements have been satisfied. Periodic fire 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 meet all applicable federal, state, and local regulations for
adequacy of construction, safety, sanitation, and health.

Billing &
Reporting
Requirements

Span billing may occur for this service, meaning the start and end date are not the same on a given service claim line); however, spans cannot cross months (e.g. start
date and end date must be within the same month).

Substance Abuse Intensive Out

Transaction
Code

atient Program: Adolescent |
Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod Rate
1 2 3 4 1 2 3 4
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b. Youth's problems have diminished in such a way that they can be managed through less intensive services; or

St Child Program, Hoo1s | HA | U3 | U6 2640 | Child Program, H0015 | HA | U3 | U7 33.00
Pr%gfalrﬁn Practitioner Level 3, In-Clinic ' Practitioner Level 3, Out-of-Clinic )
Child Program, Child Program,
Practitioner Level 4, In-Clinic H0OT5 | HA | U4 | UB 17.12 Practitioner Level 4, Out-of-Clinic HOOTS | HA | U4 ) U7 21.64
Child Program, Child Program,
Practitioner Level 5, In-Clinic H0015 | HA | US | US 13.20 Practitioner Level 5, Out-of-Clinic H0015 | HA | US| U7 16.12
Unit Value 1 hour Utilization Requirements TBD
An outpatient approach to treatment services for adolescents 13 - 17 years old who require structure and support to achieve and sustain recovery, focusing on early
recovery skills; including the negative impact of substances, tools for developing support, and relapse prevention skills.
gerwgg Through the use of a multi-disciplinary team, medical, therapeutic and recovery supports are provided in a coordinated approach to access and treat youth with
efinition . . . S e . o . . . . .
substance use disorders in scheduled sessions, utilizing the identified components of the service guideline. This service can be delivered during the day or evening
hours to enable youth to maintain residence in their community, continue work or thrive in school. The duration of treatment should vary with the severity of the youth's
illness and response to treatment based on the individualized treatment plan, utilizing the best/evidenced based practices for the service delivery and support.
1. A DSM diagnosis of Substance Use Disorder or a Substance Use Disorder with a co-occurring DSM diagnosis of mental iliness and/or IDD; and
2. Youth 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. The youth is currently able to maintain behavioral stability for more than a 72-hour period, as evidenced by distractibility, negative emotions, or generalized
anxiety; or
b. There is a likelihood of drinking or drug use without close monitoring and structured support; or
c. The substance use is incapacitating, destabilizing or causing the youth anguish or distress and the youth demonstrates a pattern or alcohol and/or drug use
Admission that has resulted in a significant impairment of interpersonal occupational and/or educational; or
Criteria d. The youth’s substance use history after previous treatment indicates that provision of outpatient services alone (without an organized program model) is not
likely to result in the youth’s ability to maintain sobriety; or
e. There is a reasonable expectation that the youth can improve demonstrably within 3-6 months; or
f.  The youth is assessed as needing ASAM Level 2 or 3.1; or
g. The youth 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
h.  The youth is not actively suicidal or homicidal, and the youth'’s crisis, and/or inpatient needs (if any) have been met prior to participation in the program.
1. The youth’s condition continues to meet the admission criteria; or
2. Progress notes document progress in reducing use of substances; developing social networks and lifestyle changes; increasing educational, vocational, social
and interpersonal skills; understanding substance use disorders; and/or establishing a commitment to a recovery and maintenance program, but the overall goals
Continuing Stay of the recovery plan have not been met; or
Criteria 3. There is a reasonable expectation that the youth can achieve the goals in the necessary reauthorization time frame; or
4.  The 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
. Youth’s substance seeking behaviors, while diminishing, have not been reduced sufficiently to support function outside of a structure treatment environment.
, 1. An adequate continuing care or discharge plan is established, and linkages are in place; and one or more of the following:
Discharge . .
Criteria a. Goals of the treatment plan have been substantially met; or
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c¢.  Youth recognizes severity of his/her drug/alcohol usage and is beginning to apply skills necessary to maintain recovery by accessing appropriate
community supports; or
d. Clinical staff determines that youth no longer needs ASAM Level 2 and is now eligible for aftercare and/or transitional services; OR
2. Transfer to a higher level of service is warranted by the following:
a. Change in the youth’s condition or nonparticipation; or
b. Youth refuses to submit to random drug screens; or
c¢.  Youth exhibits symptoms of acute intoxication and/or withdrawal or
d. Youth requires services not available at this level; or
e. Youth has consistently failed to achieve essential recovery objectives despite revisions to the individualized treatment plan and advice concerning the
consequences or
f.  Youth continues alcohol/drug use to such an extent that no further process is likely to occur.
1. Service elements included within SAIOP include counseling, group outpatient services, family outpatient services, and community support. Therefore, it is
Service expected that these services are not generally ordered/authorized/provided outside of SAIOP. Any exception must be clinically justified in the medical record and
Exclusions may be subject to scrutiny by the ASO. Exceptions in offering these services external to SAIOP include scenarios where there are sensitive and targeted clinical
issues to be addressed that require a specialized intervention or privacy (e.g., sexual abuse, criminal justice system involvement, etc.). When an exception is
clinically justified, services must not duplicate interventions provided by SAIOP.
Clinical 1. Youth mgnifests overt physiglogical withdrawal symptoms. . . . o -
Exclusions 2. Youth with any of the following unless there is clearly documented evidence of a Substance Use Disorder: Autism, Developmental Disabilities, Neurocognitive
Disorder, Traumatic Brain Injury.

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

2. The program provides structured treatment or therapeutic services, utilizing activity schedules as part of its operational method, i.e., plans or schedules of days or
times of day for certain activities.

3. These services should be scheduled and available at least 3 hours per day, 4 days per week (12 hrs. /week), with no more than 2 consecutive days without service
availability for high need youth (ASAM Level 2.1).

4. The program utilizes methods, materials, settings, and outside resources appropriate to the developmental and cognitive levels, capabilities, age, gender, and
culture of participants.

5. The program utilizes methods, materials, approaches, activities, settings, and outside resources appropriate for and targeted to youths with co-occurring disorders
of mental illness and substance use and targeted to youths with co-occurring developmental disabilities and substance use when such youths are referred to the
program.

. 6. The program will work with the family to develop responsive and flexible recovery resources that facilitate community-based interventions and supports that
Required . - .
Components correspond ywth thg needs of thg fam|l|es and thg|r yquth. . . . . . .

7. Drug screening/toxicology examinations are required in accordance with HFR requirements but are not billable to DBHDD as components of this service benefit.

8. The program is provided over a period of several weeks or months and often follows withdrawal management or residential services and should be evident in the
individual youth records.

9. This service must operate at an established site approved to bill Medicaid for services. However, limited individual or group activities may take place off-site in
natural community settings as is appropriate to each youth’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 youth 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 as billable hours for any individual outpatient services, nor may billing related to these meetings be counted beyond the basic introduction of a
youth to the NA/AA experience.).

10. This service may operate in the same building as other services; however, there must be a distinct separation between services in staffing, program description,
and physical space during the hours the SA Intensive Outpatient Services is in operation.
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11. 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 youths’ use within the
Substance Abuse Intensive Outpatient program must not be substantially different from that provided for other uses for similar numbers of youth.

Staffing
Requirements

1. The program must be under the clinical supervision of an LCSW, LPC, LMFT, MAC, CAADC, GCADC-II/-IIl, or CAC-Il, who is onsite a minimum of 50% of the
hours the service is in operation.
2. Services must be provided by staff who are:

a. Level 3: LCSW, LPC, LMFT, MAC, CAADC, GCADC-Il or -IIl, or CAC-II.

b. Level 4: APC, LMSW, LAPC, LAMFT, GCADC-I (with Bachelor's Degree), CAC-I (with Bachelor’'s Degree), CPS-AD (with Bachelor’s Degree),
Paraprofessional (with Bachelor's Degree), and Certified Alcohol and Drug Counselor-Trainee/Counselor in Training (with Bachelor's Degree and under
supervision).

c. Level 5: Under the supervision of an LCSW, LPC, or LMFT (for SUD practitioners, an LCSW, LPC, LMFT, MAC, CAADC, GCADC-II/-lll, or CAC-II):
Paraprofessionals (without Bachelor's Degree), GCADC-I (without Bachelor's Degree), CAC-I (without Bachelor’'s Degree), CPS-AD (without Bachelor's
Degree).

3. Programs must have documentation that there is one Level 4 staff (excluding Certified Alcohol and Drug Counselor-Trainee/Counselor in Training) 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 youth

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.

4. There must be at least a Level 4 on-site at all times the service is in operation, regardless of the number of youth participating.

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

6. 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. An appropriate member of the medical staff pursuant to the Medical Practice Act of 2009, Subsection 43-34-23 Delegation of Authority to Nurse and
Physician Assistant is responsible for substance use disorder 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.

7. 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.

o

Clinical
Operations

1. Itis expected that the C&A Community Transition Planning for less intensive service will begin at the onset of these services. Documentation must demonstrate this
planning.

2. Ayouth may have variable length of stay. The level of care should be determined as a result of the youths’ multiple assessments. It is recommended that youth attend at a

frequency appropriate to their level of need. Ongoing clinical assessment should be conducted to determine step down in level of care.

3. Each youth should participate in setting individualized goals for themselves and in assessing their own skills and resources related to sobriety, use, and maintaining
recovery. Goals are set by exploring strengths and needs in the youth's living, learning, social, and working environments. Provision of services may take place
individually or in groups.

4. Each individual youth must be provided assistance in the development/acquisition of needed skills and resources necessary to achieve sobriety and/or reduction in use
and maintenance of recovery.

5. The Adolescent Substance Abuse Intensive Outpatient Program must offer a range of skill-building and recovery activities within the program.

6. The Adolescent Substance Abuse Intensive Outpatient Program will include, but are not limited, to the following:

a.  Age appropriate Psycho-educational activities focusing on substance use disorder prevention, the health consequences of substance use disorders, and recovery

b.  Therapeutic group treatment and counseling
c.  Leisure and social skill-building activities without the use of substances
d.  Helping the family identify natural supports for the youth and self-help opportunities for the family
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Individual counseling
Individualized treatment, service, and recovery planning
Linkage to health care
Family skills development and engagement
AD Support Services
Vocational readiness and support
Service coordination unless provided through another service provider
7. Assessment and reassessment (included in the programmatic model, but billed as discrete services) will include:
a.  Behavioral Health Assessment
b.  Psychiatric Treatment
¢.  Nursing Assessment
d.  Diagnostic Assessment
e.  Medication Administration
8. The program must have an Adolescent Substance Abuse Intensive Outpatient Services Organizational Plan addressing the following:
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 including access medical and evaluation staff as needed including access medical and evaluation staff as needed.
How the activities listed above in ltems 4 and 5 will be offered and/or made available to those youth who need them, including how that need will be determined.
How assessments will be conducted.
How staff will be trained in the administration of substance use disorder services and technologies.
How staff will be trained in the recognition and treatment of substance use disorders in an adolescent population.
How staff will be trained in the recognition and treatment of co-occurring disorders of mental illness & substance use pursuant to the best practices.

How services for youth with co-occurring disorders will be flexible and will include services and activities addressing both mental health and substance use issues
of varying intensities and dosages based on the symptoms, presenting problems, functioning, and capabilities of such youth.

How youth 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 reflected in Guiding Principles Regarding Co-Occurring Mental Health and Addictive Diseases Disorders, 04-109.

l. How services will be coordinated with the substance use array of services including assuring or arranging for appropriate referrals and transitions, and

m. How the requirements in these service guidelines will be met.

T oK o

T T Se e aooTo

=~

Service 1. The program is to be available at least 4 days per week to allow youth access to support and treatment within the youth’s community, school, and family.
Accessibility 2. Program hours are to be published and distributed to all individuals served (and updated/redistributed as needed).

1. Every admission and assessment must be documented.

2. Daily notes must include time in/time out in order to justify units being utilized.

3. Progress notes must include written daily documentation of groups, important occurrences; level of functioning; acquisition of skills necessary for recovery;

progress on goals identified in the IRP including acknowledgement of substance use disorder, progress toward recovery, use, reduction and/or abstinence; use of

Documentation drug.screening results by staff; and.evalluat.ion of service effectiveness. _ . . . . _
Requirements 4. Provider shall only document and bill units in which the youth was actively engaged in services. Meals and breaks must not be included in the reporting of units of

service delivered. Should a youth leave the program or receive other services during the range of documented time in/time out for Adolescent SAIOP hours, the
absence should be documented.

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

6. Program hours are to be published and updated as needed in the program’s administrative record so as to be available to any external reviewers to validate billing
and claims.
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https://gadbhdd.policystat.com/policy/149272/latest/

Billing &
Reporting
Requirements

1.
2. There are some outpatient services which are required components of SAIOP but because of their frequency of use, are not practical as part of the bundled

The maximum number of units that can be billed a day for SAIOP is 5 units.

services. The following are those additional services that are to be billed unbundled as part of the SAIOP program:

Service Maximum Authorization | Daily Maximum Billable Units
Behavioral Health Assessment & Service Plan Development | 32 24
Diagnostic Assessment 4 2
Psychiatric Treatment 12 1
Nursing Assessment and Care 48 16
Interactive Complexity (as a modifier to Psychiatric 48 4
Treatment, Diagnostic Assessment, Individual
Counseling, and Group Counseling)
Community Transition Planning 50 12

The following services are included in the SAIOP and should not be requested as part of the SAIOP authorization, nor should they be ordered separately outside of
the SAIOP authorization except under special circumstances (see Service Exclusions section):

a.  Family Outpatient Services (Counseling & Training)

b.  Group Outpatient Services (Counseling & Training)

c.  Individual Counseling

d.  Community Support
Rounding is applied to the person’s cumulative hours/day at the Substance Abuse Intensive Outpatient Program (excluding non-programmatic time). The provider
shall follow the guidance in the rounding policy included in this Provider Manual, and, specific to this service, the person served must have participated in at least
50% of the hour in order to bill for one unit of this service. For instance, if an individual participates in the program from 9:00 am -1:15 pm excluding a 30-minute
break for lunch, his/her participating hours are 3.75 hours. The rounding policy is applied to the .75 hour and the units billed for that day are 4 units. Practitioner
type must still be addressed and so those 4 units must be adequately assigned to either a U3, U4 or U5 practitioner type as reflected in the log for that day’s
activities.
Approved providers of this service may submit claims/encounters for the unbundled services listed in the table above, up to the daily maximum amount for each
service. Program expectations are that these complementary services follow the content of this Service Guideline as well as the clearly defined service group
elements.

Services authorized via the SAIOP Type of Care are only billable during the designated programmatic hours. If an individual needs additional service time outside
the designated programmatic hours or needs services other than the designated programmatic services, AND the provider is enrolled to provide those services,
the services are to be separately ordered and authorized (for example, services through the Non-Intensive Outpatient Type of Care).

Youth Peer Support - Grou

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

Peer Support Practitioner Level 4, In-Clinic H0038 | HA | HQ | U4 | U6 | $17.72 | Practitioner Level 4, Out-of-Clinic | H0038 | HA | HQ | U4 | U7 | $21.64
Services Practitioner Level 5, In-Clinic H0038 | HA | HQ | U5 | U6 | $13.20 | Practitioner Level 5, Out-of-Clinic | H0038 | HA | HQ | U5 | U7 | $16.12
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Youth Peer Support - Group

Unit Value

1 hour Utilization Criteria TBD

Service
Definition

Youth Peer Support (YPS-G) is a strength-based rehabilitative service provided to youth/young adults that is expected to increase the youth/family’s capacity to function
within their home, school, and community while promoting recovery. These services are rendered by a CPS-Y (Certified Peer Support — Youth) who is performing the
service within the scope of their knowledge, lived-experience, and education. The service exists within a system of care framework and enables timely response to the
needs of the youth and all family members across several life domains, incorporating formal and informal supports, and developing realistic intervention strategies that
complement the youth/family natural environment.

The services are geared toward promoting self-empowerment of the youth, enhancing community living skills, and developing natural supports through the following
interventions:
a. Through positive relationships with health providers, promoting access and quality services to the youth/young adults and family.
b. Assisting with identifying other community and individual supports that can be used by the youth/young adult to achieve their goals and objectives; these can
include friends, relatives, and/or religious affiliations.
c. Assisting the youth/young adult and family accessing strength-based behavioral health, social services, educational services and other supports and resources
required to assist the family to attain its vision/goals/objectives including:
i.  Helping the youth/young adult identify natural supports that exist for the family; and
ii.  Working with youth/young adults to access supports which maintain youth in the least restrictive setting possible; and
ii.  Working with the youth to ensure that they have a choice in life aspects, sustained access to an ownership of their IRP and resources developed.
d. In partnership with the multi-disciplinary team, working with the provider community to develop responsive and flexible resources that facilitate community-
based interventions and supports that correspond with the needs of the youth/young adult and their family.

Interventions are approached from a perspective of lived experience and mutuality, building youth recovery, empowerment, and self-efficacy. Interventions are based
upon respect and honest dialogue. The unique mutuality of the service allows the sharing of personal experience including modeling youth recovery, respect, and
support that is respectful of the individualized journey of a family’s recovery. Equalized partnership must be established to promote shared decision making while
remaining family centered. All aspects of the intervention acknowledge and honor the cultural uniqueness of each family and the many pathways to family recovery.

One of the primary functions of the Youth Peer Support service is to promote family/youth recovery. While the identified youth is the target for services, recovery is
approached as a family journey towards self-management and developing the concept of wellness and functioning while actively managing a chronic behavioral health
condition, which enable the youth to be supported in wellness within his/her family unit. Youth are supported by the CPS-Y and by participating group members in
learning to live life beyond the identified behavioral health condition, focusing on identifying and enhancing their individual strengths as well as the strengths of their
family unit as supporters of the youth. As a part of this service intervention, a CPS-Y will articulate points in their own recovery stories that are relevant to the obstacles
faced by the youth/young adult of consumers of behavioral health services and promote personal responsibility for individual recovery as the youth/family define
recovery.

The group focuses on building respectful partnerships with youth/young adult members, identifying the needs, and helping the youth/young adult recognize self-efficacy
while building partnership between families, communities and system stakeholders in achieving the desired outcomes. This service provides the training and support
necessary to promote engagement and active participation of the youth/young adult in the supports/treatment/recovery planning process for the youth and assistance
with the ongoing implementation and reinforcement of skills learned throughout the treatment/support process. YPS is a supportive relationship between a youth/young
adult and a CPS-Y that promotes respect, trust, and warmth and empowers the group participants to make choices and decisions to enhance their family recovery.

The following are among the wide range of specific interventions and supports which are expected and allowed in the provision of this service:
a. Facilitating peer support in and among the participating group youth/young adult members;
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Youth Peer Support - Group

b. Assisting youth/young adults in gaining skills to promote their recovery process (e.g., self-advocacy, developing natural supports, etc.);

Support youth/young adult voice and choice by assisting the family in assuming the lead roles in all multi-disciplinary team meetings;

Listening to the youth/young adults needs and concerns from a peer perspective, and offering suggestions for engagement in planning process;

Providing ongoing emotional support, modeling and mentoring during all phases of the planning services/support planning process;

Promoting and planning for family and youth recovery, resilience and wellness;

Working with the youth/young adult to identify, articulate and build upon their strengths while addressing their concerns, needs and opportunities;

Helping youth/young adults better understand choices offered by service providers, and assisting with understanding policies, procedures, and regulations
that impact the identified youth while living in the community;

i.  Ensuring the engagement and active participation of the family and youth in the planning process and guiding youth/young adult toward taking a pro-active
and self-managing role in their treatment;

j- Assisting the youth/young adult with the acquisition of the skills and knowledge necessary to sustain an awareness of their needs as well as his/her strengths
and the development and enhancement of the family's unique problem-solving skills, coping mechanisms, and strategies for the youth's
illness/symptom/behavior management;

k. Assisting the youth/young adult and family participants in coordinating with other youth-serving systems, as needed, to achieve the youth/family goals;

I As needed, assisting communicating youth/young adult and family needs to multi-disciplinary team members, while also building the youth/young adult and
family skills in self-articulating; needs/desires/preferences for treatment and support with the goal of full family-guided, youth-driven self-management;

m. Supporting, modeling, and coaching youth/young adult to help with their engagement in all health-related processes;

n. Coaching youth/young adults in developing systems advocacy skills in order to take a proactive role in their treatment and to obtain information and advocate
with all youth-serving systems;

0. Cultivating the youth/young adult ability to make informed, independent choices including a network for information and support which will include others who
have been through similar experiences;

p. Building the youth/young adult skills, knowledge, and tools related to the identified condition/related symptoms so that the youth/family can assume the role
of self-monitoring and self-management; and

g. Assisting the youth/young adult participants in understanding:

i.  Various system processes, how these relate to the youth’s recovery process, and their valued role (e.g. crisis planning, IRP process);
ii. Whata behavioral health diagnosis means and what a journey to recovery may look like;
iii. — The role of services/prescribed medication in diminishing/managing the symptoms of that condition and increasing resilience and functioning in living
with that condition;

r.  Empowering the youth/young adult and family on behalf of the recipient; providing information regarding the nature, purpose and benefits of all services;
providing interventions and support; and providing overall support and education to the youth/young adult and family to ensure that they are well equipped to
support the youth in service transition/upon discharge and have natural supports and be able to navigate service delivery systems;

s. Identifying the importance of Self Care, addressing the need to maintain family whole health and wellness in order to ultimately support the youth with a
behavioral health condition;

t.  Assisting the participants in self-advocacy promoting family-guided, youth-driven services and interventions;

u. Drawing upon their own experience, helping the youth/family find and maintain hope as a tool for progress towards recovery; and

v. Assisting youth and families with identifying goals, representing those goals to the collaborative, multi-disciplinary treatment team, and, together, taking
specific steps to achieve those goals.

1. YPS s targeted to the youth/young adults who meet the following criteria:

Admission a. Individual is 20 or younger; and

Criteria b. Individual has a substance related condition/challenge and/or mental iliness; and two or more of the following:

i. Individual and his/her family needs peer-based recovery support for the acquisition of skills needed to engage in and maintain youth/family recovery; or

S@ ~o oo
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ii. Individual and his/her family need assistance to develop self-advocacy skills to achieve self-management of the youth’s behavioral health status; or
iii. Individual and his/her family need assistance and support to prepare for a successful youth work/school experience; or
iv. Individual and his/her family need peer modeling to increase responsibilities for youth/family recovery.
2. For the purposes of this service, "family" is defined as the person(s) who live with or provide care to the targeted youth, and may include a parent, guardians, other
caregiving relatives, and foster caregivers.
S 1. Individual continues to meet admission ‘criteria; and . . S o
Stay Criteria 2. Progress notes document parent/guardian progress relative to goals which the youth/family identified in the Individualized Recovery Plan, but treatment/recovery
goals have not yet been achieved.
1. An adequate continuing recovery plan has been established; and one or more of the following:
Discharge a. Goals of the Individualized Recovery Plan have been substantially met; or
Criteria b. Individual served/family requests discharge; or
c. Transfer to another service/level is more clinically appropriate.
1. "Family” or “caregiver” does not include individuals who are employed to care for the member (excepting individuals who are identified as a foster parent).
2. This unique billable service may not be billed for youth who resides in a congregate setting in which the caregivers are paid in a parental role (such as child caring
, institutions, 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
Service . o . . . . . . . ) Co .
Exclusions yog.th were preparing for transition back tq a S|ngle-f§m|ly un|tl, the famlly member is preseqt during the intervention, gnd 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.
3. General support groups which are made available to the public to promote education and advocacy do not qualify as Parent Peer Support.
4. Ifthere are siblings of the targeted youth for whom a need is specified, this service is not billable unless there is applicability to the targeted youth/family.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a behavioral health condition overlaying the
Exclusions diagnosis: Developmental Disability, Autism, Neurocognitive Disorder, or Traumatic Brain Injury.
1. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about the person-centered interactions
offered by the Certified Peer Specialist(s), while also respecting the group dynamics.
2. The operating agency shall have an organizational plan which articulates the following agency protocols:

: a.  YPS cannot operate in isolation from the rest of the programs/services within the agency or affiliated organization or from other health providers;
Required b.  CPS-Ys providing this servi rted through a myriad of Supervisors, internal 2417 crisi ternal
Components . PS-Ys providing this service are supported through a myriad of agency resources (e.g. Supervisors, internal agency crisis resources, externa

crisis resources, etc.) in responding to youth/family crises.
3. The CPS-Y shall be empowered to convene multidisciplinary team meetings regarding a participating individual's needs and desires as they become known in the
group setting.
4.  The CPS-Y must be allowed to participate as an equal practitioner partner with all staff in multidisciplinary team meetings.
1. Direct services must be provided by a CPS-Y;
2. Youth Peer Support services are provided in a structured 1:15 CPS to participant ratio;
3. A CPS-Y must receive ongoing and regular supervision by an independently licensed practitioner to include:
Staffing a.  Supervisor’s availability to provide backup, support, and/or consultation to the CPS-Y as needed;
Requirements b.  The partnership between the Supervisor and CPS-Y in collaboratively assessing fidelity to the service definition and addressing implementation
successes/challenges;
4,  When a CPS-P is also providing a service to the parents/guardians of the youth/young adult, these identified CPSs shall coordinate to reinforce various aspects of
the youth’s IRP.
5. A CPS-Y cannot provide this service to his/her own youth and/or family or to an individual with whom he/she is living.
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Clinical CPS-Ys who deliver YPS shall be involved in proactive multi-disciplinary planning to assist the youth/family in managing and/or preventing crisis situations;
Operations 2. YPS is goal-oriented and is provided in accordance with the youth's collaborative and comprehensive IRP.

Service 1. YPS may be provided at a service site, in the recipient’s home, or in any community setting appropriate for providing the services as specified in the recipient’s
Accessibility behavioral health recovery plan; via telephone (although 50% must be provided face to face, telephonic contacts are limited to 50%).

Documentation | 1. CPS-Ys must comply with all required documentation expectations set forth in this manual.

Requirements | 2. CPS-Ys must comply with any data collection expectations in support of the program’s implementation and evaluation strategy.

Code Detail Code

Transaction Code Detail
Code 1 2 3

Practitioner Level 4, In-Clinic HO0038 | HA | U4 U6

H0038
H0038

Practitioner Level 4, Out-of-Clinic

Peer Supports | Practitioner Level 5, In-Clinic HO038 | HA | U5 | U6 Practitioner Level 5, Out-of-Clinic

Practitioner Level 4, Via interactive

Practitioner Level 5, Via

audio and video telecommunication | H0038 | GT | HA | U4 20.30 | interactive audio and video H0038 GT HA us
systems telecommunication systems
Unit Value 15 minutes Utilization Criteria TBD

Youth Peer Support-Individual (YPS-I) is a strength-based rehabilitative service provided to youth who are living with a mental health, substance use and/or co-occurring
health condition. The one-to-one service rendered by a CPS-Y (Certified Peer Support — Youth) practitioner models recovery by using lived experience as a tool for the
service intervention within the scope of their knowledge, skills and education. This service intervention is expected to increase the targeted youth’s’ capacity to function
and thrive within their home, school, and communities of choice. The service exists within a full family-guided, youth-driven system of care framework and enables
response to the needs of the youth across several life domains, incorporating formal and informal supports, and developing realistic intervention strategies that
complement the youth’s natural resources and environment.

The services are geared toward promoting self-empowerment of the youth, enhancing community living skills, and developing/enhancing natural supports. The following

are among the wide - range of specific interventions and supports which are expected and allowed in the provision of this service:

Service 1. Promoting a service culture of respect, wellness, dignity, and strength, by changing the labels which have emerged in the system and seeing young persons as

Definition individuals who can achieve full, rich lives on their own terms;

2. Facilitating the process for the youth in his/her exploration of strengths and supports of wellness/resiliency/recovery and ultimately supporting the youth/family

voice and choice in such activities as self-advocating for needs/preferences, assuming the lead roles in multi-disciplinary team meetings, holding accountability

for his/her own health/wellness/recovery, etc.;

Drawing upon their own experience, helping the family/youth find and maintain hope as a tool for progress towards recovery;

Assisting the youth in identifying the tools of wellness/resiliency/recovery available in everyday life;

5. Creating the opportunities and dialogues to explore behavioral health, what wellness is for the specific youth and his/her family, so that the individual can
define and articulate wellness and create plans which strengthen their recovery and resilience;

6. Listening to the youth and family’s needs and concerns from a peer perspective, and offering suggestions and alternatives for youth engagement in planning
and self-direction process;

> w
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Assisting the youth and family with the acquisition of the skills and knowledge necessary to sustain an awareness of their youth's needs as well as his/her
strengths and the development and enhancement of the family's unique problem-solving skills, coping mechanisms, and strategies for the youth's
illness/symptom/behavior management; and relapse prevention;

8. Building the youth and family skills, knowledge, and tools related to the identified condition/related symptomsitriggers so that the family/youth can assume the
role of self-monitoring and self-management;

9. Through positive collaboration and relationships, promoting access and quality services for the youth/family by assisting with accessing strength-based
behavioral health/health services, social services, educational services and other supports and resources required to assist the family unit to attain its
vision/goals/objectives including:

a.  Creating early access to the messages of recovery and wellness;

b.  Helping the family identify natural supports that exist for the youth;

c.  Working with youth/young adults to access supports which maintain youth in the least restrictive setting possible;

d Working with the youth/young adult to ensure that they have choices in life aspects, sustained access to an ownership of their IRP and resources
developed;

Working with youth/young adult to provide adequate information to make healthier choices about their use of alcohol and/or other drugs;

Working with the provider community and other practitioners, the CPS-Y promotes the youth to self-advocate to:

i.  Develop responsive and flexible resources that facilitate community-based interventions;
ii.  Create a person-centered, recovery-oriented system of care plan that correspond with the needs of the youth/family;
iii. — Acknowledge the importance of Self Care, addressing the need to maintain whole health and wellness. This should include support in
building "recovery capital" (formal and informal community supports);
g.  Assisting with identifying community and individual supports (including friends, relatives, schools, religious affiliations, etc.) that can be used by the
youth to achieve his/her goals and objectives;
h.  Assisting the youth and family participants as needed in coordinating with other youth-serving systems (or at a certain age, collaboration and
engagement with adult-serving systems) to achieve the family/youth goals;

10. Provide resources and educational materials to help assist youth with understanding services, options, and treatment expectations, as well assistance with
developing wellness tools and coping skills, including:

a.  Understanding various system processes, how these relate to the youth’s recovery process, and their valued role (e.g. crisis planning, IRP process);

b.  Understanding what a behavioral health diagnosis means and what a journey to recovery may look like;

c.  The role of services/prescribed medication in diminishing/managing the symptoms of that condition and increasing resilience and functioning in living
with that condition;

11. Facilitating and creating advocacy, balance, and cohesion on the IRP support team between the youth/family served, professionals (including CPS-Ps who
may be supporting the family), and other supporting partners.

— @

Interventions are approached from a perspective of lived experience and mutuality, building the youth’s and family’s recovery, empowerment, and self-efficacy.
Interventions are based upon respect and honest dialogue. The unique mutuality of the service allows the sharing of personal experience including modeling
individual/family recovery, respect, and support that is respectful of the individualized journey of a youth's/family’s recovery. Equalized partnership must be established
to promote shared decision making while remaining youth-driven, family-centered. All aspects of the intervention acknowledge and honor the cultural uniqueness of
each youth and family and the many pathways to recovery.

One of the primary functions of the Youth Peer Support service is to promote youth and family recovery. While the identified youth is the target for services, recovery is
approached as a family journey towards self-management and developing the concept of wellness and functioning while actively managing a substance use and/or
chronic mental health condition, which enable the youth to be supported in wellness within his/her family unit. Youth are supported by the CPS-Y in learning to live life
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beyond the identified behavioral health condition, focusing on identifying and enhancing the strengths of the youth and the family unit. As a part of this service
intervention, a CPS-Y will articulate points in their own recovery stories that are relevant to overcoming obstacles faced by the youth-recipient of behavioral health
services and promote personal responsibility for recovery as the youth/family define recovery.

The CPS-Y focuses on building respectful partnerships with families, identifying the needs of the youth and helping the youth recognize self-efficacy while strengthening
good communication within the families and good partnerships with communities and system stakeholders in achieving the desired outcomes. This service provides the
training and support necessary to promote engagement and active participation of the youth in the supports/treatment/recovery planning process for the youth and
assistance with the ongoing implementation and reinforcement of skills learned throughout the treatment/support process. YPS-I provides interventions which promote
supportive relationships between a youth and a CPS-Y that promotes respect, trust, and warmth and empowers the youth to make choices and decisions to enhance
their recovery.
YPS-l is targeted to a youth who meets the following criteria:

1. Individual is age 20 or younger; and

2. Individual has a substance related condition and/or mental iliness; and two or more of the following:

éﬂgﬁ:lon a. Individual and his/her family needs peer-based recovery support for the acquisition of skills needed to engage in and maintain youth/family recovery; or
b. Individual and his/her family need assistance to develop self-advocacy skills to achieve self-management of the youth’s behavioral health status; or
c. Individual and his/her family need assistance and support to prepare for a successful youth work/school experience; or
d. Individual and his/her family need peer modeling to increase responsibilities for youth/family recovery.
S 1. Individual continues to meet admission criteria;. and . S o
Stay Criteria 2. Progress notes document youth progress relative to goals which the youth/family identified in the Individualized Recovery Plan, but treatment/recovery goals have not

yet been achieved.
An adequate continuing recovery plan has been established; and one or more of the following:
Discharge 1.Goals of the Individualized Recovery Plan have been substantially met; or
2.Individual served/family requests discharge; or

Service

E ; None
xclusions
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a behavioral health condition overlaying the
Exclusions diagnosis: Developmental Disability, Autism, Neurocognitive Disorder, or Traumatic Brain Injury.

1. Youth choice and voice are paramount to this recovery-oriented service but are considered in the context of the youth’s age, developmental stage, emerging
e empowermgnt, and famiI.y dynamics. Younger children V\(i!l be sgpported [n their articulation of needs/preferences, symptoms, feelings, status, etc. while
Components understanding the guardian’s ultimate role in some specific decision-making.

2. CPS-Ys are integral partners as the youth is considering transitions between levels of service, transitions between youth and adult services, and/or is considering a
transition out of service. The CPS-Y is not the sole supporter of this work but is a leading partner to supporting the youth's recovery transition.

1. In delivering this service, the CPS-Y role is not interchangeable with traditional staff that works from the perspective of their training and status as licensed/certified
behavioral health care providers. The CPSs have unique roles working from the perspective of "having been there." Through their lived experience with mental
health or substance use, they lend unique insight into behavioral health and what makes resilience and recovery possible for an individual experiencing one of these

Staffing chronic conditions.

Requirements | 2. CPSs have an equivalent voice with other professional practitioners and should serve as valued members of any internal or internal/external IRP support teams.

3. Supervision shall extend beyond performance oversight. For CPS-Ys, it is expected that supervision considers conducive, youth-centric environments, recovery-
oriented culture, employee development, supportive relationships, etc.

4. Supervisors must attend at least one DBHDD-required Peer Support supervisor training/year.
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1. The youth is the primary recipient of the Youth Peer Support; however, there is an expectation that the CPS-Y is working as an integral member of the supporting

8!2:;:()”3 team, specifically supporting the youth in articulating his/her own recovery goals and objectives, working closely with the CPS-P who is identified as a supporter to
the youth's family, etc.
1. YPS may be provided at a service site, in the recipient's home, or in any community setting appropriate for providing the services as specified in the recipient's
behavioral health recovery plan; via phone (although 50% must be provided face to face, telephonic contacts are limited to 50%).
2. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of
this include:
Service . th<=T use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
Accessibilty of interpreters; and/or

o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual/family must consent to the
use of this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.

Documentation | 1. CPS-Ys must comply with all required documentation expectations set forth in this manual.

Requirements | 2. CPS-Ys must comply with any data collection expectations in support of the program’s implementation and evaluation strategy.

Billing & When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the code
Reporting cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
Requirements

ADULT NON-INTENSIVE OUTPATIENT SERVICES

Addictive Diseases Support Services

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

Practitioner Level 4, In-Clinic H2015 | HF | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic | H2015 | HF | U4 | U7 . $24.36
Addictive Practitioner Level 5, In-Clinic H2015 | HF | U5 | U6 $15.13 | Practitioner Level 5, Out-of-Clinic | H2015 | HF | U5 | U7 $18.15
Diseases Practitioner Level 4, In-Clinic H2015 | HF | UK | U4 | U6 | $20.30 | Practitioner Level 4, Out-of-Clinic | H2015 | HF | UK | U4 | U7 | $24.36
Support Practitioner Level 5, In-Clinic H2015 | HF | UK | U5 | U6 | $15.13 | Practitioner Level 5, Out-of-Clinic | H2015 | HF | UK | U5 | U7 | $18.15
Services Practitioner Level 4, Via Practitioner Level 5, Via

interactive audio and video H2015 | GT | HF | U4 | U6 | $20.30 | interactive audio and video H2015 | GT | HF | U5 | U6 | $15.13

telecommunication systems telecommunication systems
Unit Value 15 minutes Utilization Criteria TBD

Specific to adults with substance use disorders, Addictive Diseases Support Services (ADSS) consist of individualized 1:1 substance use recovery services and

, supports which build on the strengths and resilience of the individual and are necessary to assist the person in achieving recovery and wellness goals as identified in

Service o . RO .
Definition the Indl\{lduallzed Recovery Plan. The service 'actlwtles include: ' - o N ' .

1. Assistance to the person and other identified recovery partners in the facilitation and coordination of the Individual Recovery Plan (IRP) including the use of

motivational interviewing and other skills support to promote the person’s self-articulation of personal goals and objectives;
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Relapse Prevention Planning to assist the person in managing and/or preventing crisis and relapse situations with the understanding that when individuals do
experience relapse, this support service can help minimize the negative effects through timely re-engagement/intervention and, where appropriate, timely
connection to other treatment supports;

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

a. Identification, with the person, of strengths which may aid him/her in achieving and maintaining recovery from the substance use disorder as well as barriers
that impede the development of skills necessary for functioning in work, with peers, and with family/friends;

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

c.  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.);

d.  Assistance in the skills training for the person to self-recognize emotional triggers and to self-manage behaviors related to the substance use disorder;

e.  Assistance with personal development, work performance, and functioning in social and family environments through teaching skills/strategies to reduce the
effects of substance use disorder symptoms;

f.  Assistance in enhancing social and coping skills that reduce life stresses resulting from the person’s substance use disorder;

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

h.  ADSS focuses on building and maintaining a therapeutic relationship with the individual and monitoring, coordinating, and facilitating treatment and
recovery goals.

Admission
Criteria

Individuals with one of the following: Substance Use Disorder, Co-Occurring Substance Use Disorder and MH Diagnosis, or Co-Occurring Substance Use
Disorder and DD and

Individual may need assistance and access to service(s) targeted to reduce and/or stop the use of any mood altering substances; or

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

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

Continuing Stay
Criteria

Individual continues to meet admission criteria; and
Individual demonstrates documented progress or maintenance of community skills relative to goals identified in the Individualized Recovery Plan.

Discharge
Criteria

I el e

An adequate continuing care plan has been established; and one or more of the following:
a. Goals of the Individualized Recovery Plan have been substantially met; or
b. Individual requests discharge and the individual is not in imminent danger of harm to self or others; or
c. Transfer to another service/level of care is warranted by change in individual's condition; or
d. Individual requires more intensive services.

Clinical
Exclusions

The individual’s current status precludes his/her ability to understand the information presented and participate in the recovery planning and support/treatment
process;

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

Service
Exclusions

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

CM/ICM and ADSS may be authorized/provided at the same time to individuals with co-occurring mental health/substance use disorders, but there is an
expectation that one of these services serves as the primary coordination resource for the person. If these services co-occur, there must be documentation of
coordination of supports in a way that no duplication occurs.
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1. The agency providing this service must be a Tier 1 or Tier 2 provider, an Intensive Outpatient Program (IOP) specialty provider, or a WTRS provider. Contact
must be made with the individual receiving ADSS services a minimum of twice each month. At least one of these contacts must be face-to-face and the second
may be either face-to-face or telephone contact depending on the individual's support needs and documented preferences.

Requirements

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

3. ADSS is not a group service and must always be provided on an individualized 1:1 basis.
Staffing ADSS practitioners have a recommended individual-to-staff caseload ratio of 30 individuals per staff member but must not exceed a maximum caseload ratio of 50

individuals per staff member.

1. ADSS may include (with the written permission of the adult individual) coordination with family and significant others and with other systems/supports (e.g., work,
religious entities, corrections, aging agencies, etc.) when appropriate for treatment and recovery needs.
2. Any necessary monitoring and follow-up to determine if the services and resources accessed have adequately met the person’s needs in achieving and sustaining
recovery are allowable. Coordination is an essential component of ADSS when directly related to the support and enhancement of the person’s recovery.
3. The organization must have an ADSS Organizational Plan that addresses the following;
a. Description of the particular rehabilitation, recovery and natural support development models utilized, types of intervention practiced, and typical daily

Clinical schedule for staff.
Operations b. Description of the staffing pattern and how staff are deployed to assure that the required staff-to-individual ratios are maintained, including how unplanned
staff absences, illnesses, or emergencies are accommodated, case mix, access, etc.
c. Description of the hours of operations as related to access and availability to the individuals served; and
d. Description of how the plan for services is modified or adjusted to meet the needs specified in every Individualized Recovery Plan.
4. Utilization (frequency and intensity) of ADSS should be directly related to the ANSA and to other functional elements in the assessment. In addition, when
clinical/functional needs are great, there should be complementary therapeutic services by licensed/credentialed professionals paired with the provision of ADSS
(individual, group, family, etc.).
To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of
this include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use of
interpreters; and/or
Service o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Accessibility
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use of
this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner’'s/agency’s convenience
or preference.
1. Unsuccessful attempts to make contact with the individual are not billable.
Billing & 2. When a billable collateral contact is provided, that is documented as a part of the progress note. A collateral contact is classified as any contact that is not face-
Reporting to-face with the individual.
Requirements | 3. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the

code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Behavioral Health Assessment
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Transaction Code Detail Code | Mod | Mod | Mod | Mod Rate Code Detail Code Mod | Mod | Mod | Mod Rate
Code 1 2 3 4 1
Mental Health | Practitioner Level 2, In-Clinic HO0031 | U2 ué $38.97 ] Practitioner Level 2, Out-of-Clinic | H0031 U2
Assessment by | Practitioner Level 3, In-Clinic H0031 | U3 Ué $30.01 | Practitioner Level 3, Out-of-Clinic | H0031 U3
A= Practitioner Level 4, In-Clinic H0031 | U4 U6 $20.30 | Practitioner Level 4, Out-of-Clinic | H0031 U4
Physician Practitioner Level 5, In-Clinic H0031 | U5 | U6 $15.13 | Practitioner Level 5, Out-of-Clinic | H0031 U5
Practitioner Level 2, Via Practitioner Level 4, Via
interactive audio and video H0031 | GT U2 $38.97 | interactive audio and video H0031 GT
telecommunication systems telecommunication systems
Practitioner Level 3, Via Practitioner Level 5, Via
interactive audio and video HO0031 | GT | U3 $30.01 | interactive audio and video H0031 GT
telecommunication systems telecommunication systems
Unit Value 15 minutes Utilization Criteria TBD
Service The Behavioral Health Assessment process consists of a face-to-face comprehensive clinical assessment with the individual, which must include the individual's
Definition perspective as a full partner, and may also include individual-identified family and/or significant others as well as other involved agencies, treatment providers (including
Certified Peer Specialists who have been working with individuals on goal discovery), and other relevant individuals.
The purpose of the assessment process is to gather all information needed to determine the individual's problems, strengths, needs, abilities, resources, and
preferences, to develop a social (extent of natural supports and community integration) and medical history, to determine functional level and degree of ability versus
disability, and to engage with collateral contacts for other assessment information. A suicide risk assessment shall also be completed. The information gathered should
support the determination of a differential diagnosis and assist in screening for/ruling-out potential co-occurring disorders.
As indicated, information from medical, nursing, peer, vocational, nutritional, etc. staff should serve as content basis for the comprehensive assessment and the
resulting IRP.
Admission 1. Individual has a known or suspected mental iliness or substance-related disorder; and
Criteria 2. Initial screening/intake information indicates a need for further assessment; and
3. ltis expected that individual meets DBHDD service eligibility.
gfa';,t'gl:i'tr;?i o Individual’s situation/functioning has changed in such a way that previous assessments are outdated.
Discharge 1. Anadequate continuing care plan has been established; and one or more of the following:
Criteria 2. Individual has withdrawn or been discharged from service.
Eig:;?ons Assertive Community Treatment
1. Any diagnosis given to an individual must come from persons identified in O.C.G.A Practice Acts as qualified to provide a diagnosis.
The behavioral health assessment process must include a face-to-face comprehensive clinical assessment with the individual. Beyond this face-to-face
Required assessment, additional collateral information gathered from the individual, from individual-identified family members, significant others, other involved
Components agencies/treatment providers, and any other relevant individuals may be collected telephonically.
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.
Staffing 1. Practitioner scope of practice is often defined in law and/or regulation. As such, while U4 and U5 practitioners are supporting partners in the assessment process,
Requirements certain aspects of assessment must be completed by practitioners licensed or certified to do so.
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2. Asindicated, medical, nursing, peer, school, nutritional, etc. staff can provide information from the individual, records, and various multi-disciplinary resources to
complete the comprehensive nature of the assessment. Time spent gathering this information may be billed as long as the detailed documentation justifies the
time and need for capturing said information.

3. Addictions counselors/SUD-certified practitioners may deliver this service when:

a.  Apresenting individual has a known or suspected substance use disorder (including those with known/suspected co-occurring MH/SUD diagnoses):
and/or

b.  The service is delivered at a location wherein it can be expected that all individuals presenting have a substance use disorder (including those with
known/suspected co-occurring MH/SUD diagnoses);

AND

c.  If, during the course of service delivery, there is evidence of either a singular MH condition (i.e., without a co-occurring SUD), or a co-occurring MH
condition that rises to a certain level of acuity/complexity (e.g. psychosis, symptoms of major depression, etc.), then additional assessment should be
coordinated with a partnering U1-U3 level practitioner who can provide necessary supporting assessment interventions.

To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of this

include:

o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’'s language versus use of
interpreters; and/or

igcr;\ggsibility o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use of this
modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s convenience or
preference.
Documentation 1. In addition to any specific assessment documents resulting from the delivery of this service, there must be a Progress Note in the individual's medical record that
Requi supports each claim submitted for this service, in accordance with Part Il - Community Service Requirements for BH Providers, Section Il — Documentation
equirements . ;
Requirements, 8. Progress Notes of this manual.
Billing & 2. Aprovider may submit an authorization request and subsequent claim for BHA for an individual who may have been erroneously referred for assessment and,
Re og i upon the results of that assessment, it is determined that the person does not meet eligibility as defined in this manual.
Reguirerg ents 3. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition,

the code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Behavioral Health Clinical Consultati

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Interprofessional
Telephone Practitioner Level 1 99446 | U1 Practitioner Level 2 99446
Consultation
Unit Value 15 minutes Utilization Criteria TBD
This service includes an inter-professional telephone consultation between physicians (practitioner level 1) and/or physician extenders (practitioner level 2) in which the
, physician/extender with the enrolled DBHDD agency provides or receives specialty expertise opinion and/or treatment advice to/from another treating
ge;wgg physician/extender regarding an individual who is enrolled receiving DBHDD services/supports. The physician/extender colleagues collaboratively confer to:
efinition + Request/receive a clinical/medical opinion related to the behavioral health condition; and/or
+  Assist the behavioral health/medical provider with diagnosing; and/or
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Support/manage the diagnosis and/or management of an individual’'s presenting condition without the need for the individual’s face-to-face contact with the
other practitioner; and/or
Consult about alternatives to medication, medication combined with psychosocial treatments and potential results of medication usage; and/or
Identify and plan for additional services; and/or
Coordinate or revise a treatment plan; and/or
Understand the complexities of co-occurring medical conditions on the individual’s behavioral health recovery plan (e.g. kidney failure, diabetes, high blood
pressure, etc.); and/or
Reviewing the individual’'s progress for the purposes of collaborative treatment outcomes.
Admission 1. Ind@v@dual must meet thg Admissiop Qriteria elements as' defiqed in the Psychiatric Tregtment definition herein; and
Criteria 2. Individual must be a registered recipient of DBHDD services (in the Georgia Collaborative ASO system); and
3. Individual must have a condition or presentation of symptoms that require the advice, opinion, and/or coordination with a supporting physician/extender.
1. Individual continues to meet the admission criteria; or
e 2. Individual exhibits acute disabling conditions of sufficient severity to bring about a significant impairment in day-to-day functioning; or
Continuing - . . 2 S
Stay Criteria 3. Ind!v!dual cont!nues to present symptoms that are likely lto respond to pharmacological !ntewentlops, 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.
8:,:;?;@6 Individual no longer meets criteria defined in the Admission Criteria above.
gﬂg;ﬁg: _— Individuals are inappropriate for medical consultation when the physician/extender needs more information than can be provided telephonically by the health provider.
1. A consultation request from a physician/extender seeking the specialty opinion or guidance of a physician/extender while treating an individual with a co-morbid
Required medical condition; and
Components 2. 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 course of treatment/level of care.
1. The practitioner must be employed by a DBHDD enrolled Tier | or Tier Il agency.
Staffing 2. Practitioners able to provide consultation are those who are recognized as levels 1-2 practitioners in the Service X Practitioner Table A included herein; and
Requirements 3. The practitioner must devote full attention to the individual served and cannot provide services to other individuals during the time identified in the medical record
and in the related claim/encounter/submission.
1. When the treating physician or other qualified health providers asks for a consultation, the consultant should establish the urgency of the consultation (e.g.,
emergency, routine, within 24 hours).
2. When engaging in a consultation, the practitioner should be prepared to provide:
a.  Individual demographics;
b.  Date and results of initial or most recent behavioral health evaluation;
Clinical c.  Diagnosis and/or presenting behavioral health condition(s);
Operations d.  Prescribed medications; and
e.  Supporting health providers’ name and contact information.
3. The consultant providing medical guidance and advice should have the following credentials and skillset:
a.  Licensed and in good standing with the Georgia Composite Medical Board;
b.  Ability to recognize and categorize symptoms;
c.  Ability to assess medication effects and drug-to-drug interactions;
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d.  Ability to initiate transfers to medical services; and
e.  Ability to assist with disposition planning.
4. The advice and/or guidance of the consultant should be considered during treatment/recovery and discharge planning, and clearly documented in the individual’s
medical record.
Service 1. Services are available 24-hours/day, 7 days per week, and offered by telephone; and
Accessibility 2. Demographic information collected shall include a preliminary determination of hearing status to determine referral to DBHDD Office of Deaf Services.
1. Requests between the practitioners (or their representatives) may be written or verbal. Either type of request shall be documented in the individual's medical
record and noted as an administrative note (i.e., no charge).
2. Inaddition to all elements defined in this provider manual for the documentation of an encounter, for this service additional elements required are as follows:
a. The DBHDD enrolled agency physician/extender who requests a consultation from an external provider should clearly document:
i.  The External Physician/Extender name and specialty practice area; and
DRI || Aju.stificati.on of signs, symptoms, or other co_-morbid hfealth interactiong that reflect vyhy the consultation was requested; and
Requirements iii. ~ Advice, guidance, and/or result of the consulting behavioral health provider consultation.
b. When a practitioner external to the DBHDD enrolled agency requests a consultation from the DBHDD enrolled agency physician/extender, the practitioner
should clearly document the following:
i.  The External Physician/Extender name and specialty practice area; and
ii.  The requesting reason for the consultation, medical advice and/or guidance provided to the healthcare provider; and
iii. — Any collaborative outcome/plan which will impact the overall IRP.
- The only practitioners who can bill this service are Physicians and Physician extenders who work for a Tier | or Tier Il provider who is approved to deliver Physician
Billing & A t services through the DBHDD
Reporting ssessment services g - N _ , .
Requi t 2. The DBHDD enrolled provider must consult with an external Physician/Extender (e.g., emergency department, primary care, etc.). In other words, billing for internal
quirements ) . .
consultations are not permitted through this code.
Case Manag
Transaction Code Detail Code | Mod | Mod Rate Code Detail Code
Code 1 2 3 4
o . Practitioner Level 4, In-Clinic,
Practitioner Level 4, In-Clinic T1016 | U4 | U6 Collateral Contact T1016
Practioner Level 5, In-Clinic | T1016 | Us | U6 practtoner Level 5, ICING, | 11016
Case Practit o Practitioner Level 4, Out-of-Clinic,
ractitioner Level 4, Out-of-Clinic | T1016 | U4 | U7 Collateral Contact T1016
Management
o . Practitioner Level 5, Out-of-Clinic,
Practitioner Level 5, Out-of-Clinic | 71016 | U5 | U7 Collateral Contact T1016
Practitioner Level 4, Via Practitioner Level 5, Via
interactive audio and video T1016 | GT | U4 interactive audio and video T1016
telecommunication systems telecommunication systems
Unit Value 15 minutes Utilization Criteria 24 units
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Case Management services consist of providing environmental support and care coordination considered essential to assist the individual with improving his/her
functioning, gaining access to necessary services, and creating an environment that promotes recovery as identified in his/her Individual Recovery Plan (IRP). The
focus of interventions includes assisting the individual with: 1) developing natural supports to promote community integration; 2) identifying service needs; 3) referring
and linking to services and resources identified through the service planning process; 4) coordinating services identified on the IRP to maximize service integration and
minimize service gaps; and 5) ensuring continued adequacy of the IRP to meet his/her ongoing and changing needs.

The performance outcome expectations for individuals receiving this service include decreased hospitalizations, decreased incarcerations, decreased episodes of
homelessness, increased housing stability, increased participation in employment or job-related activities, increased community engagement, and recovery
maintenance.

Case Management Services shall consist of four (4) major components that cover multiple domains that impact one’s overall wellness including medical, behavioral,
wellness, social, educational, vocational, co-occurring, housing, financial, and other service needs of the individual:

Engagement & Needs Identification

The case manager engages the individual in a recovery-based partnership that promotes personal responsibility and provides support, hope, and encouragement. The
case manager assists the individual with developing a community-based support network to facilitate community integration and maintain housing stability. Through
engagement, the case manager partners with the individual to identify and prioritize housing, service and resource needs to be included in the IRP.

Service
Definition Care Coordination

The case manager coordinates care activities and assists the individual as he/she moves between and among services and supports. Care coordination requires
information sharing among the individual, his/her Tier 1 or Tier 2 provider, specialty provider(s), residential provider, primary care physician, and other identified
supports in order to: 1) ensure that the individual receives a full range of integrated services necessary to support a life in recovery that includes health, home, purpose,
and community; 2) ensure that the individual has an adequate and current crisis plan; 3) reduce barriers to accessing services and resources; 4) minimize disruption,
fragmentation, and gaps in service; and 5) ensure all parties work collaboratively for the common benefit of the individual.

Referral & Linkage

The case manager assists the individual with referral and linkage to services and resources identified on the IRP including housing, social supports, family/natural
supports, entitlements (SSI/SSDI, Food Stamps, VA), income, transportation, etc. Referral and linkage activities may include assisting the individual to: 1) locate
available resources; 2) make and keep appointments; 3) complete the application process; and 4) make transportation arrangements when needed.

Monitoring and Follow-Up
The case manager visits the individual in the community to jointly review progress made toward achievement of IRP goals and to seek input regarding his/her level of
satisfaction with treatment and any recommendations for change. The case manager monitors and follows-up with the individual in order to: 1) determine if services are
provided in accordance with the IRP; 2) determine if services are adequately and effectively addressing the individual's needs; 3) determine the need for additional or
alternative services related to the individual’s changing needs or circumstances; and 4) notify the treatment team when monitoring indicates the need for IRP
reassessment and update.

1. Individual must meet DBHDD eligibility criteria;

AND
Individual has functional impairments that interfere with maintaining their recovery and needs assistance with one (1) or more of the following areas:
a.  Navigate and self-manage necessary services;
b.  Maintain personal hygiene;

Admission 9
Criteria '
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Meet nutritional needs;

Care for personal business affairs;

Obtain or maintain medical, legal, and housing services;

Recognize and avoid common dangers or hazards to self and possessions;

Perform daily living tasks;

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

i.  Maintain a safe living situation:

Sa o oo

AND
3. Individual is engaged in their Recovery Plan but demonstrates difficulty implementing the plan which has led to the exacerbation of problematic symptoms.
Individual needs assistance with one (1) or more of the following areas in order to successfully implement their Recovery Plan and maintain their recovery:
a.  Taking prescribed medications; or
b.  Following a crisis plan; or
c.  Maintaining community integration; or
d.  Keeping appointments with needed services.

1. Individual continues to have a documented need for CM interventions at least twice monthly; and
Continuing Stay | 2. Individual continues to meet the admission criteria; or
Criteria 3. Continued difficulty participating in traditional clinic-based services or a community setting at a less intensive level of service/support; or
4. Living in substandard housing, homeless, or at imminent risk of becoming homeless due to functional impairments associated with behavioral health issues.
1. There has been a planned reduction of units of service delivered and related evidence of the individual sustaining functioning through that reduction plan; and
2. Individual has established recovery support networks to assist in maintenance of recovery (such as peer supports, AA, NA, etc.); and
3. Individual has demonstrated ownership and engagement with her/his own illness self-management as evidenced by:
a. Navigating and self-managing necessary services;
b. Maintaining personal hygiene;
e C. Megting his/her own nu?ritional ngeds;
Criteria d. Caring for personal business affairs;
e. Obtaining or maintaining medical, legal, and housing services;
f.  Recognizing and avoiding common dangers or hazards to self and possessions;
g. Performing daily living tasks;
h. Obtaining or maintaining employment at a self-sustaining level or consistently performing homemaker roles (e.g., household meal preparation, washing
clothes, budgeting, or childcare tasks and responsibilities); and
i. Maintaining a safe living situation.
1. This service may not duplicate any discharge planning efforts which are part of the expectation for hospitals, Intermediate Care Facilities for Individuals with
Intellectual Disabilities (IFC/ID), Institutions for Mental Disease (IMDs), and Psychiatric Residential Treatment Facilities (PRTFs).
Service 2. This service is not available to any individual who receives a waiver service via the Department of Community Health. Payment for Intensive Case Management
Exclusions Services under the plan shall not duplicate payments made to public agencies or private entities under other program authorities for this same purpose.
3. Individuals with a substance-related disorder are excluded from receiving this service unless there is clearly documented evidence of a psychiatric diagnosis.
4. ACT, CST, ICM are service exclusions. Individuals may receive CM and one of these service for a limited period of time to facilitate a smooth transition.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition co-occurring with the
Exclusions diagnosis of: Intellectual/Developmental Disabilities; and/or Autism; and/or Neurocognitive Disorder; and/or Traumatic Brain Injury.
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1. Each provider must have policies and procedures related to referral including providing outreach to agencies who may serve the targeted population including but

not limited to psychiatric inpatient hospitals, Crisis Stabilization Units, jails, prisons, homeless shelters, etc.

For each specific individual, the provider must demonstrate and maintain a time frame from receipt of referral to engagement into services of no more than 5 days.

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

Because of the complex needs of this target population, CM services may only be delivered by a DBHDD designated Tier 1 or Tier 2 Provider.

Individuals will be provided assistance with gaining skills and resources necessary to obtain housing of the individual’s choice, including completion of the

housing need and choice survey (https://dbhddapps.dbhdd.ga.gov/NSH/) upon admission and with the development of a housing goal, which will be minimally

updated at each reauthorization.

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

7. Atleast 50% of CM service units must be delivered face-to-face with the identified individual receiving the service and the majority of all face-to-face service units
must be delivered in non-clinic settings over the authorization period (these units are specific to single individual records and are not aggregate across an

Required agency/program or multiple payers).

Components 8. The majority of all face-to-face service units must be delivered in non-clinic settings (i.e. any place that is convenient for the individual such as FQHC, place of
employment, community space) over the course of the authorization period (these units are specific to single individual consume records and are not aggregate
across an agency/program or multiple payers).

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

10. After four (4) unsuccessful attempts at making face to face contact with an individual, the CM and members of the treatment team will re-evaluate the IRP and
utilization of services.

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

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

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

a. These individuals are not counted in the off-site service requirement or the individual-to-staff ratio; and
b. These individuals are not counted in the monthly face-to-face contact requirement; however, a minimum of one (1) face-to-face contact is required every
three (3) months; and monthly calls are an allowed billable service.

Oversight of CM is provided by an independently licensed practitioner.

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

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

A practitioner delivering Case Management should be able to provide skills training when needed by the individual, but the skills training activity must be billed as

PSR-l and not Case Management.

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

Clinical 2. CM providers must have the ability to deliver services in various environments, such as homes, homeless shelters, or street locations. The provider should keep

Operations 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

ok wd

Staffing
Requirements

o=
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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 individual wishes, mutually agree upon a meeting place nearby that is the least conspicuous from the individual’'s point of view).

3. CMis expected to participate in planning, coordinating, and accessing services and resources when an enrolled individual experience an episode of psychiatric
hospitalization, incarceration, and/or homelessness.

4. ltis expected that the individual served will receive ongoing physician assessment and treatment as well as other recovery-supporting services. These services
may be provided by a Tier 1 or Tier 2 Provider or by an external agency. There shall be documentation during each Authorization Period to demonstrate the
team’s efforts at consulting and collaborating with the physician and other recovery-supporting services.

5. ltis expected that the Case Management practitioner will assist all eligible individuals with the application process to obtain entitlement benefits including
SSI/SSDI, Food Stamps, VA, Medicaid, etc. including making appointments, completing applications and related paperwork.

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

7. The organization has established procedures/protocols for handling emergency and crisis situations that includes:

a. Joint development of a crisis plan between the individual, organization, Tier 1 or Tier 2 provider, and other providers where the organization is engaged
with the individual to ensure that the plan is complete, current, adequate, and communicated to all appropriate parties; and

b. Anevaluation of the adequacy of the individual’s crisis plan and its implementation occurs at periodic intervals including post-crisis events.

i.  While respecting the individual’s crisis plan and identified points of first response, the policies should articulate the role of the Tier 1 or Tier 2 provider
agency to be the primary responsible provider for providing crisis supports and intervention as clinically necessary.

8. The organization must have an CM Organizational Plan that addresses the following:

a. Description of the role of a Case Management practitioner during a crisis in partnership with the individual's other service providers either within the
agency or with an outside clinical home where the individual receives ongoing physician assessment and treatment, as well as other recovery support
services;

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

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

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

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

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

“Medication Maintenance Track,” individuals who require more than 4 contacts per quarter for two consecutive quarters (as based upon need) are expected to be
re-evaluated with the ANSA for enhanced access to CM. The designation of “medication maintenance track” should be lifted and exceptions stated above are no
longer allowed.

3. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:

e the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use of
interpreters; and/or

o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Service
Accessibility

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use
of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.
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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. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition,
the code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Transaction
Code

Community Transition Planning

Code Detail Code Mod
1

Rate Code Detail Code | Mod
2 3 |4 1

Community
Transition
Planning

Community Transition Planning
(State Hospital) T2038 | ZH

Community Transition Planning
(Jail /Prison) T2038 | ZJ

Community Transition Planning
(CSU) T2038 | ZC

Community Transition Planning
(Other) T2038 | ZO

Unit Value

15 minutes

Service
Definition

Community Transition Planning (CTP) is a service for contracted Tier 1/Tier 2 and ACT providers to address the care, service, and support needs of adults with a
mental health and/or substance use disorder to ensure a coordinated plan of transition from a qualifying facility to the community. Each episode of CTP must include
contact with the individual and their identified supports with a minimum of one (1) face-to-face or telephonic contact with the individual prior to release from the state
hospital/facility. Additional Transition Planning activities include educating the individual and identified supports on service options offered by the chosen primary
service agency; participating in state hospital or facility treatment team meetings to develop a transition plan, and making collateral contacts with other agencies and
community resources when 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 individual’'s chosen primary service coordinator or by the service coordinator's designated Community Transition Liaison. CTP may
also be used for Case Management/ICM/AD Support Services staff, ACT/CST team members and CPSs who work with the individual in the community or will work
with the individual in the future to maintain or establish contact.

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

1. 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.

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

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

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

5. Conducting any screenings or necessary assessments to engage the individual and refer them to appropriate services.

Admission
Criteria

Individual who meets DBHDD Eligibility while in one of the following qualifying facilities:
1. State Operated Hospital.
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2. Crisis Stabilization Unit (CSU).
3. Jail/Prison.
4. Other (e.g. Residential Detox Facility, Inpatient Substance Use Disorder Treatment, Community Psychiatric Hospital).
ggg'r?: g Sz Same as above.
Tiselas 1. Ind!v@dual/family requests discharge; or
Criteria 2. Individual no longer meets DBHDD Eligibility; or
3. Individual is discharged from a state hospital or qualifying facility.
Service This service is utilized only when an individual is transitioning from an institutional setting and therefore is not provided concurrent to an ongoing community-based
Exclusions service.
Clinical Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring Behavioral Health condition:
Exclusions Developmental Disability, Autism, Neurocognitive Disorder, Traumatic Brain Injury.
i Prior to Release from a State Hospital or Qualifying Facility: When an individual is admitted to a State Hospital or Qualifying Facility, a community transition plan in
Components partngrship with the facility is required. Evidence of planning shall be recorded, and a copy of the Plan shall be included in both the individual’'s hospital and community
records.
1. Because individuals receiving CTP may be in settings in which there are needs for immediate engagement, yet there is restricted access to the setting, the initial
IRP for an individual may be more generic (i.. less individualized) at the onset of treatment/support.
A. The allowance for “generic” content of the IRP shall not extend beyond three (3) months.
B. Itis expected that the IRP be individualized and recovery-oriented after the team becomes engaged with the individual and comes to know the individual.
2. Community Transition Planning activities shall include:
A. Telephone and Face-to-face contacts with individual and their identified family;
Clinical B. Participating in individual's clinical staffing(s) prior to their discharge from the facility;
Operat C. Applications for resources and services prior to discharge from the facility including:
perations !
i.  Healthcare.
i.  Entitlements (i.e., SSI, SSDI) for which they are eligible.
ji.  Self-Help Groups and Peer Supports.
iv. Housing.
V. Employment, Education, Training.
vi.  Consumer Support Services.
vii.  Obtaining legal documentation/identification(s).
Service 1. This service must be available 7 days a week (if the state hospital/qualifying facility discharges or releases 7 days a week).
Accessibility 2. This service may be delivered via telemedicine technology or via telephone conferencing.
Billing & 1. The modifier on Procedure Code indicates setting from which the individual is transitioning.
Reporting 2. There must be a minimum of one face-to-face or telephone contact with the individual prior to release from hospital or qualifying facility in order to bill for this
Requirements service.
Documentation 1. A documented Community Transition Plan for all individuals.
Requirements 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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interactive audio and video
telecommunication systems

interactive audio and video
telecommunication systems, add-
on each additional 30 mins

Transaction Code Detail Code Mod | Mod | Mod | Mod | Rate Code Detail Code Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Practitioner Level 1, In-Clinic | H2011 U1 U6 $58.21 Practitioner Level 1, Out-of-Clinic | H2011 U1 u7 $74.09
Practitioner Level 2, In-Clinic | H2011 U2 | U6 $38.97 Practitioner Level 2, Out-of-Clinic | H2011 uz2 | U7 $46.76
Practitioner Level 3, In-Clinic | H2011 U3 | U6 $30.01 Practitioner Level 3, Out-of-Clinic | H2011 u3 | U7 $36.68
Practitioner Level 4, In-Clinic H2011 U4 | U6 $20.30 Practitioner Level 4, Out-of-Clinic | H2011 U4 | U7 $24.36
Practitioner Level 5, In-Clinic H2011 us | U6 $15.13 Practitioner Level 5, Out-of-Clinic | H2011 us | U7 $18.15
Practitioner Level 1, Via Practitioner Level 4, Via
Crisis interactive audio and video H2011 GT | U1 $58.21 interactive audio and video H2011 GT | U4 $20.30
Intervention telecommunication systems telecommunication systems
Practitioner Level 2, Via Practitioner Level 5, Via
interactive audio and video H2011 GT | U2 $38.97 interactive audio and video H2011 GT | U5 $15.13
telecommunication systems telecommunication systems
Practitioner Level 3, Via
interactive audio and video H2011 GT | U3 $30.01
telecommunication systems
Practitioner Level 1, In-Clinic, | 90839 u1 U6 $232.84 Practitioner Level 1, Out-of-Clinic, | 90840 U1 u7 $116.42
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 2, In-Clinic, | 90839 U2 | U6 $155.88 Practitioner Level 2, Out-of-Clinic, | 90840 uz | U7 $77.94
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 3, In-Clinic, | 90839 u3s | U6 $120.04 Practitioner Level 3, Out-of-Clinic, | 90840 u3s | ur $60.02
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 1, In-Clinic, | 90839 u1 U6 $296.36 Practitioner Level 1, Out-of-Clinic, | 90840 U1 u7 $148.18
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 2, In-Clinic, | 90839 uz2 | U6 $187.04 Practitioner Level 2, Out-of-Clinic, | 90840 uz2 | U7 $93.52
first 60 minutes (base code) add-on each additional 30 mins.
Practitioner Level 3, In-Clinic, | 90839 U3 | U6 $146.72 Practitioner Level 3, Out-of-Clinic, | 90840 us | ur $73.36
Psychotherapy | first 60 minutes (base code) add-on each additional 30 mins.
for Crisis Practitioner Level 1, Via 90839 GT | U1 $232.84 Practitioner Level 1, Via 90840 GT | U1 $116.42
interactive audio and video interactive audio and video
telecommunication systems telecommunication systems, add-
on each additional 30 mins
Practitioner Level 2, Via 90839 GT | U2 $155.88 Practitioner Level 2, Via 90840 GT | U2 $77.94
interactive audio and video interactive audio and video
telecommunication systems telecommunication systems, add-
on each additional 30 mins
Practitioner Level 3, Via 90839 GT | U3 $120.04 Practitioner Level 3, Via 90840 GT | U3 $60.02
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Crisis Intervention

Crisis Intervention 15 minutes Crisis Intervention 16 units
Psychotherapy for Crisis, 2 encounters
Unit Value . Maximum Daily Units base code
Psychotherapy for Crisis 1 Encounter —
Psychotherapy for Crisis, 4
encounters
add-ons
Utilization
Criteria TBD
Crisis Intervention supports the individual who is experiencing an abrupt and substantial change in behavior which is usually associated with a precipitating situation
and which is in the direction of severe impairment of functioning or a marked increase in distress. Interventions are designed to prevent out of community placement or
hospitalization. Often, a crisis exists at such time as an individual and his/her identified natural resources decide to seek help and/or the individual, identified natural
resources, or practitioner identifies the situation as a crisis. Crisis services are time-limited and present-focused to address the immediate crisis and develop
appropriate links to alternate services.
The individual's current behavioral health care advanced directive, if existing, should be utilized to manage the crisis. Interventions provided should honor and respect
Service the individual's wishes/choices by following the plan/advanced directive as closely as possible in line with clinical judgment. Plans/advanced directives developed
Definition 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.
1. Treatment at a lower intensity has been attempted or given serious consideration; and #2 and/or #3 are met:
2. Individual has a known or suspected mental health diagnosis or Substance Related Disorder; or
Admission 3. Individual is experiencing severe situational crisis and is at risk of harm to self, others and/or property. Risk ranges from mild to imminent; and one/both of the
Criteria following:
a. Individual has insufficient or severely limited resources or skills necessary to cope with the immediate crisis; or
b. Individual demonstrates lack of judgment and/or impulse control and/or cognitive/perceptual abilities.
Continuing Stay | 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
Criteria service that stabilizes the individual and moves him/her to the appropriate level of care.
Discharge 1. Individual no longer meets continued stay guidelines; and
Criteria 2. Crisis situation is resolved and an adequate continuing care plan has been established.
g:gl'ﬁz: _— Severity of clinical issues precludes provision of services at this level of care.
In any review of clinical appropriateness of the service, the mix of services offered to the individual is key. Crisis units will be looked at by the Administrative Services
Clinical Organization in combination with other supporting services. For example, if an individual present in crisis and the crisis is alleviated within an hour but ongoing support
Operations continues, it is expected that 4 units of crisis is billed and then some supporting service such as individual counseling will be utilized to support the individual during that
interval of service.
St 1. 90839 and 90840 are only utilized when the content of the service delivered is Crisis Psychotherapy. Therefore, the only practitioners who can do this are those
affing . " - S . " . .
Requirements who are recognized as practitioners for Individual Counseling in the Service X Practitioner Table A included herein.
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Crisis Intervention

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

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

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

etc.).

Demographic information collected shall include a preliminary determination of hearing status to determine referral to the Office of Deaf Services.

4. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of
this include:

Sed

igcr;\ggsibility o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use of
interpreters; and/or
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use of
this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner’'s/agency’s
convenience or preference.
Additional
Medicaid The daily maximum within a CSU for Crisis Intervention is 8 units/day.
Requirements
1. Any use of a telephonic intervention must be coded/reported with a U6 modifier as the person providing the telephonic intervention is not expending the additional
agency resources in order to be in the community where the person is located during the crisis.
2. Any use beyond 16 units will not be denied but will trigger an immediate retrospective review.
3. Psychotherapy for Crisis (90839, 90840) may be billed if the following criteria are met:
a. The nature of the crisis intervention is urgent assessment and history of a crisis situation, assessment of mental status, and disposition and is paired with
psychotherapy, mobilization of resources to defuse the crisis and restore safety and the provision of psychotherapeutic interventions to minimize trauma; AND
b. The practitioner meets the definition to provide therapy in the Georgia Practice Acts; AND
c. The presenting situation is life-threatening and requires immediate attention to an individual who is experiencing high distress.
4. Other payers may limit who can provide 90839 and 90840 and therefore a providing agency must adhere to those third-party payers’ policies regarding billing
Billing & practitioners.
Reporting 5. The 90839 code is utilized when the time of service ranges between 45-74 minutes and may only be utilized once in a single day. Anything less than 45 minutes
Requirements can be provided either through an Individual Counseling code or through the H2011 code above (whichever best reflects the content of the intervention).

6. Add-on Time Specificity:
a. If additional time above the base 74 minutes is provided and the additional time spent is greater than 23 minutes, an additional encounter of 90840 may be
billed.
b. If the additional time spent (above base code) is 45 minutes or greater, a second unit of 90840 may be billed.
c. Ifthe additional time spent (above base code) is 83 minutes or greater, a third unit of 90840 may be billed.
d. If the additional time spent (above base code) is 113 minutes or greater, a fourth unit of 90840 may be billed.
7. 90839 and 90840 cannot be submitted by the same practitioner in the same day as H2011 above.
90839 and 90840 cannot be provided/submitted for billing in the same day as 90791, 90792, 90833, or 90836.
9. Appropriate add-on codes must be submitted on the same claim as the paired base code.

S
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Crisis Intervention
10. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Diagnostic Assessment

Transaction Code Detail Code Mod | Mod Rate Code Detail Code | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
- Practitioner Level 2, In-Clinic 90791 Uz | U6 $116.90 ] Practitioner Level 3, In-Clinic 90791 | U3 | U6 $90.03
Blsg’g:fsttrl'g Practitioner Level 2, Out-of-Clinic | 90791 | U2 | U7 $140.28 | Practitioner Level 3, Out-of-Clinic | 90791 [ U3 | U7 $110.04
Evaluation (no Practitioner Level 2, Via Practitioner Level 3, Via
medical service) interactive audio and video 90791 GT | U2 $116.90 | interactive audio and video 90791 | GT | U3
telecommunication systems telecommunication systems*
Practitioner Level 2, Via
Psychiatric Practitioner Level 1, In-Clinic 90792 | U1 | UG $174.63 | interactive audio and video 90792 | GT | U2 $116.90
Diagnostic telecommunication systems
Evaluation with | Practitioner Level 1, Qut-of-Clinic | 90792 U1 u7 $222.26 | Practitioner Level 2, In-Clinic 90792 | U2 | U6 $116.90
medical Practitioner Level 1, Via
services) interactive audio and video 90792 GT | U1 $174.63 | Practitioner Level 2, Out-of-Clinic | 90792 | U2 | U7 $140.28
telecommunication systems
Unit Value 1 encounter Utilization Criteria TBD
Psychiatric diagnostic interview examination includes a history; mental status exam; evaluation and assessment of physiological phenomena (including co-morbidity
between behavioral and physical health care issues); psychiatric diagnostic evaluation (including assessing for co-occurring disorders and the development of a
Service differential diagnosis);screening and/or assessment of any withdrawal symptoms for the individual with substance related diagnoses; assessment of the
Definition appropriateness of initiating or continuing services; and a disposition. These are completed by face-to-face evaluation of the individual (which may include the use of
telemedicine) and may include communication with family and other sources and the ordering and medical interpretation of laboratory or other medical diagnostic
studies.
- 1. Individual has a known or suspected mental illness or a substance-related disorder and has recently entered the service system; or
Admission s . o ) )
Criteria 2. Ind!v!dual is in need of annual assessment and re-authquza.nc.)n of service array; or
3. Individual has need of an assessment due to a change in clinical/functional status.
gﬁ?;'r?: g S5 Individual’s situation/functioning has changed in such a way that previous assessments are outdated.
e 1. An adequatg .continuing care plan has beer! established; and one or more of the following:
Criteria a. Individual has withdrawn or been discharged from service; or
b. Individual no longer demonstrates need for additional assessment.
Ei(r:\llllj(;?ons Assertive Community Treatment
Required 1. When providing diagnostic services to individuals who are deaf, deaf-blind, or hard of hearing, diagnosticians shall demonstrate training, supervision, and/or
Components consultation with a qualified professional as approved by DBHDD Office of Deaf Services.
FS{teac:E?rgements The only U3 practitioners who can provide Diagnostic Assessment are an LCSW, LMFT, or LPC.

FY 23 - 3rd Quarter Provider Manual for Community Behavioral Health Providers (January 1, 2023)

Page 140 of 465



Diagnostic Assessment

1. 90791 is used when an initial evaluation is provided by a non-physician.

telecommunication systems

systems

E{"elg](?rt?nr;d 2. 90792 is used when an initial evaluation is provided by a physician, PA, or APRN. This 90792 intervention content would include all general behavioral health
Requirements assessment as well as medical assessment/physical exam beyond mental status as appropriate.
3. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.
Service 1. This service may be provided via telemedicine to any individual who consents to this modality. This consent should be documented in the individual's record. The
Accessibility use of telemedicine should not be driven by the practitioner's/agency’s convenience or preference.
m(:;itg;?sl The daily maximum for Diagnostic Assessment (Psychiatric Diagnostic Interview) for adults is 2 units. Two units should be utilized only if it is necessary in a complex
Requirements diagnostic case for the principle diagnostician to call in a physician for an assessment of the individual to corroborate or verify the correct diagnosis.
Family Outpatient Services: Family Counseling
Transaction Code Detail Code Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod Rate
Code 1 2 3 4 1 2 3 4
Practitioner Level 2, In-Clinic H0004 | HS | U2 | U6 $38.97 Practitioner Level 2, Out-of-Clinic H0004 | HS | U2 | U7 $46.76
Practitioner Level 3, In-Clinic H0004 | HS | U3 | U6 $30.01 Practitioner Level 3, Out-of-Clinic H0004 | HS | U3 | U7 $36.68
Practitioner Level 4, In-Clinic H0004 | HS | U4 | U6 $20.30 Practitioner Level 4, Out-of-Clinic H0004 | HS | U4 | U7 $24.36
Family — BH Practitioner Level 5, In-Clinic H0004 |HS | U5 | U6 $15.13 Practitioner Level 5, Out-of-Clinic HO0004 | HS | U5 | U7 $18.15
counseling/ Practitioner Level 2, Via Practitioner Level 4, Via interactive
therapy (w/o interactive audio and video HO004 | GT | HS | U2 $38.97 audio and video telecommunication | HO004 | GT | HS | U4 $20.30
client present) | telecommunication systems systems
Practitioner Level 3, Via Practitioner Level 5, Via interactive
interactive audio and video H0004 | GT | HS | U3 $30.01 audio and video telecommunication | H0004 | GT | HS | U5 $15.13
telecommunication systems systems
Practitioner Level 2, In-Clinic HO0004 | HR | U2 | U6 $38.97 Practitioner Level 2, Out-of-Clinic H0004 | HR | U2 | U7 $46.76
Practitioner Level 3, In-Clinic H0004 | HR | U3 | U6 $30.01 Practitioner Level 3, Out-of-Clinic H0004 | HR | U3 | U7 $36.68
Practitioner Level 4, In-Clinic H0004 | HR | U4 | U6 $20.30 Practitioner Level 4, Out-of-Clinic H0004 | HR | U4 | U7 $24.36
Family - BH Practitioner Level 5, In-Clinic H0004 |HR | U5 | U6 $15.13 Practitioner Level 5, Out-of-Clinic H0004 | HR | U5 | U7 $18.15
counseling/ Practitioner Level 2, Via Practitioner Level 4, Via interactive
therapy (with interactive audio and video H0004 | GT | HR | U2 $38.97 audio and video telecommunication | H0004 | GT | HR | U4 $20.30
client present) | telecommunication systems systems
Practitioner Level 3, Via Practitioner Level 5, Via interactive
interactive audio and video H0004 | GT | HR | U3 $30.01 audio and video telecommunication | H0004 | GT | HR | U5 $15.13
telecommunication systems systems
Practitioner Level 2, In-Clinic 90846 | U2 | U6 $38.97 Practitioner Level 2, Out-of-Clinic 90846 | U2 | U7 $46.76
Family Psycho- | Practitioner Level 3, In-Clinic 90846 U3 | U6 $30.01 Practitioner Level 3, Out-of-Clinic 90846 | U3 | U7 $36.68
therapy w/o the | Practitioner Level 4, In-Clinic 90846 | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic | 90846 | U4 | U7 $24.36
patient present | Practitioner Level 5, In-Clinic 90846 | U5 | UG $15.13 Practitioner Level 5, Out-of-Clinic | 90846 | U5 | U7 $18.15
(appropriate Practitioner Level 2, Via Practitioner Level 4, Via interactive
license required) | interactive audio and video 90846 | GT | U2 $38.97 audio and video telecommunication | 90846 | GT | U4 $20.30
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Family Outpatient Services: Family Counseling
Practitioner Level 3, Via
interactive audio and video 90846 GT | U3
telecommunication systems
Practitioner Level 2, In-Clinic 90847 U2 | U6
Conjoint Practitioner Level 3, In-Clinic 90847 | U3 | U6
Family Psycho- | Practitioner Level 4, In-Clinic 90847 U4 | U6
therapy w/ the Practitioner Level 5, In-Clinic 90847 Us U6
patient presents | Practitioner Level 2, Via

Practitioner Level 5, Via interactive
$30.01 audio and video telecommunication | 90846 | GT | U5
systems
$38.97 Practitioner Level 2, Out-of-Clinic 90847 | U2 | U7
$30.01 Practitioner Level 3, Out-of-Clinic 90847 | U3 | U7
$20.30 Practitioner Level 4, Out-of-Clinic 90847 | U4 | U7
$15.13 Practitioner Level 5, Out-of-Clinic 90847 | U5 | U7
Practitioner Level 4, Via interactive

a portion or the | interactive audio and video 90847 | GT | U2 $38.97 audio and video telecommunication | 90847 | GT | U4

entire session telecommunication systems systems

(appropriate Practitioner Level 3, Via Practitioner Level 5, Via interactive

license required) | interactive audio and video 90847 | GT | U3 $30.01 audio and video telecommunication | 90847 | GT | U5
telecommunication systems systems

Unit Value 15 minutes Utilization Criteria TBD

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 and targeted to the individual-identified family and
specified in the Individualized Recovery Plan. The focus of family counseling is the family or subsystems within the family, e.g. the parental couple. The service is
always provided for the benefit of the individual and may or may not include the individual’s participation as indicated by the CPT code.

Family counseling provides systematic interactions between the identified individual, staff and the individual's identified family members directed toward the restoration,
development, enhancement or maintenance of functioning of the identified individual/family unit. This includes support of the family and specific therapeutic
interventions/activities to enhance family roles, relationships, communication and functioning that promote the recovery of the individual. Specific goalsfissues to be

Service addressed though these services may include the restoration, development, enhancement or maintenance of:

" 1. Processing skills;
T 2. Healthy coping mechanisms;
3. Adaptive behaviors and skills;
4. Interpersonal skills;
5. Family roles and relationships; and
6. The family’s understanding of mental iliness and substance related disorders, the steps necessary to facilitate recovery, and methods of intervention,
interaction and mutual support the family can use to assist their family member.
Best practices such as Multi-Systemic Family Therapy, Multidimensional Family Therapy, Behavioral Family Therapy, Functional Family Therapy or others appropriate
for the family and issues to be addressed should be utilized in the provision of this service.
1. Individual must have a mental illness and/or substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out
Admissi activities of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
mission L P ) o ; g
Criteria 2. Ind!v!dual s level of funct!on!ng does not preclude the provision of services inan outpatlgnt milieu; and - . ' o
3. Individual's assessment indicates needs that may be supported by therapeutic intervention shown to be successful with identified family populations and individual’s
diagnoses.
Continuing Stay | 1. Individual continues to meet admission criteria as articulated above; and
Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recovery Plan, but all treatment/support goals have not yet been achieved.
Discharge 1. An adequate continuing care plan has been established; and one or more of the following:
Criteria
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Family Outpatient Services: Family Counseling

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
1. Severity of behavioral health impairment precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. Thfere is a Iagk of s.ocial support systems such tha't a more intensive level of service is negded. ' o
Exclusions 4. This service is not intended to supplant other services such as IID/IDD 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
diagnosis: Developmental Disability, Autism, Neurocognitive Disorder and Traumatic Brain Injury.
1. The treatment/recovery orientation, modality and goals must be specified and agreed upon by the individual.
Required 2. Couples counseling is included under this service code if the counseling is directed toward the identified individual and his/her goal attainment as identified in the
Components Individualized Recovery Plan.
3. The Individualized Recovery Plan for the individual includes goals and objectives specific to the individual-identified family for whom the service is being provided.
Clinical Models of best practice delivery may include (as clinically appropriate) Multidimensional Family Therapy, Behavioral Family Therapy, Functional Family Therapy, and
Operations others as appropriate the family and issues to be addressed.
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. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:
: o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use of
Service . s
Accessibilty interpreters; and/or

o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use
of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.

If there are multiple family members in the Family Counseling session who are enrolled individuals for whom the focus of treatment is related to goals on their IRPs, the

following applies:

Documentation | 1. Document the family session in the chart of each individual for whom the treatment is related to a specific goal on the individual’s IRP.

Requirements 2. Charge the Family Counseling session units to one of the individuals.

3. Indicate “NC” (No Charge) on the documentation for the other individual(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.

Billing & 1. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.
Reporting 2. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
Requirements code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
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Family Outpatient Services: Family Training

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Pract|t|on9rLeveI4, In-Clinic, Ho014 | HS | U4 U6 $20.30 Pract|t|onerLeveI4, In-Clinic, with H2014 | HR | U4 U6 $20.30
without client present client present
Pract|t|0n9rLeveI5, In-Clinic, Hoo14 | Hs | us | us $15.13 Pract|t|onerLeveI5, In-Clinic, with Ho014 |HR | Us | us $15.13
without client present client present
Pract|t|ongrLevel4, Out-of-Clinic, Hoo14 | HS | ua | U7 $24.36 Pract|t_|onerLeveI4, Out-of-Clinic, Hoo14 | HR | ua | U7 $24.36
without client present with client present
. . Practitioner Level 5, Out-of-Clinic, Practitioner Level 5, Out-of-Clinic,
.Ilz.f;mmgs |;Ir|]|j without client present H2014 | HS | US | U7 $18.15 with client present H2014 | HR | US| U7 $18.15
Development P rt'actiti?ner Lzyel 4’dVi% Practitioner Level 4, Via interactive
Intéractive audio and video H2014 | GT | HS | U4 2030 | audio and video telecommunication | H2014 | GT | HR | U4 20.30
telecommunication systems, o
! . systems, with client present
without client present
ﬁ:i?:ggcg;ti\iflzaia\caeo Practitioner Level 5, Via interactive
o H2014 | GT | HS | U5 15.13 audio and video telecommunication | H2014 | GT | HR | U5 15.13
telecommunication systems, L
. . systems, with client present
without client present

Unit Value 15 minutes Utilization Criteria TBD
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 and targeted to the individual-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). Family training provides systematic interactions between the identified
individual, staff and the individual's identified family members directed toward the enhancement or maintenance of functioning of the identified individual/family unit.
This may include support of the family, as well as training and specific activities to enhance functioning that promote the recovery of the individual. Specific
goalsfissues to be addressed though these services may include the restoration, development, enhancement or maintenance of:

1. lliness and medication self-management knowledge and skills (e.g. symptom management, behavioral management, relapse prevention skills, knowledge of
Service medications and side effects, and motivational/skill development in taking medication as prescribed);
Definition 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.
1. Individual must have a mental iliness 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
Individual's level of functioning does not preclude the provision of services in an outpatient milieu; and
3. Individual's assessment indicates needs that may be supported by a therapeutic intervention shown to be successful with identified family populations and

diagnoses.

N>R W

Admission 9
Criteria '
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Continuing Stay 1. Individual continues to meet admission criteria as articulated above; and
Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recovery Plan, but all treatment/support goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
kel 2. Gogl_s of the Individuglized Recovgry Pl_an hgve begn_ supstantially met; or
Criteria 3. Individual requests discharge and individual is not in imminent danger of harm to self or others; or
4.  Transfer to another service is warranted by change in individual’s condition; or
5. 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.
Clinical 4. There is no outlook for improvement with this particular service.
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
diagnosis: Developmental Disability, Autism, Neurocognitive Disorder and Traumatic Brain Injury.
ROoe 1. The trealtrlnent'orientation, modality and gpal§ must 'be specified and agregd upon by thg individgal.l ' o . -
Components 2. The lléldéwduallzed Recovery Plan for the individual includes goals and objectives specific to the individual-identified family for whom the service is being
provided.
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. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:
Service o thg use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
Accessibilty of interpreters; and/or
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the
use of this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.
If there are multiple family members in the Family Training session who are enrolled individuals for whom the focus of treatment in the group is related to goals on their
IRPs, the following applies:
Documentation 1. Document the family session in the chart of each individual for whom the treatment/support is related to a specific goal on the individual’s IRP.
Requirements 2. Charge the Family Training session units to one of the individuals.
3. Indicate “NC” (No Charge) on the documentation for the other individual(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.
Billing & When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
Reporting code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
Requirements
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atient Services: Group Counseling

Transaction Code Detail Code | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Practitioner Level 2, In-Clinic Hooo4 | HQ | U2 | us $8.50 I\Pﬂraqtlt|ongrLeveI2, Ou.t-of-CI|n|c, Hooo4 | HQ | HR U2 | u7 | $10.30
ulti-family group, w/ client present
Practitioner Level 3, In-Clinic Hooo4 | HQ | U3 | us $6.60 I\PﬂraqﬁhongrLevelS, Ou.t-of-CI|n|c, Ho0o4 | HQ | HR | U3 | U7 | $8.25
ulti-family group, w/ client present
Practitioner Level 4, In-Clinic Hooos | Ha |us | us $4.43 ’\P/lragt|t|on9rLeveI4, Ou?—of—Clmlc, Hooo4 | HQ | HR |u4 |u7 | $5.41
ulti-family group, w/ client present
Practitioner Level 5, In-Clinic Hooo4 | HQ | us | Us $3.30 I\P/lrac:.htlonlerLeveI5, Ou.t-of-Cllmc, Hooo4 | HQ | HR |us | u7 | s4.03
ulti-family group, w/ client present
Practitioner Level 2, Out-of-Clinic Practitioner Level 2, In-Clinic,
HO004 | HQ | U2 | U7 $10.39 Multi-family group, without client HO004 | HQ |HS |U2 | U6 | $8.50
present
Practitioner Level 3, Out-of-Clinic Practitioner Level 3, In-Clinic,
HO004 | HQ | U3 | U7 $8.25 Multi-family group, without client H0004 | HQ | HS | U3 | U6 | $6.60
Group - present
Behavioral Practitioner Level 4, Out-of-Clinic Practitioner Level 4, In-Clinic,
health H0004 | HQ | U4 | U7 $5.41 Multi-fatmilygroup,withoutclient HO004 | HQ |HS | U4 | U6 | $4.43
. presen
;:ﬁ;r;;(;lmg and Practitioner Level 5, Out-of-Clinic Practitioner Level 5, In-Clinic,
HO004 | HQ | U5 | U7 $4.03 Multi-family group, without client HO0004 | HQ |HS | U5 | U6 | $3.30
present
Practitioner Level 2, In-Clinic, Practitioner Level 2, Out-of-Clinic,
Multi-family group, with client H0004 | HQ |HR | U2 | U6 | $8.50 Multi-family group, without client H0004 | HQ | HS | U2 | U7 | $10.39
present present
Practitioner Level 3, In-Clinic, Practitioner Level 3, Out-of-Clinic,
Multi-family group, with client H0004 | HQ |HR | U3 | U6 | $6.60 Multi-family group, w/o client HO0004 | HQ |HS | U3 | U7 | $8.25
present present
Practitioner Level 4, In-Clinic, Practitioner Level 4, Out-of-Clinic,
Multi-family group, w/ client H0004 | HQ |HR | U4 | U6 | $4.43 Multi-family group, w/o client H0004 | HQ |HS | U4 | U7 | $5.41
present present
Practitioner Level 5, In-Clinic, Practitioner Level 5, Out-of-Clinic,
Multi-family group, w/ client H0004 | HQ |HR | U5 |U6 | $3.30 Multi-family group, w/o client H0004 | HQ |HS | U5 | U7 | $4.03
present present
Group Psycho- | Practitioner Level 2, In-Clinic 90853 | U2 | U6 $8.50 Practitioner Level 2, Out-of-Clinic 90853 | U2 | U7
therapy other Practitioner Level 3, In-Clinic 90853 | U3 | U6 $6.60 Practitioner Level 3, Out-of-Clinic 90853 | U3 | U7
than of a Practitioner Level 4, In-Clinic 90853 | U4 | U6 $4.43 Practitioner Level 4, Out-of-Clinic 90853 | U4 | U7
multiple family | Practitioner Level 5, In-Clinic 90853 | U5 | U6 $3.30 Practitioner Level 5, Out-of-Clinic | 90853 | U5 | U7
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group (appropriate

license required)

I

Unit Value 15 minutes Utilization Criteria TBD
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 and specified in the Individualized Recovery Plan.
Services may address goals/issues such as promoting recovery, and the restoration, development, enhancement or maintenance of:
Service 1. Cognitive processing skills;
Definition 2. Healthy coping mechanisms;
3. Adaptive behaviors and skills;
4. Interpersonal skills; and
5. Identifying and resolving personal, social, intrapersonal and interpersonal concerns.
1. Individual must have a mental illness/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out activities of
Admission daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Criteria 2. Theindividual's level of functioning does not preclude the provision of services in an outpatient milieu; and
3. Theindividual's recovery goalls which are to be addressed by this service must be conducive to response by a group milieu.
Continuing Stay | 1.  Individual continues to meet admission criteria; and
Criteria 2. Individual demonstrates documented progress relative to goals identified in the Individualized Recovery Plan, but treatment goals have not yet been achieved.
1. Anadequate continuing care plan has been established; and one or more of the following:
Tiselas 2. Gogl§ of the Individuglized Recovgry E[an ha}ve belenl sub.stantially met; or
Criteria 3. Individual requests discharge and individual is not in imminent danger of harm to self or others; or
4.  Transfer to another service/level of care is warranted by change in individual’s condition; or
5. Individual requires more intensive services.
Eicr:\llllj(;?ons See Required Components, items 2 and 3 below.
1. Severity of behavioral health impairment precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. Thgre is a Iac;k of spcial support systems such thaF a more intensive Ievgl of service is needed.. . . o
Exclusions 4, This service is not intended to supplant other services such as I/DD Waiver Personal and Family Support Services or any day services where the individual may
more appropriately receive these services with staff in various community settings.
5. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the
diagnosis: Developmental Disability, Autism, Neurocognitive Disorder and Traumatic Brain Injury.
1. The recovery orientation, modality and goals must be specified and agreed upon by the individual.
2. Group outpatient services should very rarely be offered in addition to day services such as Psychosocial Rehabilitation. Any exceptions must be clinically justified
Required in the record and may be subject to scrutiny by the Administrative Services organization. Exceptions in offering group outpatient services external to day services
Components include such sensitive and targeted clinical issue groups as incest survivor groups, perpetrator groups, and sexual abuse survivor groups. When an exception is
clinically justified, services must not duplicate day services activities.
3. When billed concurrently with ACT services, group counseling must be curriculum-based (See ACT Service Guideline for requirements).
:fm?rge ments Maximum face-to-face ratio cannot be more than 10 individuals to 1 direct service staff based on average group attendance.
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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.

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

Operations - ) . ) . ) . )
participants for a particular group, working with the group to establish necessary group norms and goals, and understanding and managing group dynamics and
processes.

E{";g‘c?rtig 1. Ifa Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.

Requirements

additional The daily maximum within a CSU for combined Group Training/Counseling is 4 units/d

Medicaid e daily maximum within a or combined Group Training/Counseling is 4 units/day.

Requirements

tient Services: Group Training

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Praciitioner Level 4, In-Clinic Ho014 | HQ | U4 | U6 ‘ §4.43 | Practitioner Level 4, Outof-Clinic, | g1y | ho | HR [us | U7 | 8541
with client present
Practiioner Level 5, In-Clinic H20t4 |HQ | U5 | Us ‘ §3.30 | Prectiioner Level 5, OutofClnie,  ppgq4 | g | HR |Us | U7 | $4.03
with client present
. Practitioner Level 4, Out-of-Clinic Practitioner Level 4, In-Clinic,
?r;OilrJ]ipnslgls H2014 | HQ u4 | U7 ‘ $5.41 without client present H2014 | HQ |HS | U4 | U6 | $4.43
Development Practitioner Level 5, Out-of-Clinic H2014 | HQ us | u7 $4.03 Pract|t|on§r Level 5, In-Clinic, H20t4 | HQ | HS |us | us |$3.30
without client present
Practltloner Level 4, In-Clinic, with H2014 | HQ HR | U4 us | $4.43 Practltlongr Level 4, Out-of-Clinic, H2014 | HQ | HS | U4 u7 | $5.41
client present without client present
Pract|t|oner Level 5, In-Clinic, with H2014 | HQ R | us |us | 3330 Prach’ﬂongr Level 5, Out-of-Clinic, H2014 | HQ |HS | U5 | u7 | $4.03
client present without client present
Unit Value 15 minutes Maximum Daily Units 20 units
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. lliness and medication self-management knowledge and skills (e.g., symptom management, behavioral management, relapse prevention skills, knowledge of
medications and side effects, and motivational/skill development in taking medication as prescribed);
Service Problem solving skills;
Definition Healthy coping mechanisms;

Adaptive skills;

Interpersonal skills;

Daily living skills;

Resource management skills;

Knowledge regarding mental illness, substance related disorders and other relevant topics that assist in meeting the youth’s and family’s needs; and
Skills necessary to access and build community resources and natural support systems.

©oNDORWN
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Group Outpatient Services: Group Training

1. Individuals must have a mental illness/substance-related disorder diagnosis that is at least destabilizing (markedly interferes with the ability to carry out activities
Admission of daily living or places others in danger) or distressing (causes mental anguish or suffering); and
Criteria 2. Theindividual's level of functioning does not preclude the provision of services in an outpatient milieu; and
3. Theindividual's resiliency goalls that are to be addressed by this service must be conducive to response by a group milieu.
Continuing Stay | 1.  Individual continues to meet admission criteria; and
Criteria 2. Individual demonstrates documented progress relative to goals identified in the Individualized Recovery Plan, but recovery goals have not yet been achieved.
An adequate continuing care plan has been established; and one or more of the following:
el 1. Gogl§ of the Individuglized Recovery Elaq have peen gupstaptially met; or
Criteria 2. Individual requests discharge and the individual is not in imminent danger of harm to self or others; or
3. Transfer to another service/level of care is warranted by change in individual’'s condition; or
4. Individual requires more intensive services.
Eicr:\lllﬁ?ons See also Required Components, item 2. below.
1. Severity of behavioral health issue precludes provision of services.
2. Severity of cognitive impairment precludes provision of services in this level of care.
Clinical 3. Thgre is a Iagk of s_ocial support systems such tha.t a more intensive level of service is negded. . o
Exclusions 4.  This service is not intended to supplant other services such as |ID/IDD 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
diagnosis: Developmental Disability, Autism, Neurocognitive Disorder, Traumatic Brain Injury.
1. The functional goals addressed through this service must be specified and agreed upon by the individual.
Reaui 2. Group outpatient services should very rarely be offered in addition to day services such as Psychosocial Rehabilitation. Any exceptions must be clinically justified
equired . . . P . L C . . . .
Components in the record and may be subject to sgrgtlny by the Admlnlstratlve Serv!ces organization. Exceptions in offering group outpatlept services external to day services
include such sensitive and targeted clinical issue groups as incest survivor groups, perpetrator groups, and sexual abuse survivor groups. When an exception is
clinically justified, services must not duplicate day services activities.
:La;lr:?rge ments Maximum face-to-face ratio cannot be more than 10 individuals to 1 direct service staff based on average group attendance.
1. Practitioners providing this service are expected to maintain knowledge and skills regarding group practice such as selecting appropriate participants for a
particular group, working with the group to establish necessary group norms and goals, and understanding and managing group dynamics and processes.
Clinical 2. Out-of-clinic group skills training is allowable and clinically valuable for some individuals; therefore, this option should be explored to the bengfit of the individual.
0 . In this event, staff must be able to assess and address the individual needs and progress of each individual consistently throughout the intervention/activity (e.g.
perations . . o . o : L . e L
in an example of teaching 2-3 individuals to access public transportation in the community, group training may be given to help each individual 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 individuals and assisting each to understand and become comfortable with riding the bus in accordance with individual goals, etc.).
Additional
Medicaid The daily maximum within a CSU for combined Group Training/Counseling is 4 units/day.
Requirements
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Individual Counseling

Transaction Code Code Detail Code | Mod | Mod Rate Code Detail Code Mod
1 2 3 1 2
Practitioner Level 2, In-Clinic 90832 | U2 | U6 \ $64.95 | Practitioner Level 2, Out-of-Clinic | 90832 | U2 | U7
Practitioner Level 3, In-Clinic 90832 | U3 | U6 | $50.02 | Practitioner Level 3, Out-of-Clinic | 90832 | U3 | U7
Practitioner Level 4, In-Clinic 90832 | U4 | U6 \ $33.83 | Practitioner Level 4, Out-of-Clinic | 90832 | U4 | U7
Practitioner Level 5, In-Clinic 90832 | U5 | Uc | $25.21 | Practitioner Level 5, Out-of-Clinic | 90832 | U5 | U7
Practitioner Level 2, Via Practitioner Level 4, Via
interactive audio and video 90832 | GT | U2 $64.95 | interactive audio and video 90832 | GT | U4
telecommunication systems telecommunication systems
é Practitioner Level 3, Via Practitioner Level 5, Via
'E‘ interactive audio and video 90832 | GT | U3 $50.02 | interactive audio and video 90832 | GT | U5
3l | telecommunication systems telecommunication systems
Individual Practitioner Level 2, In-Clinic | 90834 | U2 [ Us | MMM $116.90 | Practitioner Level 2, Out-of-Clinic | 90834 | U2 | U7
Psycho- o Practitioner Level 3, In-Clinic 90834 | U3 | Us | $90.03 | Practitioner Level 3, Out-of-Clinic | 90834 | U3 | U7
g‘fgﬁt"eﬁ insight Practitioner Level 4, In-Clinic | 90834 | U4 [ Us | $60.89 | Practitioner Level 4, Out-of-Clinic | 90834 | U4 | U7
behavior- o | Practitioner Level 5, In-Clinic 90834 | U5 | Uc |EEEEENNNN $45.38 | Practitioner Level 5, Out-of-Clinic | 90834 | U5 | U7
modifying g‘ Eractitiqner Leyel 2, Vig $116.90 Eractitiqner Leyel 4, Vig
sl é interactive audio and video 90834 | GT | U2 interactive audio and video 90834 | GT | U4
supportive 1| telecommunication systems telecommunication systems
face-to-face w/ Practitioner Level 3, Via $90.03 | Practitioner Level 5, Via
patient and/or interactive audio and video 90834 | GT | U3 interactive audio and video 90834 | GT | U5
family member telecommunication systems telecommunication systems
Practitioner Level 2, In-Clinic 90837 | U2 | U6 \ $155.87 | Practitioner Level 2, Out-of-Clinic | 90837 | U2 | U7
Practitioner Level 3, In-Clinic 90837 | U3 | U6 \ $120.04 | Practitioner Level 3, Out-of-Clinic | 90837 | U3 | U7
Practitioner Level 4, In-Clinic 90837 | U4 | U6 \ $81.18 | Practitioner Level 4, Out-of-Clinic | 90837 | U4 | U7
@ Practitioner Level 5, In-Clinic 90837 | U5 | U6 \ $60.51 | Practitioner Level 5, Qut-of-Clinic | 90837 | U5 | U7
_g‘ Practitioner Level 2, Via Practitioner Level 4, Via
El| interactive audio and video 90837 | GT | U2 $155.87 | interactive audio and video 90837 | GT | U4
7' | telecommunication systems telecommunication systems
Practitioner Level 3, Via Practitioner Level 5, Via
interactive audio and video 90837 | GT | U3 $120.04 | interactive audio and video 90837 | GT | U5
telecommunication systems telecommunication systems
.., |_Practitioner Level 1, In-Clinic 90833 | U1 | U6 \ $97.02 | Practitioner Level 1, Out-of-Clinic | 90833 | U1 | U7
Psycho- || Practitioner Level 2, In-Clinic 90833 | U2 | U6 | $64.95 | Practitioner Level 2, Out-of-Clinic | 90833 | U2 | U7
therapy Add-on | E|| Practitioner Level 1 90833 | GT | U1 $97.02 | Practitioner Level 2 90833 | GT | U2
with patient 7
and/or familyin | | Practitioner Level 1, In-Clinic | 90836 | U1 | U6 | $174.63 | Practitioner Level 1, Out-of-Clinic | 90836 | U1 | U7
CQ”JU”Ct'On 5[ | Practitioner Level 2, In-Clinic 90836 | U2 U6 \ $116.90 | Practitioner Level 2, Out-of-Clinic | 90836 | U2 | U7
with E&M E Practitioner Level 1 90836 | GT $174.63 | Practitioner Level 2 90836 | GT | U2

3 4

| $77.93

$61.13

$40.59

$30.25

$33.83

$25.21

$140.28

$110.04

$73.07

$54.46

$60.89

$45.38

$187.04

$146.71

$97.42

$72.61

$81.18

$60.51

$123.48

$77.93

$64.95

$226.26

$140.28

$116.90
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Individual Counseling

Unit Value

1 encounter (Note: Time-in/Time-out is required in the documentation as it justifies

which code above is billed) Utilization Criteria TBD

Service Definition

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. Individual counseling may include face-to-face in or out-of-clinic time with family members as long as the individual is
present for part of the session and the focus is on the individual. Services are directed toward achievement of specific goals defined by the individual and specified
in the Individualized Recovery Plan. These services address goals/issues such as promoting recovery, and the restoration, development, enhancement or
maintenance of:

lliness 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 mental iliness, substance related disorders and other relevant topics that assist in meeting the individual’s or the support system’s needs.
Best/evidence-based practice modalities may include (as clinically appropriate): Motivational Interviewing/Enhancement, Cognitive Behavioral Therapy, Behavioral
Modification, Behavioral Management, Rational Behavioral Therapy, Dialectical Behavioral Therapy, and others as appropriate to the individual and clinical issues
to be addressed.

Admission Criteria

Individual must have a mental iliness/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
The individual's level of functioning does not preclude the provision of services in an outpatient milieu.

Continuing Stay Individual continues to meet admission criteria; and.

Criteria Individual demonstrates documented progress relative to goals identified in the Individualized Recovery Plan, but recovery goals have not yet been achieved.
Adequate continuing care plan has been established; and one or more of the following:
Goals of the Individualized Recovery Plan have been substantially met; or

Discharge Criteria Individual requests discharge and individual is not in imminent danger of harm to self or others; or

Transfer to another service is warranted by change in individual’s condition; or
Individual requires a service approach that supports less or more intensive need.

Service Exclusions

ACT and Crisis Stabilization Unit services.

Clinical Exclusions

Severity of behavioral health impairment precludes provision of services.

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

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

Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition overlaying the
diagnosis: Developmental Disability, Autism, Neurocognitive Disorder and Traumatic Brain Injury.

Required
Components

The recovery orientation, modality and goals must be specified and agreed upon by the individual.

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.
90833 and 90836 are utilized with E/M CPT Codes as an add-on for psychotherapy and may not be billed individually.
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Individual Counseling

Service Accessibility

1. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language.
Examples of this include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’'s language versus use of
interpreters; and/or
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the
use of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.

2. Additionally, telemedicine may be utilized for 90833 and 90836 when the service is combined with CPT E&M codes and delivered by a medical practitioner
(Level U1 and U2).

1. When 90833 or 90836 are provided with an E/M code, these are submitted together to encounter/claims system.
2. 90833 is used for any intervention which is 16-37 minutes in length.

Bl e 3. 90836 !s used for any @ntervent?on wh?oh ?s 38-52 minutes in Ifangth.

Reporting 4, 90837 is uged fo_r any |nt.ervent|.on whlgh is greater than 53 minutes. . - . .

Requirements 5. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for
payment with two exceptions: If the billable base code is either 90833 or 90836 and is denied for Procedure-to-Procedure edit, then a (25) modifier should be
added to the claim resubmission.

6. Appropriate add-on codes must be submitted on the same claim as the paired base code.
Documentation When 90833 or 90836 are provided with an E/M code, they are recorded on the same intervention note but the distinct services must be separately identifiable.
Requirements When 90833 or 90836 are provided with an E/M code, the psychotherapy intervention must include time in/time out in order to justify which code is being utilized.

Time associated with activities used to meet criteria for the E/M service is not included in the time used for reporting the psychotherapy service.

Transaction
Code

nteractive Complexit

Code Detail Code Code Detail Mod

Interactive complexity (List

Mod | Mod | Mod | Mod | Rate i
1 2 3 4 1

Mod | Mod | Mod | Rate
2 3 4

Interactive complexity

2. Caregiver emotions/behaviors complicate the implementation of the IRP.

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

sentinel event and/or report with the individual and supporters.

Interactive separately in addition to the code for 90785 $0.00 (List separately in addition 90785 | TG $0.00
Complexity primary procedure) ' to the code for primary '
procedure)
Unit Value 1 Encounter
Interactive Complexity is not a direct service but functions as a modifier to Psychiatric Treatment, Diagnostic Assessment, Individual Therapy, and Group Counseling.
This modifier is used when:
Service 1. Communicat?on with the individual pgrtioipant/s is complicated perhaps related to, e.g., high anxiety, high reactivity, repeated questions, or disagreement and
Definition therefore delivery of care is challenging.
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4. Use of play equipment, physical devices, interpreter or translator to overcome significant language barriers (when individual served is not fluent in same
language as practitioner, or when the individual has not developed or has lost expressive/receptive communication skills necessary for interactive participation in

the intervention).

Admission
Criteria
Continuing Stay
gg;:':rge These elements are defined in the specific companion service to which this modifier is anchored to in reporting/claims submission.
Criteria
Clinical
Exclusions
1. When this code is submitted, there must be:
a.  Record of base service delivery code/s AND the Interactive Complexity code on the single note; and
Documentation b.  Evidence within the multi-code service note which indicates the specific category of complexity (from the list of items 1-4 in the definition above) utilized
Requirements during the intervention.
2. The interactive complexity component relates only to the increased work intensity of the psychotherapy service, but does not change the time for the
psychotherapy service.
1. This service may only be reported/billed in conjunction with one of the following codes: 90791, 90792, 90832, 90834, 90837, 90853, and with the following codes
Reporting and only when paired with 90833 or 90836: 99201, 99211, 99202, 99212, 99203, 99213, 99204, 99214, 99205, 99215.
Billing 2. This Service Code paired with the TG modifier is only used when the complexity type from the Service Definition above is categorized under Item 4 AND an
Requirements interpreter or translator is used during the intervention. So, if play equipment is the only complex intervention utilized, then TG is not utilized.
3. Interactive Complexity is utilized as a modifier and therefore is not required in an order nor in an Individualized Recovery/Resiliency Plan.
eaicatlo AC dallco
Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod2 | Mod | Mod | Rate
Code 1 2 3 4 1 3 4
) Practitioner Level 2, In-Clinic H2010 | U2 | U6 $33.40 Practitioner Level 2, Out-of-Clinic | H2010 | U2 | U7 $42.51
Comprehensive " praciitioner Level 3, In-Clinic H2010 [ U3 | U6 $25.39 | Practitioner Level 3, Out-of-Clinic | H2010 | U3 | U7 $33.01
g":r‘i'i‘fegon Practitioner Level 4, In-Clinic H2010 | U4 | Us $17.40 | Practitioner Level 4, Out-of-Clinic | H2010 | U4 | U7 $22.14
Practitioner Level 5, In-Clinic H2010 | U5 | U6 $12.97
Therapeutic, Practitioner Level 2, In-Clinic 96372 | U2 | U6 $33.40 Practitioner Level 2, Out-of-Clinic | 96372 | U2 | U7 $42.51
prophylactic or Practitioner Level 3, In-Clinic 96372 | U3 | U6 $25.39 Practitioner Level 3, Out-of-Clinic | 96372 | U3 | U7 $33.01
ﬁ:;%?i‘;zt'c Practitioner Level 4, In-Clinic | 96372 | U4 | U6 $17.40 | Pracitioner Level 4, Out-of-Clinic | 96372 | U4 | U7 §22.14
Alcohol, and/or drug services, methadone administration and/or service (provision of the drug by a licensed For individuals who need opioid maintenance, the Opioid Maintenance service should
program) be requested
Unit Value 1 encounter Utilization Criteria 1 encounter
, 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
Service L : . R . . - - .
Definition living organism, alters normal bodily function) into the body of another person by any number of routes including, but not limited to the following: oral, nasal, inhalant,

intramuscular injection, intravenous, topical, suppository or intraocular. Medication administration requires a written service order for Medication Administration and a
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written order for the medication and the administration of the medication that complies with guidelines in Part Il, Section 1, Subsection 6—Medication of the Provider
Manual. The order for and administration of medication must be completed by members of the medical staff pursuant to the Medical Practice Act of 2009, Subsection
43-34-23 Delegation of Authority to Nurse and Physician Assistant 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.

The service must include:
1. An assessment by the licensed/credentialed medical personnel administering the medication of the individual’s physical/psychological/behavioral status in order to
make recommendations regarding whether to continue medication and/or its means of administration, and whether to refer the individual to the physician for
medication review.

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

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

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 staff in

Admission . )
Criteria acco.rdlance. with st.ate law; or . . ‘ o . ‘ .

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

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

gz{];'r?:mg Sty Individual continues to meet admission criteria.
Discharge 1 Individual no longer needs medication; or
Criteria 2. Individual is aple tlo self-administer medication; land
3. Adequate continuing care plan has been established.
1. Does not include medication given as part of an Ambulatory Detoxification protocol. Medication administered as part of this protocol is billed as Ambulatory
Detoxification.
Service 2. Must not be billed in the same day as Nursing Assessment.
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 supervision of self-administration of medications. Self-administration of medications can be done by anyone physically and mentally
Clinical capable of taking or administering medications to himself/herself. Youth and adults with mental health issues, or developmental disabilities are very often capable of
Exclusions 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.
1. There must be a written service order for Medication Administration and a written order for the medication and the administration of the medication that complies
Required with guidelines in Part Il, Section 1, Subsection 6 - Medicatilon of the Provider Manugl. The order for and gdministratiop of medication must pg complgted by
Components members of the medical staff pursuant to the Medical Practice Act of 2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant. The

order must be in the individual's chart. Telephone/verbal orders are acceptable provided they are signed by an appropriate member of the medical staff in
accordance with DBHDD requirements.
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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 individual, family or caregiver.

4. 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 Administrative Services Organization in reauthorizing services in this category.

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

gtea;lﬁjri]rgements Qualified Medication Aides working in a Community Living Arrangement (CLA) may administer medication only in a CLA.

1. Medication administration may not be billed for the provision of single or multiple doses of medication that an individual 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

Clinical constitute administration of medication for the purposes of this definition and, like other watchful oversight and monitoring functions, are not reimbursable
Operations treatment services.

2. [findividual/family requires training in skills needed in order to learn to manage his/her own medications and their safe self-administration and/or supervision of
self-administration, this skills training service can be provided via the PSR-I, AD Support Services, or Family/Group Training services in accordance with the
person’s individualized recovery/resiliency plan.

Billing &
Reporting If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.
Requirements
Additional
Medicaid As in all other settings, the daily maximum within a CSU for Medication Administration is 1 unit/day.
Requirements
0 A a a N a a

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

Practitioner Level 2, In-Clinic T1001 | U2 | U6 $38.97 | Practitioner Level 2, Out-of-Clinic | T1001 | U2 | U7 $46.76

Practitioner Level 3, In-Clinic T1001 | U3 | U6 $30.01 | Practitioner Level 3, Out-of-Clinic | T1001 | U3 | U7 $36.68

. Practitioner Level 4, In-Clinic T1001 | U4 | UG $20.30 | Practitioner Level 4, Out-of-Clinic | T1001 | U4 | U7 $24.36

Nursing Practitioner Level 2, Via Practitioner Level 4, Via
Assessment/ interactive audio and video T1001 | GT | U2 $38.97 | interactive audio and video T1001 | GT | U4 $20.30
Evaluation telecommunication systems telecommunication systems

Practitioner Level 3, Via

interactive audio and video T1001 | GT | U3 $30.01

telecommunication systems

Practitioner Level 2, In-Clinic T1002 | U2 | U6 $38.97 | Practitioner Level 2, Out-of-Clinic | T1002 | U2 | U7 $46.76
RN Services, up Practitioner Level 3, In-Clinic T1002 | U3 U6 $30.01 Practitioner Level 3, Out-of-Clinic | T1002 | U3 u7 $36.68
to 15 minutes Practitioner Level 2, Via Practitioner Level 3, Via

interactive audio and video T1002 | GT | U2 $38.97 | interactive audio and video T1002 | GT | U3 $30.01

telecommunication systems telecommunication systems

Practitioner Level 4, In-Clinic T1003 | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic | T1003 | U4 | U7 $24.36
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Nursing Assessment and Health Services

. Practitioner Level 4, Via
L'J‘ft';l 1%‘?”%';333’ interactive audio and video T1003 | GT | U4
telecommunication systems
Practitioner Level 2, In-Clinic 96156 | U2 | U6 Practitioner Level 2, Out-of-Clinic
Health Behavior — — ” —
Assessmentor | Practitioner Level 3, In-Clinic 96156 | U3 | U6 $30.01 | Practitioner Level 3, Out-of-Clinic | 96156 | U3 | U7
Re-assessment | Practitioner Level 4, In-Clinic 96156 | U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic | 96156 | U4 | U7
(e.g., health- Practitioner Level 2, Via Practitioner Level 4, Via
focused clinical | interactive audio and video 96156 | GT | U2 $38.97 | interactive audio and video 96156 | GT | U4 $20.30
interview, telecommunication systems telecommunication systems
behavioral
observations, Practitioner Level 3, Via
clinical decision | interactive audio and video 96156 | GT | U3
making) telecommunication systems
Unit Value 15 minutes for T codes, 1 encounter for code 96156 Utilization Criteria
This service requires face-to-face contact with the individual to monitor, evaluate, assess, and/or carry out a physician’s orders regarding the physical and/or
psychological problems of the individual. It includes:
1. Providing nursing assessments and interventions to observe, monitor and care for the physical, nutritional, behavioral health and related psychosocial issues,
problems or crises manifested in the course of an individual’s treatment;
2. Assessing and monitoring individual's response to medication(s) to determine the need to continue medication and/or to determine the need to refer the individual
for a medication review;
3. Assessing and monitoring an individual’'s medical and other health issues that are either directly related to the mental health or substance related disorder, or to the
Service treatment of t.he disc.)rdgr. (e.g. diab.ete.)s., oard.iac and/or blqod press.ur(.a.issues, substance withdrawal symptoms, weight gain anq fluid retention, seizgre_s,_ etc.);
Definition 4. Consulting with the individual and individual-identified family and significant other(s) about medical, nutritional and other health issues related to the individual's
mental health or substance related issues;
5. Educating the individual and any identified family about potential medication side effects (especially those which may adversely affect health such as weight gain or
loss, blood pressure changes, cardiac abnormalities, development of diabetes or seizures, etc.);
6. Consulting with the individual and the individual-identified family and significant other(s) about the various aspects of informed consent (when prescribing occurs);
7. Training for self-administration of medication;
8. Venipuncture required to monitor and assess mental health, substance disorders or directly related conditions, and to monitor side effects of psychotropic
medications, as ordered by as ordered by an appropriate member of the medical staff; and
9. Providing assessment, testing, and referral for infectious diseases.
Admission 1. Individual presents with symptoms that are likely to respond to medical/nursing interventions; or
Criteria 2. Individual has been prescribed medications as a part of the treatment array or has a confounding medical condition.
Continuing Stay 1. Ind?v?dual con?ir?ues to demongtrate symptoms that_are likely tq respond to orare re.spplnding. to m.edical interventions; or
Criteria 2. Individual exhibits acute disabling conditions of sufficient severity to 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 recovery goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Individual no longer demonstrates symptoms that are likely to respond to or are responding to medical/nursing interventions; or
Criteria 3. Goals of the Individualized Recovery Plan have been substantially met; or
4. Individual requests discharge and individual is not in imminent danger of harm to self or others.
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Nursing Assessment and Health Services

Serwcg ACT, Medication Administration, Opioid Maintenance.
Exclusions
E’ﬂg;jg! - Routine nursing activities that are included as a part of medication administration/methadone administration.
1. Nutritional assessments indicated by an individual's confounding health issues may be billed under this code (96150, 96151). No more than 8 units specific to
nutritional assessments can be billed for an individual within a year. This specific assessment must be provided by a Registered Nurse or by a Licensed Dietician.
2. This service does not include the supervision of self-administration of medication.
Required 3. Each nursing contact should document the checking of vital signs (Temperature, Pulse, Blood Pressure, Respiratory Rate, and weight, if medically indicated or if
Cogm onents related to behavioral health symptom or behavioral health medication side effect) in accordance with general psychiatric nursing practice.

P 4. Nursing assessments will assess health risks, health indicators, and health conditions given that behavioral health conditions, behavioral health medications, and
physical health are intertwined. Personal/family history of Diabetes, Hypertension, and Cardiovascular Disease should be explored as well as tobacco use history,
substance use history, blood pressure status, and Body Mass Index (BMI). Any sign of major health concerns should yield a medical referral to a primary health
care physician/center.

Clinical 1. Venipuncture services must include documentation that includes cannula size, insertion site, number of attempts, location, and individual tolerance of procedure.
Operations 2. All nursing procedures must include relevant individual centered education regarding the procedure.
To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of this
include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual's language versus use
Service of interpreters; and/or
Accessiilty o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use of
this modality. This consent should be documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s convenience or
preference.
Billing & 1. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for payment.
Reporting 2. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
Requirements code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
Additional
Medicaid The daily maximum within a CSU for Nursing Assessment and Health Services is 5 units/day.
Requirements
Pharmacy & Lab
Pharmacy and Lab Services include operating or purchasing services to order, package, and distribute prescription medications. It includes provision of assistance to
Service individuals to access indigent medication programs, sample medication programs and payment for necessary medications when no other funding source is available.
Definition 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 individuals based on inability to pay.
Admission Individual has been assessed by a prescribing professional to need a psychotropic, anti-cholinergic, substance use disorder-specific, or anti-convulsant (as related to
Criteria behavioral health issue) medication and/or lab work required for persons entering services, and/or monitoring medication levels.
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82{:;?: e Individual continues to meet the admission criteria as determined by the prescribing professional.
Discharge 1. Individual no longer demonstrates symptoms that are likely to respond to or are responding to pharmacologic interventions; or
Criteria 2. Individual requests discharge and individual is not imminently dangerous or under court order for this intervention.
1. Service must be provided by a licensed pharmacy or through contract with a licensed pharmacy.
Required 2. Agency must participate in any pharmaceutical rebate programs or pharmacy assistance programs that promote individual access in obtaining medication.
Components 3. Providers shall assist individuals who have an inability to pay for medications in accessing the local Division of Family & Children Services or the Social Security
Administration to explore options for Medicaid eligibility.
'I?/Ii?ilitg;?c?l Not a Medicaid Rehabilitation Option “service.” Medicaid recipients may access the general Medicaid pharmacy program as defined by the Department of Community
Requirements Healih.
Reporting and
Billing The agency shall adhere to expectations set forth in its contract for reporting related information.
Requirements
Psychiatric Treatment
Transaction Code Code Detail Code | Mod | Mod Rate Code Detail Mod Rate
1 2 3 4 1 2 3 4
Practitioner Level 1, In-Clinic 99202 | U1 U6 97.00 | Practitioner Level 2, In-Clinic 99202 | U2 | U6 64.95
15-29 | Pracitioner Level 1, Out-of-Clinic | 99202 | U1 | U7 12350 | Practitioner Level 2, Out-of-Clinic | 99202 | U2 | U7 77.95
Practitioner Level 1 99202 | GT | U1 97.00 ] Practitioner Level 2 99202 | GT | U2 64.95
Practitioner Level 1, In-Clinic 99203 | U1 U6 155.20 | Practitioner Level 2, In-Clinic 99203 | U2 U6 103.92
- 30-4 | Pracitioner Level 1, Out-of-Clinic | 99203 | U1 | U7 197.60 | Practitioner Level 2, Out-of-Clinic | 99203 | U2 | U7 124.72
New Pract?tioner Level 1 _ 99203 | GT | U1 155.20 Pract?t?oner Level 2 _ 99203 | GT | U2 103.92
Patient 4550 Pract!t!oner Level 1, In-Clinic _ 99204 | U1 U6 213.40 Pract!t!oner Level 2, In-Clinic _ 99204 | U2 U6 142.89
minutes Practitioner Level 1, Out-of-Clinic | 99204 | U1 u7 271.70 | Practitioner Level 2, Out-of-Clinic | 99204 | U2 | U7 171.49
Practitioner Level 1 99204 | GT | U1 213.40 | Practitioner Level 2 99204 | GT | U2 142.89
Practitioner Level 1, In-Clinic 99205 | U1 U6 271.60 | Practitioner Level 2, In-Clinic 99205 | U2 U6 181.86
80" | Practitioner Level 1, Out-of-Clinic_| 99205 | U1 | U7 345.80 | Practitioner Level 2, Out-of-Clinic | 99205 | U2 | U7 218.26
Practitioner Level 1 99205 | GT | U1 271.60 | Practitioner Level 2 99205 | GT | U2 181.86
Practitioner Level 1, In-Clinic 99211 | U1 U6 19.40 | Practitioner Level 2, In-Clinic 99211 | U2 U6 12.99
mi;lﬁes Practitioner Level 1, Out-of-Clinic | 99211 | U1 u7 24.70 | Practitioner Level 2, Out-of-Clinic | 99211 | U2 | U7 15.59
Practitioner Level 1 99211 | GT | U1 19.40 ] Practitioner Level 2 99211 | GT | U2 12.99
Practitioner Level 1, In-Clinic 99212 | U1 U6 58.20 | Practitioner Level 2, In-Clinic 99212 | U2 | U6 38.97
EM 19-19 | Practitioner Level 1, Out-of-Clinic_| 99212 | U1_| U7 74.10 | Practitioner Level 2, Out-of-Clinic | 99212 | U2 | U7 46.77
Established Practitioner Level 1 99212 | GT | U1 58.20 | Practitioner Level 2 99212 | GT | U2 38.97
Patient Practitioner Level 1, In-Clinic 99213 | U1 | U6 97.00 § Practitioner Level 2, In-Clinic 99213 | U2 | U6 64.95
20-29 | Practitioner Level 1, Out-of-Clinic_| 99213 | U1 | U7 12350 | Practitioner Level 2, Out-of-Clinic | 99213 | U2 | U7 77.95
Practitioner Level 1 99213 | GT | U1 97.00 | Practitioner Level 2 99213 | GT | U2 64.95
30-39 | Practitioner Level 1, In-Clinic 99214 | U1 | U6 135.80 | Practitioner Level 2, In-Clinic 99214 | U2 | U6 90.93
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minutes

Psychiatric Treatment
Practitioner Level 1, Out-of-Clinic | 99214 | U1 u7

172.90 | Practitioner Level 2, Out-of-Clinic | 99214 | U2 u7

Practitioner Level 1 99214 | GT | U1

135.80 | Practitioner Level 2 99214 | GT | U2

40-54
minutes

Practitioner Level 1, In-Clinic 99215 | U1 U6

194.00 | Practitioner Level 2, In-Clinic 99215 | U2 U6

Practitioner Level 1, Out-of-Clinic | 99215 | U1 u7

247.00 | Practitioner Level 2, Out-of-Clinic | 99215 | U2 u7

Practitioner Level 1 99215 | GT | U1

194.00 | Practitioner Level 2 99215 | GT | U2

Unit Value

1.

enpounter (Note: T|m§-|n/T|me-out is required in the documentation as it justifies Utilization Criteria TRD
which code above is billed)

Service Definition

The provision of specialized medical and/or psychiatric services that include, but are not limited to:

Individuals must receive appropriate medical interventions as prescribed and provided by appropriate members of the medical staff pursuant to the Medical
Practice Act of 2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant that shall support the individualized goals of recovery as
identified by the individual and their Individualized Recovery Plan (within the parameters of the person’s informed consent).

Note: For the purposes of this manual, Psychiatric Treatment is sometimes referred to as “physician assessment” or “physician assessment and care.”

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.

Admission Criteria

1.

Individual is determined to be in need of psychotherapy services and has confounding medical issues which interact with behavioral health diagnosis, requiring
medical oversight; or
Individual has been prescribed medications as a part of the treatment array.

Continuing Stay
Criteria

Ao~

Individual continues to meet the admission criteria; or

Individual exhibits acute disabling conditions of sufficient severity to bring about a significant impairment in day-to-day functioning; or
Individual continues to present symptoms that are likely to respond to pharmacological interventions; or

Individual continues to demonstrate symptoms that are likely to respond or are responding to medical interventions; or

Individual continues to require management of pharmacological treatment in order to maintain symptom remission.

Discharge Criteria

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.

Service Exclusions

. Not offered in conjunction with ACT.

Supervision time is not billable.
Time spent on documentation is not billable.

Clinical Exclusions

Services defined as a part of ACT.

Required
Components

When providing psychiatric services to individuals who are deaf, deaf-blind, and/or hard of hearing, psychiatrists shall demonstrate training, supervision, or
consultation with a qualified professional as approved by DBHDD Office of Deaf Services.

FY 23 - 3rd Quarter Provider Manual for Community Behavioral Health Providers (January 1, 2023)

Page 159 of 465



Psychiatric Treatment

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

2. Assistive tools, technologies, worksheets, etc. can be used by the served individual to facilitate communication about treatment, symptoms, improvements, etc.

with the treating practitioner. If this work falls into the scope of Interactive Complexity, it is noted in accordance with that definition.

This service may be provided with Individual Counseling codes 90833 and 90836, but the two services must be separately identifiable.

4. For purposes of this definition, a “new patient” is an individual who has not received an E/M code service from that agency within the past three (3) years. If an
individual has engaged with the agency and has seen a non-physician for a BH Assessment, they are still considered a “new patient” until after the first E/M
service is completed.

This service may be provided via telemedicine to any individual who consents to this modality. This consent should be documented in the individual’s record. The

use of telemedicine should not be driven by the practitioner's/agency’s convenience or preference.

1. The daily maximum within a CSU for E/M is 1 unit/day.

2. Evenif 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.

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. 99213GTU1 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 99213U1, can also be billed in the same day).

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

3. These E/M codes are based upon Time (even though recent CPT guidance allows the option of using either Medical Decision Making or Time). The Georgia
Medicaid State Plan is priced on time increments and therefore time will remain the basis of justification for the selection of codes above for the near term.

4. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (25) can be added to the claim and resubmitted to the MMIS for
payment.

5. Despite recent CPT guidance, this service may not be billed for all time spent on an individual’'s case in a single day (i.e., pre- and post-appointment work that
is not direct individual assessment and/or care), because this indirect time is already included in the service rate.

Clinical Operations

w

Service Accessibility

Additional Medicaid
Requirements

Billing & Reporting
Requirements

Code Detail Mod

1 2

Transaction Code

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

$155.87

3 4

$187.04

Psychological testing
evaluation services by
physician or other qualified " .

e e Practitioner Level 2, In-Clinic | 96130 | U2 | U6
including integration of patient
data, interpretation of

Practitioner Level 2, Out-of-Clinic 96130 | U2 u7
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standardized test results and
clinical data, clinical decision
making, treatment planning

Practitioner Level 2, Via

?nddgepiria?ﬁ intet{aCEine '| interactive audio and video 96130 | GT | U2
ient, fami . .
nizmt?;r(s)oorgaﬁzgﬁ/er(sa), Y| telecommunication systems
when performed; first hour
Practitioner Level 2, In-Clinic | 96131 | U2 U6
Each additional hour (List
separlately in addition to code Practitioner Level 2’ Via
ST interactive audio and video | 96131 | GT | U2
telecommunication systems
Practitioner Level 2, In-Clinic | 96136 | U2 U6
Practitioner Level 2, Via
Psychological or interactive audio and video 96136 | GT | U2
neuropsychological test telecommunication systems
administration and scoring by
physician or other qualified Practitioner Level 3, In-Clinic | 96136 | U3 | U6
health care professional, two
tests, thod, first " _of-
mimtes Elr?‘?“tm”er Level 3, Out-of- | ge136 | U3 | U7
inic
Practitioner Level 3, Via
interactive audio and video 96136 | GT | U3
telecommunication systems
Practitioner Level 2, In-Clinic | 96137 | U2 | U6
Practitioner Level 2, Via
interactive audio and video 96137 | GT | U2
telecommunication systems
Each additional 30 minut
(Laisctsaepalrg)tgle;/inargcliri]tlijoisto Practitioner Level 3, In-Clinic | 96137 | U3 | U6
code for primary procedure) "
Prggtltloner Level 3, Out-of- 96137 | U3 | u7
Clinic
Practitioner Level 3, Via
interactive audio and video 96137 | GT | U3
telecommunication systems
Practitioner Level 2, In-Clinic | 96138 | U2 U6
Practitioner Level 2, Via
Psychological or interactive audio and video 96138 | GT | U2
neuropsychological test telecommunication systems
administration and scoring by
technician Practitioner Level 3, In-Clinic | 96138 | U3 | U6
Practitioner Level 3, Out-of- 96138 | U3 | U7

Clinic

155.87

$155.87 | Practitioner Level 2, Out-of-Clinic 96131

155.87

Practitioner Level 4, In-Clinic

Practitioner Level 4, Out-of-Clinic

Practitioner Level 4, Via interactive
audio and video telecommunication
systems

Practitioner Level 2, Out-of-Clinic

Practitioner Level 4, In-Clinic

Practitioner Level 4, Out-of-Clinic

Practitioner Level 4, Via interactive
audio and video telecommunication
systems

Practitioner Level 2, Out-of-Clinic

Practitioner Level 4, In-Clinic

Practitioner Level 4, Out-of-Clinic

$187.04
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Practitioner Level 3, Via
interactive audio and video 96138 | GT | U3
telecommunication systems

Practitioner Level 4, Via interactive
audio and video telecommunication
systems

Each additional 30 minutes
(List separately in addition to
code for primary procedure)

Practitioner Level 2, In-Clinic | 96139 | U2 U6 Practitioner Level 2, Out-of-Clinic

Practitioner Level 2, Via
interactive audio and video 96139 | GT | U2
telecommunication systems

Practitioner Level 3, In-Clinic | 96139 | U3 U6 Practitioner Level 4, In-Clinic 96139 | U4 U6

Practitioner Level 3, Out-of-

Clinic 96139 | U3 u7 Practitioner Level 4, Out-of-Clinic 96139 | U4 u7

Practitioner Level 3, Via 96139 | GT | U3
interactive audio and video audio and video telecommunication
telecommunication systems systems

Practitioner Level 4, Via interactive | 9613

Unit Value

1 hour or 30 minutes Utilization Criteria TBD

Service Definition

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

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

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 DBHDD 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.

gteacm?r%ments The term “psychologist” is defined in the Approved Behavioral Health Practitioners table in Section Il of this manual (Reference § 43-39-1 and § 43-39-7).
Required 1. There may be no more than 10 combined hours of the codes above provided to one individual within an authorization.
c 02\ ponents 2. When providing psychological testing to individuals who are deaf, deaf-blind, or hard of hearing, practitioner shall demonstrate training, supervision, and/or

consultation with a qualified professional as approved by DBHDD Office of Deaf Services.

Clinical Operations

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

Documentation
Requirements

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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To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus
use of interpreters; and/or
Service Accessibility o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use
of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.

Requirements

Billing & Reporting

1. Each unique code cannot be billed more than 5 units on a single day.

2. Add-on codes shall be provided on the same day as the associated base code).

3. Scoring may occur and be billed on a different day than the evaluation and testing procedures (and related codes).

4. If a Medicaid claim for this service denies for a Procedure-to-Procedure edit, a modifier (59) can be added to the claim and resubmitted to the MMIS for
payment.

5. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this
definition, the code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Psychosocial Rehabilitation - Individual

Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code Mod | Mod | Mod | Mo | Rate
Code 1 2 3 4 1 2 3 d4
Practitioner Level 4, In-Clinic H2017 [ HE | U4 [ U6 . $20.30 | Practitioner Level 4, Out-of-Clinic | H20177 | HE | U4 [ U7 . $24.36
) Practitioner Level 5, In-Clinic H2017 | HE | U5 | U6 $15.13 Practitioner Level 5, Out-of-Clinic | H2017 | HE | U5 | U7 $18.15
;Z{:;l?”stg%f; Practitioner Level 4, Via Practitioner Level 5, Via
interactive audio and video H2017 | GT |HE |U4 | U6 | $20.30 interactive audio and video H2017 | GT |HE | U5 |U6 | $15.13
telecommunication systems telecommunication systems
Unit Value 15 minutes Utilization Criteria TBD
Psychosocial Rehabilitation-Individual (PSR-I) services consist of rehabilitative skills building, the personal development of environmental and recovery supports
considered essential in improving a person’s functioning, learning skills to promote the person’s self-access to necessary services and in creating environments that
promote recovery and support the emotional and functional improvement of the individual. The service activities of Psychosocial Rehabilitation-Individual include:
1. Providing skills support in the person’s self-articulation of personal goals and objectives;
2. Assisting the person in the development of skills to self-manage or prevent crisis situations;
Service 3. Individualized intgrver?tions jn living, learning, working, othgr social 9nvironmer_1ts, which shall have as objectives: . . .
Definition a. lIdentification, 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;

b.  Supporting skills development to build natural supports (including support/assistance with defining what wellness means to the person in order to
assist them with recovery-based goal setting and attainment);

c.  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.);
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d.  Assistance in the acquisition of skills for the person to self-recognize emotional triggers and to self-manage behaviors related to the behavioral
health issue;
e.  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;
f.  Assistance in enhancing social and coping skills that ameliorate life stresses resulting from the person’s mental iliness/substance use disorder;
Assist the person in his/her skills in gaining access to necessary rehabilitative, medical, social and other services and supports;
Assistance to the person and other supporting natural resources with iliness understanding and self-management (including medication self-
monitoring); and
i. Identification, with the individual and named natural supporters, of risk indicators related to substance related disorder relapse, and the development
of skills and strategies to prevent relapse.
This service is provided in order to promote stability and build towards functioning in the person’s daily environment. Stability is measured by a decreased number of
hospitalizations, by decreased frequency and duration of crisis episodes and by increased and/or stable participation in community/work activities. Supports based on
the person’s needs are used to promote recovery while understanding the effects of the mental illness and/or substance use disorder, and to promote functioning.

@

1. Individuals with one of the following: Mental Health (MH) Diagnosis, Co-Occurring Substance Use Disorder and MH Diagnosis, or Co-Occurring MH Diagnosis and

Admission Developmental Disabilities (DD) and one or more of the following:
Criteria 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 | 1. Individual continues to meet admission criteria; and
Criteria 2. Individual demonstrates documented progress or maintenance of community skills relative to goals identified in the Individualized Recovery Plan.
1. An adequate continuing care plan has been established; and one or more of the following:
Tiselas 2. Gogl§ of the Individuglized Recovery Piari iiave i)een gupstaritially met; or
Criteria 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.
Clinical 1. Thgrg isa significant Iacklof comniiinity coping skills such that a more intensive seivice is needed. . . . -
Exclusions 2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring Behavioral Health condition:
Developmental Disability, Autism, Neurocognitive Disorder, Traumatic Brain Injury.
1. Psychosocial Rehabilitation-Individual services must include a variety of interventions in order to assist the individual in developing:
a. Symptom self-monitoring and self-management of symptoms.
b. Strategies and supportive interventions for avoiding out-of-community treatment for adults and building stronger knowledge of the adult’s strengths and
limitations.
c. Relapse prevention strategies and plans.
2. Psychosocial Rehabilitation-Individual services focus on building and maintaining a therapeutic relationship with the individual and facilitating treatment and
Required recovery goals.
Components 3. Contact must be made with the individual receiving PSR- services a minimum of twice each month.

4. In the absence of the required monthly face-to-face contact and if at least two unsuccessful attempts to make face-to-face contact have been tried and
documented, the provider may bill for a maximum of two telephone contacts in that specified month.

5. There may be instances where a person has an order and authorization to receive PSR-Group in addition to PSR-I. When the person is in attendance at the PSR-
Group program and a staff provides support to the served individual on a one-to-one basis, the PSR Specialty provider may bill this PSR-l code. In this specific
circumstance, the PSR group program shall not count for that time within in its hourly claims submission. There must be a PSR-I note which is individualized and
indicates the one-to-one nature of the intervention.
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6. When the primary focus of PSR-l is for medication maintenance, the following allowances apply:
a. These individuals are not counted in the offsite service requirement or the individual-to-staff ratio; and
b. These individuals are not counted in the monthly face-to-face contact requirement; however, face-to-face contact is required every 3 months and monthly
calls are an allowed billable service.

Staffing PSR- practitioners may have the recommended individual-to-staff ratio of 30 individuals per staff member and must maintain a maximum ratio of 50 individuals per

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

1. The organization must have a Psychosocial Rehabilitation-Individual Organizational Plan that addresses the following:

a. Description of the particular rehabilitation, recovery 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-individual ratios are maintained, including how unplanned
staff absences, ilinesses, or emergencies are accommodated, case mix, access, etc.;

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

Operations d. Description of how the plan for services is modified or adjusted to meet the needs specified in every Individualized Recovery Plan; and

e. Ifthe service is offered through an agency which provides PSR-Group, then there is a description of how the agency has protocols and accountability
procedures to assure that there is no duplication of billing when the person is being supported through the group model.

Utilization (frequency and intensity) of PSR-l should be directly related to the ANSA and to other functional elements in the assessment. In addition, when

clinical/functional needs are great, there should be complementary therapeutic services by licensed/credential professionals paired with the provision of PSR-|

(individual, group, family, etc.).

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

2. “Medication Maintenance Track,” individuals who require more than 4 contacts per quarter for two consecutive quarters (as based upon need) are expected to be
re-evaluated with ANSA for enhanced access to PSR-I. The designation of PSR-I “medication maintenance track” should be lifted and exceptions stated above are
no longer allowed.

3. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:

no

2;2\2:;“'“)/ o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
of interpreters; and/or
o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use
of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.
Billing & 1. Unsuccessful attempts to make contact with the individual are not billable.
Reporting 2. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
Requirements code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Development
Transaction Code Detail Code | Mod | Mod
Code 1 2
Service Plan Practitioner Level 2, In-Clinic H0032 | U2 U6
Development

Rate Code Detail Code | Mod | Mod
1 2

$38.97 | Practitioner Level 2, Out-of-Clinic | H0032 | U2 u7

Mod | Mod | Rate
3 4

$46.76
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Practitioner Level 3, In-Clinic H0032 | U3 U6 $30.01 ] Practitioner Level 3, Out-of-Clinic | H0032 | U3 | U7
Practitioner Level 4, In-Clinic H0032 | U4 u6 $20.30 ] Practitioner Level 4, Out-of-Clinic | H0032 | U4 | U7
Practitioner Level 5, In-Clinic H0032 | U5 u6 $15.13 ] Practitioner Level 5, Out-of-Clinic | H0032 | U5 | U7
Practitioner Level 2, Via Practitioner Level 4, Via
interactive audio and video H0032 | GT u2 38.97 | interactive audio and video H0032 | GT | U4
telecommunication systems telecommunication systems
Practitioner Level 3, Via Practitioner Level 5, Via
interactive audio and video H0032 | GT u3 30.01 ] interactive audio and video H0032 | GT | U5
telecommunication systems telecommunication systems
Unit Value* 15 minutes Utilization Criteria TBD
Individuals access this service when it has been determined through an assessment that the individual has mental health or substance use disorder concerns. The
Individualized Recovery Plan (IRP) results from the Diagnostic and Behavioral Health Assessments and is required within the first 30 days of service, with ongoing
plans completed as demanded by individual need and/or by service policy.
Information from a comprehensive assessment should ultimately be used to develop with the individual an IRP that supports recovery and is based on goals identified
by the individual. Friends, family and other natural supports may be included at the discretion and direction of the individual for whom services/supports are being
planned. Also, as indicated, medical, nursing, peer support, community support, nutritional staff, etc. should provide information from records, and various multi-
disciplinary assessments for the development of the IRP.
The cornerstone component of the IRP involves a discussion with the individual regarding what recovery means to him/her personally (e.g., getting/keeping a job,
having more friends/improved relationships, improvement of behavioral health symptoms, etc.), and the development of goals (i.e. outcomes) and objectives that are
defined by and meaningful to the individual based upon his/her articulation of their recovery hopes. Concurrent with the development of the IRP, the individual should
Service b(f, offered the opportgnity to develop an Advanced Directive for behavioral healthcare withl the'individuall guiding t'he process through the free expression of their
Definition wishes and through his/her assessment of the components developed for the Advanced Directive as being realistic for him/her.
The entire process should involve the individual as a full partner and should focus on service and recovery goals/outcomes as identified by the individual.
Recovery planning shall set forth the course of care by:
1. Prioritizing problems and needs;
2. Stating goals which will honor achievement of stated hopes, choice, preferences and desired outcomes of the individual;
3. Assuring goals/objectives are related to the assessment;
4. Defining goals/objectives that are individualized, specific, and measurable with achievable timeframes;
5. Defining discharge criteria and desired changes in levels of functioning and quality of life to objectively measure progress;
6. Transition planning at onset of service delivery;
7. Selecting services and interventions of the right duration, intensity, and frequency to best accomplish these objectives;
8. Assuring there is a goal/objective that is consistent with the service intent; and
9. Identifying qualified staff who are responsible and designated for the provision of services.
Admission 1. A.k.nown or §uspected mental iI!negs or substance-related Qi§order; and . - .
Criteria 2. Initial screening/intake information indicates a need for additional undetermined supports and recovery/resiliency planning; and
3. Individual meets DBHDD eligibility.
gzg'r?:mg SIEy] The individual's situation/functioning has changed in such a way that previous assessments are outdated.
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Service Plan Development

(D)lristc;r:;rge Each intervention is intended to be a discrete time-limited service that modifies treatment/support goals or is indicated due to change in illness/disorder.
Service . .
Exclusions Assertive Community Treatment

1. The service plan must include elements articulated in the Documentation Guideline chapter in this Provider Manual.

Required 2. Asindicated, medical, nursing, peer, school, nutritional, etc. staff can provide information from the individual, records, and various multi-disciplinary resources
Components needed to complete the service plan. Time spent gathering this information may be billed as long as the detailed documentation justifies the time and need for
capturing said information.

1. The individual (and any other individual-identified natural supports) should actively participate in planning processes.

. 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 person and that the person is, therefore, not likely to follow through
Clinical with.
Operations 4. Guidelines for recovery/resiliency planning are contained in the DBHDD Requirements for Community Providers in this Provider Manual.

5. Individualized Recovery Plans (or portions of the plan) must be reassessed as needed, in accordance with changing needs, circumstances, and responses of the
individual (see content regarding the IRP in Part Il of this manual). For any change in medical, behavioral, cognitive, and/or physical status that potentially impacts
goals, objectives and/or interventions in the plan, or that would necessitate the addition of new goals, objectives and/or interventions, Service Plan Development
would be used to support the individual in revisiting their goals and objectives.

To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of this

include:

o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
Service of interpreters; and/or
Accessiilty o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use of
this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner’'s/agency’s convenience
or preference.
Billing & When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
Reporting code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
Requirements
Additional The daily maximum within a CSU for combined Behavioral Health Assessment and Service Plan Development is 24 units/day.
Medicaid
Requirements
Documentation | 1. The initial authorization/IRP and each subsequent authorization/IRP must be completed within the time-period specified by DBHDD.
Requirements 2. Every record must contain an IRP in accordance with these Service Guidelines and with the DBHDD Requirements contained in this Provider Manual.

ADULT SPECIALTY SERVICES

FY 23 - 3rd Quarter Provider Manual for Community Behavioral Health Providers (January 1, 2023)

Page 167 of 465




Addiction R

covery Support Center - S s (Effective January 1, 2023)

Teaching skills to effectively navigate to the health care delivery system to effectively and efficiently utilize services;

0.  Providing recovery check-in’s that allow individuals to address challenges or that assist an individual in eliminating barriers to seeking or maintaining recovery,
employment, education, or housing;

11.  Assisting with accessing and developing natural support systems in the community;

12.  Promoting coordination and linkage among similar providers;

13.  Coordinating or assistance in crisis interventions and stabilization as needed;

14.  Conducting community outreach;

15.  Attending and participating in recovery planning team; or,

16.  Assisting individuals in the development of empowerment skills through self-advocacy and activities that mitigate discrimination and inspire hope.

Code 1 2 3 4 1 2 3 4
AD Recovery Addiction Regovery H2001 | HW | HF
Center Support Service
Unit Value 1 day Maximum Daily Units
An Addiction Recovery Support Center offers a set of non-clinical, peer-led activities that engage, educate and support individuals and families successfully to make life
changes necessary to establish, maintain and enhance recovery (health and wellness) from substance use disorders. The recovery activities are community-based
services for individuals with a substance use disorder; and consist of activities that promote recovery, self-determination, self-advocacy, well-being, and independence.
Activities are individualized, recovery-focused, and based on a relationship that supports a person’s ability to promote their own recovery. Activities include social
support, linkage to and coordinating among other service providers, eliminating barriers to independence and continued recovery. Activities may occur in the center or
in other locations in the community.
Addiction Recovery Support Services are holistic in nature, support people with moving beyond their substance use disorder and toward a life of self-directed recovery.
During scheduled hours, Addiction Recovery Support Services may include but are not limited to the following support topics which may occur at a physical location or
in the community:
1. Promote self-directed recovery by assisting an individual.
2. Promote trauma informed care and diversity competence, encourage self-direction, and advocate for informed choice.
3. Ongoing exploration of recovery needs;
4, Supporting individuals in achieving personal independence as identified by the individual;
5. Encouraging hope;
6. Supporting the development of life skills such as budgeting and connecting to community resources;
Service 7. Develgping and working tov.valrld achievement of personal recovery goals;
Definition g Modeling personal responsibility for recovery;
1

Non-Clinical Services/Activities

ARSCs provide services/activities that are unique to their specific communities. Therefore, not all ARSCs will provide the same activities, nor will they provide them in
the same manner. Below is a list of categories of Addiction Recovery Support Services and other activities that may be provided by each ARSC:
1. Individual or Group Peer Check-Ins: This can include individual or group use of recovery capital scale sheets, outcome rating scales/relationship rating
scales, or other assessments to assess recovery progress. May also take the form of telephone, text, and email assertive outreach.
2. Employment Services: This can include any activity or event that is being provided to increase the likelihood that someone in recovery will be employed.
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9.

10.

Social Support Activities: This includes but is not limited to prosocial and other recreational activities such as hikes, group exercises, game nights, movie
showings, yoga, social outings, etc.

Educational Services: This section includes any service offered to support the educational development of someone in recovery in scholastic achievement,
such as GED Classes, tutoring, applying for student financial aid for college, applying to college, etc.

Family Support Services: This includes any service specifically targeted towards families of someone in or seeking recovery. Peers may also participate in
this programming with or without their family present.

Housing Supports: Any service that provides, or increases the likelihood of someone in recovery finding, safe living conditions.

Transportation Supports: Any service that assists individuals in or seeking recovery with transportation to/from supports offered by the ARSC or to other
resources, facilities, agencies, or businesses in the community.

Artistic Recovery Support: This can include any activity or instruction provided around music, theatre, art, etc. as a supportive outlet for an individual’s
recovery and empowerment.

Volunteering Service: This can be used to track a peer’s involvement in volunteering their time to support activities or events conducted by the ARSC.
Volunteering and giving back are key theme’s in supporting an individual's continued recovery from substance use disorder.

Recovery Oriented Training/Education: This includes an individual's participation in trainings provided by the ARSC such as Recovery Messaging Training,
Science of Addiction Recovery (SOAR), Recovery Oriented Systems of Care (ROSC), Mental Health First Aid, and other trainings surrounding recovery.

Adults ages 18 or older must meet the following criteria:

1.

The individual desires to enter or maintain his/her recovery by reducing the recreational use of alcohol or other drugs, reduce participation in illegal activity,
improve health and wellness, increase participation in healthy social supports.

éﬁgﬁ:lon 2. The individual does not need to meet the diagnostic criteria for a Substance Use Disorder as defined in the most recent DSM for the purpose of medical
necessity but must have a self-reported history of SUD.
3. The individual requests support of an alcohol and drug free environment.
4, The individual can be using Medication Assisted Treatment/Recovery as part of their recovery process and can't be excluded.
gzg'r?:mg Sl The individual continues to attend and participate.
Discharge 1. The individual indicates a desire to leave the support;
Criteria 2. The individual fails to follow the guidelines of the ARSC.
Service 1. The individual exhibits behavior dangerous to staff, self, or others.
Exclusions 2. ARSC staff do not provide clinical services.
3. Drug Abuse Treatment Education Program colocation is prohibited.
1. Have a primary goal of enhancing the quantity and quality of support available to individuals seeking recovery from substance use disorders;
2. Be grounded in three core principles: a recovery vision, authenticity of voice, and accountability to the recovery community;
3. Promote the strategies of public awareness and education, personal empowerment, and peer based- and other recovery support services.
4, Must have policies and procedures on how to assist individuals who attend activities while actively intoxicated (use of peer support, connection to services if
e individual is willing, etc.).
Components 5. Must be able to provide referrals to other levels of treatment and support for individuals in or seeking recovery.
6. Must have an advisory board that meets the following requirements: (1) All members are local to the community, (2) More than 50% identify as being in
recovery from SUD, (3) must have official board meetings once per month, (4) Must have programmatic decision-making power.
7. Be responsive to the needs of individuals participating in services and be based on local community needs as identified by the individuals participating in the
service.
8. An individual that only comes to the ARSC to attend an AA, NA, or other anonymous fellowship meeting can, but is not required to, provide identifiable
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information for tracking purposes.

1. An Addiction Recovery Support Center has a full-time Director of day to day operations who is an active CPS-AD.

2. Director of day to day operations attends monthly learning collaboratives convened by Georgia Council on Substance Abuse.

3. The number of remaining staff are defined in contracts but are required to be specially trained CPS-AD who have participated in targeted areas of training such
as Intentional Peer Support, Science of Addiction and Recovery, CPR/First Aid, P-COMS, and All-Recovery Groups.

Staffing 4, With department approval, an individual with lived experience may be hired as staff with the performance expectation that the CPS-AD credential will be

Requirements achieved within the first twelve (12) months of hire.

5. With department approval, inactive CPS-AD may be employed by the Addiction Recovery Support Center with the expectation of achieving “active” status
within first twelve (12) months of hire.

6. Additional staff may be allowed if approved by DBHDD and needed to support the operations of the center.

7. All staff without CPS-AD designation must participate in a recovery principles orientation, made up of key components of the CPS-AD training, upon hire.

The ARSC is open a minimum of 40 hours per week and is required to have hours consistent with community need.

Qe 1. An updated weekly schedule that includes hours of operation, groups, and activities should be posted in plain sight for participants and visitors.
Accessibility 2. Addiction Recovery Support Services are available at any point during the open hours.

3. Recovery activities are offered throughout the day in the center and periodically outside the center, in the community.

4, The individual can utilize this service as support while participating in other treatment services.

, 1. Any individual that signs in during the hours of operation will be considered supported as a participant for the day.

Documentation | » A jist of activities that an individual participates in will be tracked.
Requirements 3. Sign-in sheets and daily activity attendance will be maintained by the ARSC.

1. Visitors that do not meet admission criteria are not to be included in ASO submissions.

2. Must provide DBHDD with an annual calculation of in-kind support (volunteer time, facility donation, etc.) or fiscal donations through fundraising efforts or

Billing & community collaborations.

Reporting Must have a system in place to track unduplicated individuals served for each month.

Requirements Each month the provider must submit a monthly invoice, programmatic report, and advisory board meeting minutes to DBHDD to determine utilization.
Daily encounter/claims will be submitted on a daily basis for any Individuals registered through the ASO.

Place of Service Code 99 will be used for all claims/encounter submissions to the ASO.

AD Peer Support Program

ook w

Transaction Code Detail Code Mod | Mod | Mod | Mod | Rate | Code Detail Code Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
AD Peer SAProgram, Group Sefting, | yogae | yE | | us | us | 17.72 | SA Program, Group Setting, H0038 | HF | HQ | U4 | U7 | 21.64

Practitioner Level 4, In-Clinic

SA Program, Group Setting, SA Program, Group Setting,
Practitioner Level 5, In-Clinic | "o | P [ HQ JUS TUB  113.20 | o chitioner Level 5, Outof-Clinic | ooce | HF [ HQ [ US U7 1612

Unit Value 1 hour Utilization Criteria TBD

This service provides structured activities (in an agency or community-based setting) which promote recovery, self-advocacy, relationship enhancement, self-
awareness and values, and self-directed care. Individuals served are introduced to the reality that there are many different pathways to recovery and each individual
determines his or her own way. Supports are recovery oriented. This occurs when individuals share the goal of long-term recovery. Individuals served are encouraged

Practitioner Level 4, Out-of-Clinic

Support
Services

Service
Definition
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to initiate and lead group activities and each participant identifies his/her own individual goals for recovery. Activities must promote self-directed recovery by honoring
the many pathways to recovery, by tapping into each participant's strengths and by helping each to recognize his/her “recovery capital’, the reality that each individual
has internal and external resources that they can draw upon to keep them well.

Interventions are approached from a lived experience perspective but also are based upon the Science of Addiction Recovery framework. Supportive interactions
include motivational interviewing, recovery planning, resource utilization, strengths identification and development, support in considering theories of change, building
recovery empowerment and self-efficacy. There is also advocacy support with the individual to have recovery dialogues with their identified natural and formal
supporters.

1. Individual must have a substance related issue; and one or more of the following:
a. Individual needs peer-based recovery support for the acquisition of skills needed to engage in and maintain recovery; or

écrii?;s:on b. Individual needs assistance to develop self-advocacy skills to achieve decreased dependency on formalized treatment systems; or
c. Individual needs assistance and support to prepare for a successful work experience; or
d. Individual needs peer modeling to increase responsibilities for his /her own recovery.
Continuing Stay | 1. Individual continues to meet admission criteria; and
Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recovery Plan, but treatment/recovery goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Goals of the Individualized Recovery Plan have been substantially met; or
Criteria 3. Individual served/family requests discharge; or
4. Transfer to another service/level is more clinically appropriate.
Eicr:\llllj(;?ons Crisis Stabilization Unit (however, those utilizing transitional beds within a Crisis Stabilization Unit may access this service).
gﬂg;ﬁg: _— Individuals diagnosed with a mental illness that have no co-occurring Substance-Related Disorder.

1. AD Peer Support Program services may operate as a program within a Tier 1 or Tier 2 provider, an Intensive Outpatient Provider (IOP) specialty provider, a
WTRS provider or an established peer program.

2. AD Peer Support Program services must be operated for no less than 3 days a week, no less than 12 hours/week, no less than 4 hours per day, typically during
day, evening and weekend hours. Any agency may offer additional hours on additional days in addition to these minimum requirements (up to the daily max).

3. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about the activities that are conducted or

Required services offered within the AD Peer Support Program, and about the schedule of those activities and services, as well as other operational issues.
Components 4. The AD Peer Support Program should operate as an integral part of the agency’s scope of services.

5. When needed and in collaboration with a participant, the Program Leader may call multidisciplinary team meetings regarding that individual’s needs and desires,
and a Certified Peer Specialist Addictive Diseases (CPS-AD) providing services for and with an individual must be allowed to participate in multidisciplinary team
meetings.

1. The individual leading and managing the day-to-day operations of the program must be a CPS-AD.

2. The AD Peer Support Program shall be supervised by an independently licensed practitioner or one (1) of the following addiction credentials: MAC, CAADC,

Staffing GCADC-ll or -Ill, or CAC-I!. . .
Requirements 3. CPS-AD Program Leader is dedicated to the service at least 20 hours per week.

4. The Program Leader and other CPS-Ads AD Peer Support Recovery program may be shared with other programs as long as the Program Leader is present at
least 50% of the hours the Peer Recovery program is in operation, and as long as the Program leader and the CPS-AD are available as required for supervision
and clinical operations, and as long as they are not counted in individual to staff ratios for 2 different programs operating at the same time.
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5.

Services must be provided and/or activities led by staff who are CPS-Ads or other individuals under the supervision of a CPS-AD. A specific activity may be led by
someone who is not a consumer but is a guest invited by peer leadership.

6. The maximum face-to-face ratio cannot be more than 15 individuals to 1 CPS-AD direct service/program staff, based on the average daily attendance in the past
three (3) months of individuals in the program.

7. All CPS-Ads providing this support must have an understanding of recovery principles as defined by the Substance Abuse Mental Health Services Administration
and the Recovery Bill of Rights published by Faces and Voices of Recovery, Inc. and must possess the skills and abilities to assist other individuals in their own
recovery processes.

1. This service must operate at an established site approved to bill Medicaid for services. However, individuals or group activities may take place offsite in natural
community settings as appropriate for the individualized Recovery Plan (IRP) developed by each individual with assistance from the program staff.

2. Individuals receiving AD Peer Support Program services must demonstrate or express a need for recovery assistance.

3. Individuals entering AD Peer Support Program services must have a qualifying diagnosis present in the medical record prior to the initiation of formal clinical
services. The diagnosis must be given by persons identified in O.C.G.A. Practice Acts as qualified to provide a diagnosis.

4.  This service may operate in the same building as other day services; however, there must be a distinct separation between services in staffing, program

description, and physical space during the hours the Peer Recovery program is in operation except as noted above.

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 individual use within the Peer Recovery

program must not be substantially different from space provided for other uses for similar numbers of individuals.

6. Staff of the AD Peer Support Program must be treated as equal to any other staff of the facility or organization and must be provided equivalent opportunities for
training (both mandated and offered) and pay and benefits competitive and comparable to the state’s peer workforce and based on experience and skill level.

7. When this service is used in conjunction with Psychosocial Rehabilitation or ACT, documentation must demonstrate careful planning to maximize the
effectiveness of this service as well as appropriate reduction in service amounts. Utilization of this service in conjunction with these services is subject to review
by the Administrative Services Organization.

8.  Each individual must be provided the opportunity for peer assistance in the form of recovery coaches and allies and community networking to achieve stated
goals.

9.  AD Peer Support Programs must offer a range of recovery activities developed and led by consumers, with the recognition of and respect for the fact that there
are many pathways to recovery.

10. The program must have an AD Peer Support Program Organizational Plan addressing the following:

a. A Recovery Bill of Rights as developed and promoted by Faces and Voices of Recovery, Inc. This philosophy must be actively incorporated into all
services and activities and:
i.  View each individual as the driver of his/her recovery process.
ii. Promote the value of self-help, peer support, and personal empowerment to foster recovery.
ii.  Promote information about the science of addiction, recovery.
iv.  Promote peer-to-peer training of individual skills, community resources, group and individual advocacy and the concept of “giving back”.
v.  Promote the concepts of employment and education to foster self-determination and career advancement.
vi.  Support each individual to embrace SAMHSA'’s Recovery Principles and to utilize community resources and education regarding health, wellness
and support from peers to replace the need for clinical treatment services.
vii.  Support each individual to fully participate in communities of their choosing in the environment most supportive of their recovery and that promotes
housing of his/her choice and to build and support recovery connections and supports within his/her own community.
viii.  Actively seek ongoing input into program and service content so as to meet each individual’s needs and goals and fosters the recovery process.
b. A description of the particular consumer empowerment models utilized, types of activities offered, and typical daily activities and schedule. If offered, meals
must be described as an adjunctive peer relation building activity rather than as a central activity.

Clinical 5
Operations '
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A description of the staffing pattern plans for staff who have or will have CPS-AD and appropriate addiction counselor credentials, and how staff are
deployed to assure that the required staff-to-individual ratios are maintained, including how unplanned staff absences, illnesses, and emergencies are
accommodated.

d. A description of how peer practitioners within the agency are given opportunities to meet with or otherwise receive support from other peers (including
CPS-AD) both within and outside the agency.

e. Adescription of how individuals are encouraged and supported to seek Georgia certification as CPS-AD through participation in training opportunities and
peer or other counseling regarding anxiety following certification.

f. A description of test-taking skills and strategies, assistance with study skills. Information about training and testing opportunities, opportunities to hear from
and interact with peers who are already certified, additional opportunities for peer staff to participate in clinical team meetings at the request of a
participant, and the procedure for the Program Leader to request a team meeting.

g. Adescription of the hours of operation, the staff assigned, and the types of services and activities provided for and by individuals served, as well as for
families, parents, and /or guardians.

h. A description of the program’s decision-making processes, including how participants’ direct decision-making about both individual and program-wide
activities and about key polices and dispute resolution processes.

Clinical i.  Adescription of how individuals participating in the service at any given time are given the opportunity to participate in and make decisions about the
Operations, activities that are conducted or services offered within the Peer Recovery program, about the schedule of those activities and services, and other
continued operational issues.
j- Adescription of the space furnishings, materials, supplies, transportation, and other resources available for individuals participating in the Peer Recovery
services.
k. A description of the governing body and /or advisory structures indicating how this body/structure meets requirements for peer leadership and cultural
diversity.

. Adescription of how the plan for services and activities is modified or adjusted to meet the needs specified in IRP.
m. A description of how individual requests for discharge and change in service or service intensity are handled.

11. Assistive tools, technologies, worksheets, (e.g. SOAR; Recovery Check-Ins; Motivational Interviewing; Cultural Competence, Stigma & Labeling etc.) can be
used by the Peer Recovery staff to work with the served individual to improve his/her communication about treatment, symptoms, improvements, etc. with
treating behavior health and medical practitioners.

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

2. The provider has several alternatives for documenting progress notes:

a. Weekly progress notes must document the individual's progress relative to functioning and skills related to the person-centered goals identified in his/her
IRP. This progress note aligns the weekly Peer Support-Group activities reported against the stated interventions on the individualized recovery plan, and
documents progress toward goals. This progress note may be written by any practitioner who provided services over the course of that week; or

b. If the agency’s progress note protocol demands a detailed daily note which documents the progress above, this daily detail note can suffice to demonstrate
functioning, skills, and progress related to goals and related to the content of the group intervention; or

c. Ifthe agency’s progress note protocol demands a detailed hourly note which documents the progress above, this daily detail note can suffice to
demonstrate functioning, skills, and progress related to goals and related to the content of the group intervention.

3. While billed in increments, the Peer Support Program service is a program model. Daily time in/time out is tracked for while the person is present in the program,
but due to time/in out not being required for each intervention, the time infout may not correlate with the units billed as the time in/out will include breaks taken
during the course of the program. However, the units noted on the log should be consistent with the units billed and, if noted, on the weekly progress note. If the
units documented are not consistent, the most conservative number of units will be utilized and may result in a billing discrepancy.

4. Rounding is applied to the person’s cumulative hours/day at the Peer program (excluding non-programmatic time). The provider shall follow the guidance in the
rounding policy included in this Provider Manual, and, specific to this service, the person served must have participated in at least 50% of the hour in order to bill

Documentation
Requirements
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for one unit of this service. For instance, if an individual participates in the program from 9-1:15 excluding a 30-minute break for lunch, his/her participating hours
are 3.75 hours. The rounding policy is applied to the .75 hour and the units billed for that day are 4 units. Practitioner type must still be addressed and so that 4
units must be adequately assigned to either a U4 or U5 practitioner type as reflected in the log for that day’s activities.

5. A provider shall only record units in which the individual was actively engaged in services. Meals and breaks must not be included in the reporting of units of
service delivered. Should an individual leave the program or receive other services during the range of documented time in/time out for Peer Support Program
hours, the absence should be documented on the log.

AD Peer Sup

port Services - Individ

Transaction Code Detail Code | Mod | Mod | Mod Rate Code Detail Code | Mod | Mod | Mod Rate
Code 1 2 3 1 2 3 4
SA Progrgm, Practitioner Level H0038 | HF U4 U6 20.30 SA Progrgm, Practitioner Level 4, Ho038 | HF | ua u7 24 36
4, In-Clinic Out-of-Clinic
AD Peer SA Progrgm, Practitioner Level H0038 | HF U5 U6 15.13 SA Progrgr_n, Practitioner Level 5, Hoo3s | HF | us | u7
Support 5, In-Clinic Out-of-Clinic
Services Practitioner Level 4, Via Practitioner Level 5, Via interactive
interactive audio and video H0038 | GT HF U4 20.30 audio and video telecommunication | H0038 | GT | HF | U5
telecommunication systems systems
Unit Value 15 minutes Utilization Criteria TBD
This service provides interventions (in an agency or community-based setting) which promote recovery, self-advocacy, relationship enhancement, self-awareness and
values, and self-directed care. Individuals served are introduced to the reality that there are many different pathways to recovery and each individual determines his or
her own way. Supports are recovery-oriented and occur when individuals share the goal of long-term recovery. Each participant identifies his/her own individual goals
Service for recovery. Inltervelntions must promotg self-directe.d recovery by hgporing thelmany pathways to recovery, by tapping into each participant’'s strengths and by helping
Definition each to recognize his/her “recovery capital’, the reality that each individual has internal and external resources that they can draw upon to keep them well.
Interventions are approached from a lived experience perspective but also are based upon the Science of Addiction Recovery framework. Supportive interactions
include motivational interviewing, recovery planning, resource utilization, strengths identification and development, support in considering theories of change, building
recovery empowerment and self-efficacy. There is also advocacy support with the individual to have recovery dialogues with their identified natural and formal
supporters.
1. Individual must have a substance related issue; and one or more of the following:
o a. Individual needs peer-based recovery support for the acquisition of skills needed to engage in and maintain recovery; or
Admission o : : . ; .
Criteria b. Ind!v!dual needs ass!stance to develop self-advocacy skills to achieve decreasgd dependency on formalized treatment systems; or
c. Individual needs assistance and support to prepare for a successful work experience; or
d. Individual needs peer modeling to increased responsibilities for his /her own recovery.
Continuing Stay | 1. Individual continues to meet admission criteria; and
Criteria 2. Progress notes document progress relative to goals identified in the Individualized Recover Plan, but treatment/recovery goals have not yet been achieved.
1. An adequate continuing care plan has been established; and one or more of the following:
Discharge 2. Goals of the Individualized Recovery Plan have been substantially met; or
Criteria 3. Individual served/family requests discharge; or
4. Transfer to another service/level is more clinically appropriate.
Eic';\ll:;?ons Crisis Stabilization Unit (however, those utilizing transitional beds within a Crisis Stabilization Unit may access this service).
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g:gllﬁzilons Individuals diagnosed with a mental illness that have no co-occurring Substance-Related Disorder.

1. AD Peer Supports are provided in 1:1 CPS-AD to person-served ratio.

2. This service will operate within one of the following administrative structures: as a Tier 1 or Tier 2 provider, an Intensive Outpatient Provider (IOP) specialty provider,
a WTRS provider or an established peer program.

3. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about person-centered interactions offered
by the CPS-AD.

4. AD Peer Support should operate as an integral part of the agency’s scope of services.

5. When needed and in collaboration with a participant, the Program Leader may call multidisciplinary team meetings regarding that individual’s needs and desires,
and a Certified Peer Specialist Addictive Diseases (CPS-AD) providing services for and with an individual must be allowed to participate in multidisciplinary team
meetings.

1. The providing practitioner is a Georgia-Certified Peer Specialist- Addictive Diseases (CPS-AD).

2. The work of the CPS-AD shall be supervised by an independently licensed practitioner or one of the following addiction credentials: MAC, CAADC, GCADC-Il or -lII,
or CAC-II.

3. The individual leading and managing the day-to-day operations of the program is a CPS-AD.

Staffing 4. There must be at least 1 CPS-AD on staff who may also serve as the program leader.

Requirements (5. The maximum caseload ratio for CPS-AD cannot be more than 30 individuals to 1 CPS-AD direct service/program staff, based on the average daily attendance in
the past three (3) months of individuals in the program.

6. All CPS-Ads providing this support must have an understanding of recovery principles as defined by the Substance Abuse Mental Health Services Administration
and the Recovery Bill of Rights published by Faces and Voices of Recovery, Inc. and must possess the skills and abilities to assist other individuals in their own
recovery processes.

1. Individuals receiving AD Peer Support services must demonstrate or express a need for recovery assistance.

2. Individuals entering AD Peer Support services must have a qualifying diagnosis present in the medical record prior to the initiation of formal clinical services. The
diagnosis must be given by persons identified in O.C.G.A. Practice Acts as qualified to provide a diagnosis.

3. Ifa CPS-AD serves as staff for an AD Peer Support Program and provides AD Peer Support-Individual, the agency has written work plans which establish the CPS-
AD'’s time allocation in a manner that is distinctly attributed to each program.

4. CPS-Ads providing this service must be treated as equal to any other staff of the facility or organization and must be provided equivalent opportunities for training

(both mandated and offered) and pay and benefits competitive and comparable to the state’s peer workforce and based on experience and skill level.

Individuals should set their own individualized goals each will be assisted and encouraged to identify and utilize his/her existing “recovery capital”.

Each service intervention is provided only in a 1:1 ratio between a CSP-AD and a person-served.

Each individual must be provided the opportunity for peer assistance in the form of recovery coaches and allies and community networking to achieve stated goals.

Peer Support services must offer a range of recovery activities developed and led by consumers, with the recognition of and respect for the fact that there are many

pathways to recovery.

9. The program must have a Peer Support Organizational Plan addressing the following:

a. A Recovery Bill of Rights as developed and promoted by Faces and Voices of Recovery, Inc. This philosophy must be actively incorporated into all services
and activities and:
i.  View each individual as the driver of his/her recovery process.
ii. Promote the value of self-help, peer support, and personal empowerment to foster recovery.
iii. ~ Promote information about the science of addiction, recovery.
iv.  Promote peer-to-peer training of individual skills, community resources, group and individual advocacy and the concept of “giving back.”
v.  Promote the concepts of employment and education to foster self-determination and career advancement.

Required
Components

Clinical
Operations

NGO
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vi.  Support each individual to embrace SAMHSA'’s Recovery Principles and to utilize community resources and education regarding health, wellness and
support from peers to replace the need for clinical treatment services.
vii. ~ Support each individual to fully participate in communities of their choosing in the environment most supportive of their recovery and that promotes housing
of his/her choice and to build and support recovery connections and supports within histher own community.
vii.  Actively seek ongoing input into program and service content so as to meet each individual's needs and goals and fosters the recovery process.

b. A description of the particular consumer empowerment models utilized, types of activities offered, and typical daily activities and schedule. If offered, meals must
be described as an adjunctive peer relation building activity rather than as a central activity.

c. Adescription of the staffing pattern plans for staff who have or will have CPS and appropriate credentials, and how staff are deployed to assure that the required
staff-to-individual ratios are maintained, including how unplanned staff absences, ilinesses, and emergencies are accommodated.

d. A description of how CPS-Ads within the agency are given opportunities to meet with or otherwise receive support from other peers both within and outside the
agency.

e. A description of how individuals are encouraged and supported to seek Georgia certification as CPS-AD through participation in training opportunities and peer
or other counseling regarding anxiety following certification.

f. A description of test-taking skills and strategies, assistance with study skills. Information about training and testing opportunities, opportunities to hear from and
interact with peers who are already certified, additional opportunities for peer staff to participate in clinical team meetings at the request of a participant, and the
procedure for the Program Leader to request a team meeting.

g. A description of the hours of operation, the staff assigned, and the types of services and activities provided for and by individuals served, as well as for families,
parents, and /or guardians.

Clinical h. A description of the program’s decision-making processes, including how participants’ direct decision-making about both individual and program-wide activities
Operations, and about key polices and dispute resolution processes.
continued i. A description of how individuals participating in the service at any given time are given the opportunity to participate in and make decisions about the activities

that are conducted or services offered within the Peer Recovery program, about the schedule of those activities and services, and other operational issues.
A description of the materials, supplies, transportation, and other resources available for individuals participating in the Peer Recovery services.
A description of the governing body and /or advisory structures indicating how this body/structure meets requirements for peer leadership and cultural diversity.
A description of how the plan for services and activities is modified or adjusted to meet the needs specified in IRP.
. A description of how individual requests for discharge and change in service or service intensity are handled; and
Assistive tools, technologies, worksheets, (e.g., SOAR; Recovery Check-Ins; Motivational Interviewing; Cultural Competence, Stigma & Labeling etc.) can be
used by the Peer Recovery staff to work with the served individual to improve his/her communication about treatment, symptoms, improvements, etc. with
treating behavioral health and medical practitioners.
To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples of this
include:
o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’'s language versus use
of interpreters; and/or

53—~

f\icr:\g(s::ibility o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.
Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use of
this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner’'s/agency’s convenience or
preference.

Documentation . Co . i , . . . .

Requirements Providers must document services in accordance with the specifications for documentation requirements in Part Il, Section Il of the Provider Manual.
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E{";gl? rt?r;g When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
Requi code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.
quirements
AMD 0 DS13 e AD e Detox ation
Transaction Code Detail Code | Mod | Mod | Mod | Mod | Rate Code Detail Code | Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
Alcohol andior | pragtitioner Level 2, In-Clinic | H0014 | U2 | U6 38.97 | Practitioner Level 4, In-Clinic H0014 | U4 | U 20.30
Drug Services;
Ambulatory o .
Detoxification Practitioner Level 3, In-Clinic H0014 | U3 U6 30.01
Unit Value 15 minutes Utilization Criteria TBD
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 threatened.
Service
Defnitin This service must reflect ASAM (American Society of Addiction Medication) Levels 1-WM (Ambulatory Without Extended On-Site Monitoring) and 2-WM (Ambulatory
with Extended Onsite Monitoring) and focuses on rapid stabilization and entry into the appropriate level of care/treatment based upon the ASAM guidelines placement
criteria. These services may be provided in traditional Outpatient, Intensive Outpatient, Day Treatment, Intensive Day Treatment or other ambulatory settings.
Individual has a Substance Related Disorder (ASAM PPC-2, Dimension-1) that is incapacitating, destabilizing or distressing. If the severity is incapacitating, there must
be sufficient optimization in other dimensions of the individual’s life to provide for safe withdrawal management 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 1-
Admission WM) to moderate (Level 2-WM) risk of severe withdrawal syndrome outside the program setting and can safely be managed at this service level; and
Criteria 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 withdrawal management and to enter into continued treatment or self-help recovery as evidenced by:
a. Individual or support persons clearly understand and are able to follow instructions for care; and
b. Individual has adequate understanding of and expressed interest to enter into ambulatory detoxification services; or
c. Individual has adequate support services to ensure commitment to completion of withdrawal management and entry into ongoing treatment or recovery; or
d. Individual evidences a willingness to accept recommendations for treatment once withdrawal has been managed.
Continuing Stay | 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
Criteria need for further medical or withdrawal management monitoring.
1. Adequate continuing care plan has been established; and one or more of the following:
Tiselas 2. Goals of the Individualized Recovery Plan have been substantially met; or
Criteria 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 withdrawal management service is indicated; or
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5. Individual has been unable to complete Level 1-WM/2-WM despite an adequate trial.
giglll:(;?ons ACT, Nursing and Medication Administration (Medication administered as a part of Ambulatory Detoxification is not billed separately as Medication Administration).
1. Substance Use Disorder has incapacitated the individual in all aspects of daily living, there is resistance to treatment as in ASAM Dimension 4, relapse potential is
Clinical high (Dimension 5), and the recovery environment is poor (Dimension 6).
Exclusions 2. Concomitant medical condition and/or other behavioral health issues warrant inpatient/residential treatment.
3. This service code does not cover withdrawal management treatment for cannabis, amphetamines, cocaine, hallucinogens and phencyclines.
1. This service must be licensed by DCH/HFR under the Rules and Regulations for Drug Abuse Treatment Programs, 290-4-2.
Required 2. There must be'a written service ordgr for Ambulgtory Detoxification an'd'must bg completgd by mempers of the meQicaI st'aff pur§ulalnt to the Medical Pra(':t'ice Aot of
Components 2009, Subsection 43-34-23 Delegation of Authority to Nurse and Physician Assistant and in the individual’s record is required to initiate ambulatory detoxification
services. Verbal orders or those initiated by other appropriate members of the medical staff are acceptable provided the physician signs them within 24 hours or the
next working day.
1. The severity of the individual's symptoms, level of supports needed, and the authorization of appropriate medical staff for the service will determine the setting, as
Clinical well as the a'mount of nursingl and physician superyision necessary during the withdrawal process. The indiv[dual may or may not require medication, and 24-hour
Operations nursing services are not required. However, there is a contingency plan for “after hours” concerns/emergencies.
2. 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.

Treatment

Clinic

Out-of-Clinic

Transaction Code Detail Code Mod | Mod Code Detail Code Mod | Mod | Rate
Code 1 2 3 4
Practitioner Level 1, In-Clinic | H0039 | U1 | U6 $32.46 gﬁ‘fgtm”er Level 1, Outof- | pgosg |yt | u7
Practitioner Level 2, In-Clinic | H0039 | U2 | U6 $32.46 gmtm”er Level 2, Outof- | pgosg |y | U7
Practitioner Level 3, In-Clinic | H0039 | U3 | U6 $32.46 Elr;‘i:é'm”er Level 3, Out-of- | pgosg | u3 | U7
Assertive Practitioner Level 4, Out-of-
Community Practitioner Level 4, In-Clinic H0039 U4 U6 $32.46 Clinic ' H0039 | U4 u7
Treatment Practitioner Level 5, Out-of
Practitioner Level 5, In-Clinic | H0039 | U5 | U6 $32.46 C[;‘fc' ionerLevet 9, VU-or- H0039 | U5 | U7
Practitioner Level 3, Group, In- Practitioner Level 3, Group,
Clinic H0039 | HQ u3 $6.60 Out-of-Clinic H0039 | HQ | U3
Practitioner Level 4, Group, In- Practitioner Level 4, Group,
Clinic H0039 | HQ U4 us $4.43 Out-of-Clinic H0039 | HQ | U4 u7 $4.43
Practitioner Level 5, Group, In- H0039 | HQ U5 Us $3.30 Practitioner Level 5, Group H0039 | HQ | US U7 $3.30
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Practitioner Level 1, Via
interactive audio and video H0039 | GT U1
telecommunication systems
Practitioner Level 2, Via
interactive audio and video H0039 | GT U2
telecommunication systems
Unit Value 15 minutes Utilization Criteria
ACT is an Evidence Based Practice that is person-centered, recovery-oriented, and a highly intensive community-based service for individuals who have serious and
persistent mental illness. The individual’'s mental iliness has significantly impaired his or her functioning in the community. ACT provides a variety of interventions
twenty-four (24) hours, seven days a week. The service utilizes a multidisciplinary mental health team from the fields of psychiatry nursing, psychology, social work,
substance use disorders, and vocational rehabilitation; additionally, a Certified Peer Specialist is an active member of the ACT Team providing assistance with the
development of natural supports, promoting socialization, and the strengthening of community living skills. The ACT Team works as one organizational unit providing
community-based interventions that are rehabilitative, intensive, integrated, and stage specific. Services emphasize social inclusiveness though relationship building
and the active involvement in assisting individuals to achieve a stable and structured lifestyle. 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 individual to address his/her preferences and identified goals, which are the basis of the Individualized Recovery Plan (IRP). Based on the needs of
the individual, services may include (in addition to those services provided by other systems):

1. Assistance to facilitate the individual’s active participation in the development of the IRP;

2. Psycho educational and instrumental support to individuals and their identified family;

3. Crisis planning, Wellness Recovery Action Plan (WRAP), assessment, support and intervention;

4, Psychiatric assessment and care; nursing assessment and care; psychosocial and functional assessment which includes identification of strengths, skills,
Service resources and needs;
Definition Curriculum-based group treatment;
6. Individualized interventions, which may include:

a. Identification, with the individual, 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 illness self-management skills in order to identify and minimize the
negative effects of symptoms which interfere with the individual’s daily living (may include medication administration and/or observation and assistance with
self- medication motivation and skills) and to promote wellness;

. Assistance with accessing entitlement benefits and financial management skill development;

Motivational assistance to develop and work on goals related to personal development and school or work performance;

Substance use disorder 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.);

$32.46 | Multidisciplinary Team Meeting | H0039 | HT $0.00

$32.46

o

S@
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i. Individualized, restorative one-to-one psychosocial rehabilitation and skill development, including assistance in the development of interpersonal/social and
community coping and functional skills (i.e. adaptation/functioning in home, school and work environments);
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; and
[ Individuals receiving this intensive level of community support are expected to experience increased community tenure and decreased frequency and/or
duration of hospitalization/crisis services. Through individualized, team-based supports, it is expected that individuals will achieve housing stability,
decreased symptomatology (or a decrease in the debilitating effects of symptoms), improved social integration and functioning, and increased movement
toward self-defined recovery.
1. Individuals with serious and persistent mental 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, or bipolar disorder, because these ilinesses more often cause long-term psychiatric
disability;

AND

2. Individuals with significant functional impairments as demonstrated by the need for assistance in 3 or more of the following areas which despite support from a
caregiver or behavioral health staff continues to be an area that the individual cannot complete:

Maintaining personal hygiene;

Meeting nutritional needs;

Caring for personal business affairs;

Obtaining medical, legal, and housing services;

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

Persistent or recurrent failure to perform daily living tasks except with significant support or assistance from others such as friends, family, or relatives;

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);

@ "o ooow

Admission
Criteria

AND

3. Individuals with two or more of the following issues that are indicators of continuous high-service needs (i.e. greater than 8 hours of service per month):

a. High use of acute psychiatric hospitals or crisis/lemergency services including mobile, in-clinic, Psychiatric Residential Treatment Facility (PRTF) or crisis

residential (e.g., 3 or more admissions in a year) or extended hospital or PRTF stay (60 days in the past year) or psychiatric emergency services.

b. Persistent, recurrent, severe, or major symptoms that place the individual at risk of harm to self or others (e.g., command hallucinations, suicidal ideations
or gestures, homicidal ideations or gestures, self-harm).
Coexisting substance use disorder of significant duration (e.g., greater than 6 months) or co-diagnosis of substance abuse.
High risk for or a recent history of criminal justice involvement related to mental illness (e.g., arrest and incarceration).
Chronically homeless (e.g., 1 extended episode of homelessness for a year, or 4 episodes of homelessness within 3 years).
Residing in an inpatient bed (i.e., state hospital, community hospital, CSU) or in a supervised community residence, but clinically assessed to be able to live
in a more independent living situation if intensive services are provided or requiring a residential or institutional placement if more intensive services are not
available.
g. Inability to participate in traditional clinic-based services (must provide evidence of multiple agency trials if this is the only requirement met on the list).

~o oo
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AND

4. Meets one or more of the criteria below:

a. Individual is transitioning from a state forensic or adult mental health unit after an extended length of stay and the hospital's treatment team determines that
due to the individual's history and/or potential risk if non-compliant with clinic-based community services a period of ACT is clinically necessary prior to
transition to less intensive services;

b.  Within the last 180 days, the individual has been incarcerated 2 or more times related to a behavioral health condition; or

Within the last 180 days, individual has been admitted to a psychiatric hospital or crisis stabilization unit 2 or more times.

d. Past (within 180 days of admission) or current response to other traditional, community-based intensive behavioral health treatment has shown minimal
effectiveness/unsuccessful treatment (e.g. Psychosocial Rehabilitation, ICM, etc.). The individual has been unsuccessfully treated in the traditional mental
health service system at a level of greater than 8 hours of service per month. The recipient may have experienced chronic homelessness and/or criminal
justice involvement; and may have had multiple and/or extended stays in state psychiatric/public hospitals. Admission documentation must include evidence
to support this criterion.

Individual meets two (2) or more of the requirements below:

1. Individual has been admitted to an inpatient psychiatric hospital, received services from a temporary observation unit or crisis service center, and/or received in-
person crisis intervention services from ACT or Mobile Crisis one or more times in the past six (6) months;

2. Individual has had contact with Police/Criminal Justice System due to behavioral health problems in the past six (6) months;

3. Individual has displayed inability to maintain stable housing in the community due to behavioral health problems (i.e. individual fails to maintain home with safe
living conditions such as insect infestation, damaging property, etc.) during the past six (6) months;

4. Individual continues to demonstrate significant functional impairment s and/or difficulty developing a natural support system which allows for consistent
maintenance of medical, nutritional, financial, and legal responsibilities without incident in the past six (6) months. Examples include, but are not limited to:

a. Natural Supports: Inability to identify, engage, and maintain relationships with friends and/or family support;

b. Medical: Unable to comply with medical recommendations which results in significant health risk (such as inability to identify the need for medical attention,
Continuing Stay refusal to engage with traditional healthcare systems for medical needs (e.g. PCP appointments, etc.), demonstrated inability to manage medication even
Criteria with available supports, continued use of alcohol or illicit drugs despite adverse consequences;

c. Activities of Daily Living: Inability to maintain personal hygiene. Persistent or recurrent failure to perform daily living tasks except with significant support

or assistance from others such as friends, family, or relatives. Failure to recognize and avoid common dangers or hazards to self and possessions;

d. Nutritional/Financial: Consistent pattern of misuse of benefits such as SNAP, TANF, WIC, etc. such as documented evidence of selling food benefits for
money or drugs and creating the frequent condition of lack of nourishment;

e. Legal Responsibilities: Inability to comprehend illegal and legal actions, consistent engagement of high-risk illegal behaviors, or failure to comply with
mandated community supervision or court orders.

5. Individual has displayed persistent, recurrent, severe, or major symptoms that place him/her at risk of harm to self or others (e.g. command hallucinations,
suicidal ideation or gestures, homicidal ideation or gestures, self-harm) in the past six (6) months.
6. Documented efforts of attempts to transition an individual within the prior 6 months have resulted in unsuccessful engagement in traditional clinic-based
behavioral health services and the subsequent need for ACT level intensity of services continues.
1. No individual should be considered for discharge prior to 45 days of consecutive outreach and documentation of attempted contacts (calls, visits to various

locations, collateral/informal contacts efc.).

2. 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

o

Discharge
Criteria
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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.
1. ACT is a comprehensive team intervention and most services are excluded, with the exceptions of;
a. Peer Supports;
Residential Supports;
Community Transition Planning (to be utilized as a person is transitioning to/from an inpatient setting, jail, or CSP);
Group Training/Counseling (within parameters listed in Section A);
Supported Employment;
Psychosocial Rehabilitation - Group;
SA Intensive Outpatient (If a substance use disorder is identified and documented as a clinical need unable to be met by the ACT team Substance Abuse
counselor, and the individual’s current treatment progress indicates that provision of ACT services alone, without an organized SA-program model, is not likely
to result in the individual's ability to maintain sobriety ACT teams may assist the individual in accessing this service, but must ensure clinical coordination in
order to avoid duplication of services. If ACT and SAIOP are provided by the same agency, the agency may update the existing authorization to include group
services to be utilized by the SAIOP program;
h.  Group therapy is not a service exclusion when the needs of an individual exceed that which can be provided by the ACT team, the individual may participate
in SA group treatment provided by a Tier 1 or Tier 2 provider or SA-IOP provider upon documentation of the demonstrated need.
i.  Specialized evidence-based practices are not service exclusions (excluded) when the needs of an individual exceed that which can be provided by the ACT
team (e.g. specialized treatment for PTSD, eating disorders, personality disorders, and/or other specific clinical specialized treatment needs). In this case, the

@ "o oooT

Eerwce_; Individual’s recovery plan (IRP) must reflect the necessity for participation in such services along with medical record documentation of the unique need and
xclusions . . . ) o - .
resulting collaboration between service providers to ensure coordination towards goals and to prevent any duplication of services/effort; and
j. High Utilization Management.
2. Onanindividual basis, up to eight (8) weeks of some services may be provided to ACT consumers to facilitate a smooth transition from ACT to these other
community services. A transition plan must be adequately documented in the IRP and clinical record. These services are:
a. Case Management/Intensive Case Management.
b.  Psychosocial Rehabilitation Individual/Group.
c. AD Support Services.
d. Behavioral Health Assessment.
e. Service Plan Development.
f.  Diagnostic Assessment.
g. Physician Assessment (specific to engagement only).
h. 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 I/DD Waivers who meet the admission criteria above may be considered for this service as long as his/her waiver service plan is not so
comprehensive in nature as to be duplicative to the ACT service scope.
1. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition/substance use
Clinical disorder co-occurring with one of the following diagnoses: Developmental Disability, Autism, Neurocognitive Disorder, Substance-Related Disorder.
Exclusions 2. Individuals may be excluded if there is evidence that they are unable to participate in the development of their Individual Recovery Plan as a result of significant

impairment due to an I/DD diagnosis.
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1. Assertive Community Treatment must include a comprehensive and integrated set of medical and psychosocial services provided in non-office settings 80% of the
time by a mobile multidisciplinary team. The team must provide community support services interwoven with treatment and rehabilitative services and regularly
scheduled team meetings which will be documented in the served individual's medical record.

2. Ideally, and in accordance with the Dartmouth Assertive Community Treatment Scale (DACTS), the Treatment Team meeting must be held a minimum of 4 times
a week with time dedicated to discussion of support to a specific individual, and documentation in the log of the Treatment Team Meetings as indicated in the
Documentation Requirements section below. Each individual must be discussed, even if briefly, in each Treatment Team Meeting. The Treatment Team Meetings
are to review the status of all individuals 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. The psychiatrist must participate at
least one time/week in the ACT team meetings.

3. Each ACT team will identify an Individual Treatment Team (ITT) for each enrolled ACT individual.

4. Individuals will be provided assistance by the ACT team with gaining skills and resources necessary to obtain housing of the individual’s choice, including
completion of the housing need and choice survey (https://dbhddapps.dbhdd.ga.gov/NSH/) upon admission and with the development of a housing goal, which will
be minimally updated at each reauthorization.

5. 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 individual.

6. Atleast 80% of all service units must involve face-to-face contact with individuals. 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 individuals (including the individual’s home, based on individual need and
preference and clinical appropriateness).

7. During the course of ACT service delivery, the ACT Team will provide the intensity and frequency of service needed for each individual. ACT teams are expected

Required to achieve fidelity with the DACTS Model. To achieve a score of "4" in the Frequency of Contact Measure within DACTS, ACT Teams must provide a median of 3-

Components 3.99 face-to-face contacts per week across a sample of agency's ACT individuals. This measure is calculated by determining the median of the average weekly
face-to-face contacts of each individual in the sample. At least one of these monthly contacts must include symptom assessment/management and management
of medications.

8. During discharge transition, the number of face-to-face visits per week will be determined based on the person’s mental health acuity with the expectation that
these individuals participating in ACT transitioning must receive a minimum of 4 face-to-face contacts per month during the documented active transition period.

9. Service may be delivered by a single team member to 2 ACT individuals 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.).

10. ACT recipients can receive limited Group Training/Counseling (up to 20 units/week) when a curriculum-based therapeutic group is offered such as Dialectical
Behavioral Therapy (DBT), Motivational Enhancement, Integrative Dual Diagnosis Treatment (IDDT), etc. For this to be allowable, the ACT participants must have
clinical needs and recovery goals that justify intervention by staff trained in the implementation of the specific curriculum-based therapy.

a. This group may be offered to no less than 3 individuals and no more than 10 ACT participants at one time.
b.  Only ACT enrolled individuals are permitted to attend these group services.
c. Acceptable group practitioners are those on the ACT team who meet the practitioner levels as follows:
i.  Practitioner Level 1: Physician/Psychiatrist.
ii.  Practitioner Level 2: Psychologist, CNS-PMH.
iii.  Practitioner Level 3: LCSW, LPC, LMFT, and RN. In addition, and only performing these functions related to the treatment of substance use
disorders: MAC, CAADC, GCADC-II or -Ill, and CAC-II.
iv.  Practitioner Level 4: LMSW, APC, AMFT, and 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. In addition, and only performing these functions related to the treatment of substance use disorders: GCADC-| (with
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Bachelor's Degree), CAC-I (with Bachelor's Degree), or Certified Alcohol and Drug Counselor-Trainee (with Bachelor’s Degree and under
supervision).

v.  Practitioner Level 5: GCADC-I (without Bachelor's Degree), CAC-I (without Bachelor’'s Degree), or Certified Alcohol and Drug Counselor-Trainee
(without Bachelor’s Degree and under supervision) (practitioners at this level may only perform these functions related to treatment of substance
use disorders).

d. Ideally, 50% of individuals with co-occurring substance use disorders will participate in a substance abuse group at least once per month with their ACT
provider. If there are 2 practitioners leading the group who are the same practitioner level (i.e. two U3 practitioners), then each may split the responsibility
for documentation and singly sign a note. In this situation, there must be evidence in the note of who was the co-leader of that group to document the
compliance expectations for two practitioners.

e. Ifagroup is facilitated by two practitioners who are not the same U-level (i.e. one is a U3 and one is a U4), then these co-leaders may split the
responsibility for documenting group progress notes. If the lower-leveled practitioner writes the progress note, the upper level person's practitioner level can
be billed if the higher practitioner-leveled person co-signs the note. If the higher-level practitioner writes the note, then he/she shall document the co-leaders
participation and can solely sign that note.

1. Assertive Community Treatment Team members must include:

a. (1 FT Employee required) A fulltime Team Leader who is the clinical and administrative supervisor of the team, and also functions as a practicing clinician
on the team; this individual must have at least 2 years of documented experience working with adults with a SPMI and one of the following qualifications to
be an “independently licensed practitioner.” It is expected that the practicing ACT Team Leader provides direct services at least 10 hours per week with the
remaining work hours encompassing team-focused activities. The Team Leader must be a FT employee and dedicated to only the ACT team.

i.  Physician

ii. Psychologist

jii. ~ Physician’s Assistant

iv. APRN

v. RN with a 4-year BSN

vi. LCSW

vii. LPC
vii.  LMFT
Staffing ix.  One of the following as long as the practitioner below is under supervision in accordance with O.C.G.A. § 43-10A-11:
Requirements o LMSW*
o APC*
o AMFT*

* If the team lead is not independently licensed, then clinical supervision duties should be delegated appropriately in accordance with

expectations set forth in O.C.G.A. Practice Acts.

b. (Variable:.2-1.0 FTE required) Depending on individual enrollment, a full or part time Psychiatrist who:

i. provides clinical and crisis services to all team consumers;

i. delivers services in the recipient’s natural environment when the individual is unable or unwilling to access a traditional service setting (this
allowance is only for psychiatrists. Also, adherence to the 80% of the entire team’s services provided in non-office settings requirement above is
still maintained);

iii. works with the team leader to monitor each individual’s clinical and medical status and response to treatment; and

iv.  directs psychopharmacologic and medical treatment (at a minimum, must provide monthly medication management for each individual);

v.  must provide a minimum of 14 hours per week of direct support to the ACT team/ACT consumers;

vi.  the psychiatrist must participate in at least one time/week in the ACT team meetings; and
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vii.  The psychiatrist (including Physician Extender) to ACT individual ratio must not be greater than 1:100. Specifically:

o With 1-50 consumers, the requirement for the ACT team is to employ a Psychiatrist/Physician Extender minimally .35-.5 FTE (14 hrs./wk-20
hrs./wk.) providing support to the team and;

o With 51-65 consumers, the requirement for the ACT team is to employ a Psychiatrist/Physician Extender minimally .36-.65 FTE (14.4 hrs./wk-
26 hrs./wk.) providing support to the team and;

o With 66-75 consumers, the requirement for the ACT team is to employ a Psychiatrist/Physician Extender t minimally .47-.75 FTE (18.8 hrs./wk-
30 hrs./wk.) providing support to the team; and

o With 76-100 consumers, the requirement for the ACT team is to employ a Psychiatrist/Physician Extender minimally .54 FTE-1 FTE (21.6 hrs.
Iwk-40 hrs./wk.) providing support to the team.

o Teams utilizing a physician extender (APRN, NP, or PA) for part of the Psychiatrist time outlined above must maintain enough Psychiatrist time
(not including physician extenders) to obtain a score of at least 3 on the DACTSs on the Psychiatrist staffing item (.40FTE Psychiatrist per 100
consumers). The Psychiatrist's FTE and the physician extender's FTE combined would yield at least a 4 (.70 combined FTE per 100
consumers) on the DACTS. The physician extender’s FTE that fulfills this requirement could not also be counted as fulfilling the FTE
requirements for the RNs for the team (i.e. no portion of an FTE may be counted twice).

o The ACT Team Psychiatrist would see each new admission to the ACT Team in a face-to-face appointment and would review each case with
the physician extender on a monthly basis.

o The physician extender would be expected to participate in ACT team meetings at least once per week as would the supervising Psychiatrist
be expected to participate in an ACT team meeting at least once per week.

c. (1-2 Fulltime Employee/s) RN/s who provide nursing services for all individuals, including health and psychiatric assessments, education on adherence to
treatment, prevention of medical issues, rehabilitation, nutritional practices and works with the team to monitor each individual’s overall physical health and
wellness, clinical status and response to treatment

i. With 1-50 consumers, the requirement for the ACT team is to employ a Registered Nurse minimally .7-1 FTE (28 hrs./wk-40 hrs./wk.) providing
support to the team;

ii. With 51-65 consumers, the requirement for the ACT team is to employ a Registered Nurse minimally .73 FTE-1.3 FTE (29.2 hrs./wk-52 hrs./wk.)
providing support to the team,;

iii. ~With 66- 75 consumers, the requirement for the ACT team is to employ a Registered Nurse(s) .93 FTE-1.5 FTE (37.2 hrs./wk-60 hrs./wk.) providing
support to the team and; and

iv. With 76-100 consumers, the requirement for the ACT team is to employ a Registered Nurse (s) 1.3 FTE -2 FTE (52 hrs. /wk-80 hrs. /wk. providing
support to the team.

d. An addiction practitioner who holds a CAC-I (or other addiction certification equivalent or higher) and assesses the need for and provides and/or accesses
substance use disorder treatment and supports for team consumers.

i.  With 1-50 consumers, the requirement for the ACT team is to employ an addiction practitioner minimally .7-1 FTE (28 hrs./wk-40 hrs./wk.) providing
support to the team; and

ii. With 51-65 consumers, the requirement for the ACT team is to employ an addiction practitioner minimally .73 FTE-1.3 FTE (29.2 hrs./wk-52
hrs./wk.) providing support to the team; and

iii. With 66- 75 consumers, the requirement for the ACT team is to employ an addiction practitioner .93 FTE-1.5 FTE (37.2 hrs./wk-60 hrs./wk.)
providing support to the team; and

iv. With 76-100 consumers, the requirement for the ACT team is to employ an addiction practitioner 1.3 FTE -2 FTE (52 hrs. /wk-80 hrs. /wk. providing
support to the team.
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e. (1 FTE 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).
f. (1 FTE) One FTE Certified Peer Specialist who is fully integrated into the team and promotes individual self-determination and decision-making and
provides essential expertise and consultation to the entire team to promote a culture in which each individual’s point of view and preferences are
recognized, understood, respected and integrated into treatment, rehabilitation and community self-help activities. CPSs must be supervised by an
independently licensed/credentialed practitioner on the team.
g. (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 at least 2 FTEs.
i. (1 FTE) One of these staff must be a Vocational Specialist. A Vocational Specialist is a person with a minimum of one-year verifiable training and/or
experience in vocational counseling.
ii. (1FTE) Other Paraprofessional.

2. ltis critical that ACT team members build a sound relationship with and fully engage in supporting the served individuals. To that end, no more than 1/3 of the
team can be “contracted’/1099 team members.

3. The ACT team maintains a small consumer-to-clinician ratio, of no more than 10 individuals per staff member. This does not include the psychiatrist, program
assistant/s, transportation staff, or administrative personnel. Staff-to-individual ratio takes into consideration evening and weekend hours, needs of special
populations, and geographical areas to be served.

4. Documentation must demonstrate that multiple members across disciplines from the ACT team are engaged in the support of individuals served by the team
including direct and indirect service delivery for each intervention (excluding the addiction practitioner, if substance related issues have been ruled out).

5. Atleast one ACT RN must be employed by an ACT team. The RN works with a 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).

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

ACT Teams must incorporate assertive engagement techniques to identify, engage, and retain the most difficult to engage individuals 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 IRP 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 three (3) months.

4. Because many individuals served may have a mental illness and co-occurring substance use disorder, the ACT team may not discontinue services to any
individual based solely upon a relapse in his/her substance use disorder recovery.

5. ACT is expected to actively and assertively participate in transitional planning via in person or, when in person participation is impractical, via teleconference
meetings between stakeholders. The team is expected to coordinate care through a demonstrable plan for timely follow up on referrals to and from their service,
making sure individuals are connected to resources to meet their needs in alignment with their preferences. The team is responsible for ensuring the individual has
access to services and resources such as housing, pharmacy, benefits, a support network, etc. when being discharged from a psychiatric hospital; released from
jail; or experiencing an episode of homelessness. ACT providers who are a Tier 1 or Tier 2+ Provider may use Community Transition Planning to establish a
connection or reconnection to the individual and participate in discharge planning meetings while the individual is in a state operated hospital, crisis stabilization
unit, jail/prison, or other community psychiatric hospital.

6. 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.

7. The organization must have established procedures/protocols for handling emergency and crisis situations that describe methods that shall be taken by the ACT
team for supporting and responding to ACT enrolled individuals who require emergency psychiatric admission/hospitalization and/or crisis stabilization.

Clinical
Operations
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a. The ACT team is required to respond to the crisis needs of ACT enrolled individuals, both directly and via collaboration with Mobile Crisis Response Service
(MCRS). ACT teams will receive a phone call from MCRS when a GCAL call has been received for ACT enrolled consumers in crisis. Upon receipt of the
call, the ACT team must;

i. Respond to the MCRS call within 15 minutes of receipt; and
i. Engage in discussion w/ MCRS regarding clinical and/or crisis needs and location of individual; and
iii. Agree upon appropriate intervention/response which shall be provided within 1 hour of completion of call, either in the form of ACT team responding
in person, MCRS team responding in person or another agreed upon in-person response.

b. ACT teams are required to respond with face-to-face evaluation and/or intervention to at least 85% of all crisis calls coming through GCAL involving their
respective ACT enrolled individuals over the course of fiscal year.

8. 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-individual ratios are maintained, including how unplanned staff absences,

illnesses, and emergencies are accommodated.

Hours of operation, the staff assigned, and types of services provided to individuals, families, and/or guardians.

How the plan for services is modified or adjusted to meet the needs specified in the Individualized Recovery Plan.

Inter-team communication plan regarding individual support (e.g., e-mail, team staffings, staff safety plan such as check-in protocols etc.).

A physical health management plan.

How the organization will integrate individuals into the community including assisting individuals in preparing for employment.

How the organization (team) will respond to crisis for individuals served.

9. The ACT team is expected to work with informal support systems at least an average of 2 to 4 times a month with or without the individual present to provide
support and skill training as necessary to assist the individual in his or her recovery. For individuals who have no identified informal supports, team members
should document attempts to engage, identify, or build support networks at least 2 to 4 times per month. Informal supports are defined as persons who are not
paid to support the individual (i.e., family, friends, neighbors, church members, etc.). Monthly maximum billing for informal support contacts without an individual
being present shall not exceed 4 hours.

10. For the individuals which the ACT team supports, the ACT team must be involved in all hospital admissions and hospital discharges. The agency will be reviewed
for fidelity by the standard that the ACT team will be involved with 95% of all hospital admissions and hospital discharges. This is evidenced by documentation in
the clinical record.

11. The entire ACT team is responsible for completing the ACT Comprehensive Assessment for newly enrolled individuals. The ACT Comprehensive Assessment
results from the information gathered and are used to establish immediate and longer-term service needs with each individual and to set goals and develop the
first individualized recovery plan. Because of the complexity of the mental illness and the need to build trust with the served individual, the comprehensive mental
health, addiction, and functional assessments may take up to 60 days. Enrolled individuals will be re-assessed at 6-month intervals from date of completion of the
comprehensive assessment. It is expected that when a person identifies and allows 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 Use assessment.

Education and Employment.

Social Development and Functioning.

Family Structure and Relationships.

SKQ o o0

D o0 o
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12. Treatment and recovery support to the individual is provided in accordance with a Recovery Plan. Recovery planning shall be in accordance with the following:

a. The Individual Treatment Team (ITT) is responsible for providing much of the individual'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 an individual and his/her family and/or natural supports in the community by the time of the first recovery/resiliency
planning meeting or thirty days after admission. The key members are the primary practitioner and at least one clinical or rehabilitation staff person who
shares case coordination and service provision tasks for each individual. ITT members are assigned to take separate service roles with the individual as
specified by the individual and the ITT in the IRP.

b. The Recovery Plan Review is a thorough, written summary describing the individual's and the ITT’s evaluation of the individual's progress/goal attainment,
the effectiveness of the interventions, and satisfaction with services since the last person-centered IRP.

c. The Recovery 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 individual 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 individual’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 individual and his/her goals and aspirations and for each individual to become familiar with
each ITT staff person. The IRP shall be reevaluated and adjusted accordingly (at least quarterly) via the Recovery Planning Meeting prior to each
reauthorization of service (Documentation is guided by the general requirements found in Part I, Section Ill. Documentation Requirements of this manual,
and by the specific Documentation Requirements section for this service below).

13. In order to maintain compliance with the DACTS fidelity model, each ACT team may enroll a maximum of 8 individual admissions per month. Allowing teams to meet

and maintain the expectation of an active average daily census of at least 75 individuals.

14. Itis expected that 90% or more of the individuals have face to face contact with more than one staff member in a 2-week period.

1. Services must be available by ACT Team staff skilled in crisis intervention 24 hours a day, 7 days a week with emergency response coverage, including
psychiatric services. Answering devices/services/Georgia Crisis and Access Line do not meet the expectation of “emergency response”.

2. The team must be able to rapidly respond to early signs of relapse and decompensation and must have the capability of providing multiple contacts daily to
individuals in acute need.

3. An ACT staff member must provide this on-call coverage.

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. Telemedicine is not to be utilized as the primary means of delivery of psychiatric services for ACT
consumers and should not exceed 50% of psychiatric contacts.

1. ACT teams are expected to submit all requisite information in order to establish eligibility for the initial authorization, and if an individual meets eligibility they
receive a 12-month authorization for ACT services. During the first 12-months, consumers receive an automatic-authorization for the first 4 authorizations for ACT
services. ACT teams are required to submit information that the ASO system references as a “reauthorization” every 90 days for collection of consumer outcome

Billing & indicators. This data collection is captured from information submitted by ACT teams during initial and subsequent authorization periods. There is no clinical

Reporting review taking place during this 90-day data collection process, the 90-day data collection-reauthorization meets the need of data collection only. At these intervals,

Requirements the use of the term “reauthorization” is merely a data collection process and not a clinical review for eligibility every 90 days ACT teams are expected to submit all
requisite information in order to establish continued eligibility for the concurrent review, this reauthorization review for medical necessity time frame is 180 days
and begins after the initial 12 months of authorized services and occurs no less than every 6 months thereafter.

2. All submissions for initial authorization must be entered into the ASO system within three days of establishing eligibility for ACT services.

Service
Accessibility

e
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3. ACT teams are expected to submit all initial authorizations for service and all 6-month concurrent authorizations in a timely manner. All continuing stay
reauthorization must be submitted in advance of the expiration of the current authorization.

4. All'time spent between 2 or more team practitioners discussing a served individual must be reported as HO039HT. While this claim/encounter is reimbursed at $0,
it is imperative that the team document these encounters (see Documentation Requirements below) to demonstrate program integrity AND submit the
claim/encounter for this so this service can be included in future rate setting.

5. The following elements (at a minimum) shall be documented in the clinical record and shall be accessible to the DBHDD monthly as requested:

a. Served individual's employment status;

b. Served individual's residential status (including homelessness);

c. Served individual's involvement with criminal justice system/s;

d. Served individual's interactions with crisis support services (including acute psychiatric hospitals, emergency room visits, crisis stabilization program
interactions, etc.).

6. 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.

7. The ACT team can provide and bill for Community Transition Planning as outlined in the Guideline for this service. This includes supporting individuals who are
eligible for ACT and are transitioning from jail/prison.

8. When group services are provided via an ACT team to an enrolled ACT-recipient, then the encounter shall be submitted as a part of the ACT type of care defined
in the Orientation to Services section of Part |, Section 1 of this manual.

9. Each ACT program shall provide monthly outcomes data as defined by the DBHDD.

1. Providers must document services in accordance with the general requirements found in Part I, Section Ill: Documentation Requirements of this Provider Manual,
as well as with the service-specific requirements delineated in this section below.

2. All'time spent between 2 or more team practitioners discussing a served individual must be documented in the medical record as HO039HT. 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.  Ifthe staff interaction is specific to a single individual for 15 minutes, then the HO039HT code shall be billed to that individual (through claims or encounters).
b.  If the staff interaction is for multiple individuals served and is for a minimum single 15-minute unit and:
i.  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
ii. The time is spent discussing multiple individuals (with no one individual being the focus of the time), then the team should create a rotation list (see
below) in which a different individual 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:
i. When the staffing conversation modifies an individual's IRP or intervention strategy; and
ii. 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 item #2 of this
section (above), a log of staff meetings must be documented as outlined in the Staffing Requirements section of this service guideline (above), item #2. The
documentation notebook shall include:

a.  The team's protocol for submission of HO039HT encounters (how the team is accounting for the submissions of HO039HT in accordance with the above);

Documentation
Requirements
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b.  The protocol for staffing which occur ad hoc (e.g., team member is remote supporting an individual and calls a clinical supervisor for a consult on support,
etc.);
c.  Date of staffing;
d.  Time start/end for the “staffing” interaction;
e. Ifaregular team meeting, names of team participants involved in staffing (signed/certified by the team leader or team lead designee in the absence of the
team leader);
. Ifad hoc staffing note, names of the team participants involved (signed by any one of the team members who is participating);
g.  Name all of individuals discussed/planned for during staffing; and
h.  Minimal documentation of content of discussion specific to each individual (1-2 sentences is sufficient).
4. Ifthe group location is documented in the note as a community-based setting (despite the absence of an “out-of-clinic” code for group reporting), then it will be
counted for reviews/audits as an out-of-clinic service.
5. All expectations set forth in this “Additional Service Components” section shall be documented in the record in a way which demonstrates compliance with the said
items.
6. ACT Treatment team meeting logs/staffing logs should be retained for a minimum of one (1) year, and in accordance with professional standards and the provider
agency’s policy.

Assisted Outpatient Treatment Program

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

TBD TBD TBD

Assisted Outpatient Treatment (AOT) is the practice of providing court-ordered community-based mental health treatment under a civil commitment to individuals living
with serious mental illness if it is determined that they may be a danger to themselves or others.

AOT facilitates engagement in treatment services and supports that may allow an individual to live independently in the community of their choice while living with a
mental health diagnosis or co-occurring substance use disorder. It also helps providers focus their attention to work diligently to keep the enrolled individual engaged in
effective treatment, and to support them in reaching their personal recovery goals.

This Program is a time-limited, multi-faceted treatment model for adults who are court-ordered through a Probate Court petition to enroll in an Assisted Outpatient
Service Treatment Program for required structure and support to achieve and sustain recovery from behavioral health conditions. These services enable individuals served to:
Definition e Maintain residence in their community,

e  Continue to work and go to school,

e  Stay connected to friends and family life,

o Transition to voluntary treatment past court involvement.

All behavioral health services described in this manual are available to individuals in the AOT Program, subject to clinical necessity and the requirements of the
particular service being considered. Intellectual and Developmental Disability services may also be available to individuals in the Program who have a co-occurring
intellectual or developmental disability, subject to the eligibility requirements for those services.
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An individual can be enrolled in the Assisted Outpatient Treatment Program if:
1. A petition has been signed by a probate judge of the county of the individual’s residence,
AND
2. AOT service is available in the county the individual resides:
AND
3. The individual meets the following criteria:
a. The person is 18 years of age or older; and
b. The person is suffering from a mental health or co-occurring substance use disorder which has been clinically documented by a health care provider licensed
to practice in Georgia; and
c. There has been a clinical determination by a physician or psychologist that the person is unlikely to survive safely in the community without supervision; and
d. The person has a history of lack of compliance with treatment for his or her mental health or co-occurring substance use disorder, in that at least one of the
following is true:
Admission i. The person's mental health or co-occurring substance use disorder has, at least twice within the previous 36 months, been a substantial factor in
Criteria necessitating hospitalization or the receipt of services in a forensic or other mental health unit of a correctional facility, not including any period during
which such person was hospitalized or incarcerated immediately preceding the filing of the petition; or
ii. The person's mental health or co-occurring substance use disorder has resulted in one or more acts of serious and violent behavior toward himself or
herself or others or threatens or attempts to cause serious physical injury to himself or herself or others within the preceding 48 months, not including any
period in which such person was hospitalized or incarcerated immediately preceding the filing of the petition; and
e. The person has been offered an opportunity to participate in a treatment plan by the department, a state mental health facility, a community service board, or a
private provider under contract with the department and such person continues to fail to engage in treatment; and
f. The person's condition is substantially deteriorating; and
g. Participation in the assisted outpatient treatment program would be the least restrictive placement necessary to ensure such person's recovery and stability;
and
h. In view of the person's treatment history and current behavior, such person is in need of assisted outpatient treatment in order to prevent a relapse or
deterioration that would likely result in grave disability or serious harm to himself or herself or others; and
i. Itis likely that the person may benefit from assisted outpatient treatment.
An individual may remain in the AOT Program as long as:
1. There is a current court-order from the probate court ordering them to remain enrolled; and
2. The individual’s condition continues to meet the admission criteria; and
Continuing Stay | 3.  Progress notes document progress towards goals identified in the IRP (e.g., developing social networks and lifestyle changes, increasing educational, vocational,
Criteria social and interpersonal skills, meeting court program requirements, and establishing a commitment to a recovery program), but overall goals have not yet been
met; and
4. There is a reasonable expectation that the individual can achieve their IRP goals in the necessary reauthorization timeframe.

An individual may be discharged from the AOT Program if:

Discharge 1. An adequate continuing care or discharge plan is established, and
Criteria 2. Linkages are in place, and
3. The individual is no longer under court-order to be enrolled.
: 1. Individuals who are not under court-order from the probate court to be enrolled in the AOT Program are not eligible.
Service . . . . " . - Co ; . b
Exclusions 2. When higher intensity services are utilized, documentation must indicate efforts to minimize duplication of services and effectively transition individuals to

appropriate services of lower intensity when appropriate.
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Clinical 1. Indiyi@uals who do not mget the eIi.g.ibiIity requirements for each. sgrvice for which admission is sought. . o - . .

Exclusions 2. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of a psychiatric condition co-occurring with one
of the following diagnoses: Developmental Disability, Autism, Neurocognitive Disorder, Substance Use Disorder.

1. While a court order may have been issued for this program, the provider must assess, determine, and complete an order for the unique services and supports
needed by the individual, in keeping with standards set forth in Part Il of this manual.

2. The program incorporates information from a court ordered evaluation, provider assessments and the individual’'s personal goals into the treatment planning
process and resulting IRP.

3. While this is a court-ordered program, all aspects of programmatic and service delivery are subject to the stipulations set forth in the Service Definition for each
service delivered, as well as to all requirements in Part Il of this manual.

4. The program must operate at a site approved to bill DBHDD/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 recovery plan. Program must have in place appropriate accreditation and licenses for all established
service sites.

5. The program provides individual treatment compliance and status reports as needed prior to and during court staffing/judicial review meetings. Any decrease in
engagement levels should be reported to identified court as soon as possible for court review (incidents to be reported to the court include but are not limited to

Required missed appointments, inappropriate behavior toward staff or other participants, damage to property, non-compliance with provider policies).

Components 6. Provider will develop written agreements, partnerships, and memoranda of understanding (MOU) with key justice, mental health and substance use disorder
treatment providers, recovery community advocates and support partners, consumer groups on an ongoing basis for the purpose of cooperative wrap around
services and for developing sustainable activities.

7. In cases where an individual is in an inpatient facility, prior to discharge from the facility, an AOT team member shall engage with the individual and explain the
AOT process and program expectations. The individual must have a written document with the outpatient appointment date and time and the AOT program
expectations (Participant Handbook) upon discharge.

8. Allindividuals enrolled in the AOT Program shall receive a Participant Handbook and Assisted Outpatient Treatment Enhancement Program Framework upon
enrollment to the AOT program.

9. All participants and significant family members (caregivers) shall be given the opportunity and encouraged to complete the AOT Participant/Family Satisfaction
Survey upon discharge from the AOT program.

10. At a minimum, the entire AOT Team shall meet to discuss and status all individuals enrolled in the AOT Program. Other service providers from the agency or
community may be invited to supply relevant information on the status of any individual enrolled.

The AOT Team will maintain a maximum caseload of 25 participants to allow for frequent contact with the individual. The AOT team, working with the treating

psychiatrist and other appropriate staff, monitors the individual's engagement in treatment and observes for behavior changes similar to previous behavior that

preceded a psychiatric decompensation.

Every AOT Team includes the following staff;

1. Team Lead Clinician (1 FTE) Duties shall include, but not limited to:

Staffing a. Assisting the individual in identifying and resolving personal, social, vocational, intrapersonal, and interpersonal concerns.

Requirements b. Providing services (or be responsible for the oversight of service provision) to address goals/issues such as promoting recovery, and the restoration,

development, enhancement, or maintenance of;
i. lliness 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);
ii. Problem solving and cognitive skills;
iii. Healthy coping mechanisms;
iv. Adaptive behaviors and skills;
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v. Interpersonal skills; and

vi. Knowledge regarding mental illness, substance related disorders and other relevant topics that assist in meeting the individual’s or the support
system’s needs; and

vii. Use best/evidence-based practice modalities which 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.

c. Conducting a monthly IRP review and, with input from the Team, to determine progress made, barriers to success, and whether the individual continues to
meet criteria for court-ordered treatment criteria. Findings should be submitted through the 30-Day Review report.

d. Submit reports and updates to the court, as requested, or presented at status hearings conducted by the probate judge.

e. Monitoring each AOT enrolled individual, and determine appropriate actions, when warranted.

f.  Completing identified documentation in a timely manner.

2. Case Manager (1 FTE) The case manager monitors the individual’s stability and ensures that care is provided in the least restrictive setting consistent with the
individual’s needs. Duties shall include, but not limited to:

a. Engagement & Needs Identification: The case manager engages the individual in a recovery-based partnership that promotes personal responsibility and
provides support, hope, and encouragement. The case manager assists the individual with developing a community-based support network to facilitate
community integration and maintain housing stability. Through engagement, the case manager partners with the individual to identify and prioritize housing,
service and resource needs to be included in the IRP.

b. Care Coordination: The case manager coordinates care activities and assists the individual as he/she moves between and among services and supports.
Care coordination requires information sharing among the individual, his/her Tier 1 or Tier 2 provider, specialty provider(s), residential provider, primary care
physician, and other identified supports in order to:

i. Ensure that the individual receives a full range of integrated services necessary to support a life in recovery that includes health, home, purpose, and
community;

ii. Ensure that the individual has an adequate and current crisis plan;

iii. Reduce barriers to accessing services and resources;

iv. Minimize disruption, fragmentation, and gaps in service; and

v. Ensure all parties work collaboratively for the common benefit of the individual.

c. Referral & Linkage: The case manager assists the individual with referral and linkage to services and resources identified on the IRP including housing,
social supports, family/natural supports, entitlements (SSI/SSDI, Food Stamps, VA), income, transportation, etc. Referral and linkage activities may include
assisting the individual to:

i. Locate available resources;

ii. Make and keep appointments;

iii. Complete the application process; and

iv. Make transportation arrangements when needed.

d. Monitoring and Follow-Up: The case manager visits the individual in the community to jointly review progress made toward achievement of IRP goals and to
seek input regarding his/her level of satisfaction with treatment and any recommendations for change. The case manager monitors and follows-up with the
individual in order to:

i. Determine if services are provided in accordance with the IRP;

i. Determine if services are adequately and effectively addressing the individual’s needs;

iii. Determine the need for additional or alternative services related to the individual's changing needs or circumstances; and
iv. Notify the treatment team when monitoring indicates the need for IRP reassessment and update.
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3. Certified Peer Specialist (1 FTE): The Certified Peer Specialist provides interventions which promote socialization, recovery, wellness, self-advocacy, development
of natural supports, and maintenance of community living skills. Duties shall include, but not limited to:
a. Conduct activities between and among individuals who have common issues and needs, that are individual motivated, initiated and/or managed;
b. Assistindividuals in living as independently as possible;
c. Promote self-directed recovery by exploring individual purpose beyond the identified mental illness; and
d. Explore possibilities of recovery by:
i. Tapping into individual 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);
ii. Emphasizing hope and wellness, by helping individuals develop and work toward achievement of specific personal recovery goals (which may include
attaining meaningful employment if desired by the individual); and
iii. Assisting individuals with relapse prevention planning.

1. Anindividual may have a variable length of stay. The level of care and length of stay should be determined by individual’s multiple assessments and progress
toward meeting goals of the IRP. It is recommended that the 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.

2. Each individual should participate in setting individualized goals for themselves and in assessing their own skills and resources related to recovery. 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.

3. Each individual must be provided assistance in the development/acquisition of needed skills and resources necessary to achieve recovery and/or reduction in use
of substances and maintenance of recovery.

(C:)lg)r:rcilions 4. Court Status Meetings time may be billable as a collateral contact via Case Management with or without the person being present if the following are considered:
a. Ifthe Court Status Meeting addresses multiple individuals being supported by the Assisted Outpatient Treatment Program, the only time which can be billed
is the specific discussion and planning related to the individual being served;
b. Court Status Meeting time and documentation must comply with the expectations set forth in the unique Case Management (CM) service definition
(Assistance to the person and other identified recovery partners in the facilitation and coordination of the Individual Recovery Plan (IRP), identification, with
the person, of strengths which may aid him/her in achieving and maintaining recovery from mental health challenges as well as barriers that impede the
development of necessary skills, linkage and referral, monitoring and follow-up, etc.). For example, if this service is being billed via CM and the individual
served is not participating, the intervention and billing would comply with the Required Components section of the CM service which allow 50% of billable
contact to be non-face-to-face.
1. Service are available during the day and evening hours.
2. Demographic information collected shall include a preliminary determination of hearing status to determine referral to the Office of Deaf Services.
3. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
: of this include:
f\gcz\g::ibility a. The use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’'s language versus use of
interpreters; and/or
b. The use of an interpreter via Telemedicine to support the practitioner in delivering the identified service. Telemedicine may only be utilized when delivering
this service to an individual for whom English is not their first language. The individual must consent to the use of this modality. This consent should be
documented in the individual's record. The use of telemedicine should not be driven by the practitioner's/agency’s convenience or preference.
1. Entry of required data shall be entered monthly to monitor performance and outcomes as well and approve the amount requested via the monthly invoices.
Documentation | 2.  Every admission and assessment must be documented.
Requirements 3. Agency must adhere to documentation requirements set forth for each unique service delivered in accordance with Part 1 of this Manual.
4. The program will document the following data for the required timelines in the Data Collection Worksheet found at the SharePoint site below:
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https://gets.sharepoint.com/:x:/r/sites/DBHDDExtranet/JSU/_layouts/15/Doc.aspx?sourcedoc=%7B4A2DA5EQ-AA84-4D4F-B4D2-
12CC977C72F0%7D4&file=A0T%20Data%20Collection%20Worksheet%20-%20Provider%20Temp.xIsx&action=default&mobileredirect=true

a. AQOT Participant Information (demographic data): Shall be completed within 30 days of enrollment for each participant.

b. 12 Months Pre-AQT (historical data): All efforts to gather as much data as possible should be sought using connections with sheriff's departments, provider
medical records, other ERF records, family, etc. Additional information, other than that used to determine eligibility criteria should be entered as discovered.

c. During AOT (ongoing status and significant events): All incident categories listed in the spreadsheet should be entered within 24 hours of the event.

d. 12 Months Post-AOT (continued monitoring of participant's progress): Significant events should be monitored and recorded within 24 hours of discovery.

e. 30-Day Review (ongoing reviews): This review must be completed on each enrolled participant no less than every 30 days. Copy of review may be submitted
to the partnered probate court upon request of the court.

f.  Determination of Renewal (request for continued enroliment or discharge): The request for discharge may completed at any time the individual meets
discharge criteria but if renewal of the current court-order is warranted, the request shall be completed no less than 45 days prior to current court-order
expiration date and submitted to the court no less than 30 days prior to expiration.

g. Request for Immediate Court Action/Conference: Shall be completed and submitted to the court when indications of nonengagement increase or a significant
incident occurs that warrants court intervention.

5. Mandatory documentation of weekly team status meetings shall be documented and downloaded to the appropriate Team folder on the SharePoint site above.

Billing & The individual medical record must include documentation of services described in the Service Operations section.

Reporting 1. Provider is required to complete progress notes for every contact with individual as well as for related collateral contacts.
Requirements 2. Progress notes must adhere to documentation requirements set forth in this manual.

Additional Providers should bill DBHDD State Fee-For-Service, Medicaid, or private insurance for behavioral health services rendered.
Medicaid

Requirements

Community Based Inpatient Psychiatric

Code 1 2 3 4 1 2 3 4

Psychiatric

Health Facility Per

Service, Per negotiation

Diem

Unit Value Utilization Criteria LOCUS Level 6
A short-term stay in a licensed and accredited community-based hospital for the stabilization of a psychiatric crisis. The service is of short duration and provides
treatment for individuals experiencing an acute psychiatric crisis episode due to a new or recurring mental illness, non-compliance with medications, or a combination
of these causes. The intent of this service is to provide short-term recovery-oriented treatment and support that increases the functioning of persons with psychiatric

Service disabilities. The service should include tailored interventions based upon the individual's unique needs as identified in their individualized recovery plan, but may also

Definition include routinely available interventions provided by a contractor's inpatient program milieu, as clinically indicated. Upon stabilization of the psychiatric crisis, the
individual is connected to the appropriate level of care and transitioned back into the community. Specific desired outcomes of this service are: 1) Successful hospital
to community transition, 2) Effective collaboration with community service providers and field offices, 3) Effective discharge planning, 4) Linkage and referral to
community services, 5) Reduction in hospital readmissions.
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Community Based Inpatient Psychiatric

For individuals defined as the target population for the DBHDD contract, the Inpatient Psychiatric hospital will accept referrals for admission solely from DBHDD and its
designated ASO agents: Behavioral Health Link (BHL) or Beacon Health Options (BHO). This service will utilize the DBHDD-required board monitoring system,
Admission providirl\gl regularly updated informgtion to ensure appropriate utiIi;atiqn of inpatient bgds. Admissions are for an: .
Criteria 1. Individual with serious mental illness who presents a substantial risk or harm to himself/herself or others, as manifested by recent overt acts or recent expressed
threats of major suicidal, homicidal or high-risk behaviors as a result of the mental iliness which present a probability of physical injury to himself/herself or others;
OR
2. Individual with serious mental illness is so unable to care for his/her own physical health and safety as to create an imminently life-endangering crisis.
1. Individual meets the following:
. a. Continues to meet admission criteria; and has been assessed to be at risk of major suicidal, homicidal or high-risk behaviors; and
Continuing Stay b. Isassessed as requiri tinued hospitalization beyond the initial authorizati
Criteria . Sess quiring continued hospitalization beyond the initial authorization, . . o
2. When the individual has received and expended two (2) concurrent authorizations or by the ninth day of admission, the individual must be placed on the state
hospital transfer list.
At which point the risk and crisis are determined to no longer exist, the individual must be transferred to a lower level of care/discharged with an adequate continuing
care plan. Absence of the risk and crisis must be accompanied by one or more of the following:
Discharge 1. Individual no longer meets admission and continued stay criteria; or
Criteria 2. Individual requests discharge and individual is not imminently dangerous to self or others; or
3. Transfer to another service/level of care is warranted by change in the individual’s condition; or
4. Individual requires services not available in this level of care.
Senvi This service may not be provided simultaneously with any other service in the DBHDD behavioral health service array excepting short-term access to services that
ervice . . . . . ; . o . . . o
Exclusions p.rowde contmuﬁy qf care or suppprt in planning for dlsfcharge from this service. Anyilndllwdual with a substance use disorder or a substance-induced psychiatric
disorder as their primary diagnosis should not be admitted for the purpose of detoxification.
Clinical Individuals with any of the following conditions are excluded from admission unless there is clearly documented evidence of a co-occurring acute psychiatric diagnosis:
Exclusions Autism, Developmental Disabilities, Neurocognitive Disorder, or Traumatic Brain Injury.
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Inpatient psychiatric hospitals provide an intense (Locus level VI) level of care in the DBHDD service continuum and must include the following:

Care Environment - The facility must be capable of providing secure care, meaning that individuals may be contained within a locked environment, with capabilities
for providing seclusion and/or restraint if necessary. It must be capable of providing involuntary care when required. The facility must provide adequate space,
light, ventilation, and privacy. Food services and other personal care needs must be adequately provided.

2. Clinical Services - An individualized recovery plan for each individual must be developed within 36 hours of his/her admission. Clinical services must be available
24 hours a day, seven days a week. Psychiatric, nursing, and medical services must be provided on site, at all times. Psychiatric/medical contact will be made on a
daily basis. Treatment will be provided on a daily basis, to include individual, group and family therapy, as well as pharmacologic treatment, depending on the
individual's needs. Provision of peer support services is a recognized evidence based best practice in behavioral health and is strongly recommended.

3. Supportive Services - All necessities of living and well-being must be provided for individuals in psychiatric inpatient settings. Individuals are assisted and/or
supported in participating in activities of daily living such as hygiene, grooming, and maintenance of their immediate environment.

4. Discharge and Transition Planning - Expected average length of stay for individuals in this service shall not exceed five days. Psychiatric inpatient facilities must
provide services to facilitate and support successful transition back into the community. At the time of admission, the coordination of discharge planning begins, in
collaboration with the DBHDD contracted community behavioral health service provider in the individual's county of residence. The facility shall deliver care
coordination, including linkage and referral, which must include:

a. Coordination with community behavioral health providers including communication with current behavioral health provider (in accordance with HIPAA
allowance for sharing of necessary PHI for the purpose of access to treatment);

b. Initiating entitlement applications to facilitate access to benefits;

c. Communicating with DBHDD contracted providers of behavioral health services in order to effectuate successful linkage to services and supports including
housing;

d. Referral to less intense level of care when clinically appropriate;

e. Provision of 5 days of medication at the time of discharge using a normed formulary (such as the Medicaid Pharmacy formulary) which will increase the

individual’s access to these medications post-discharge.
Facilities shall communicate with the DBHDD regional field office staff regarding:
i.  Out-of-region placements and/or discharges;
i. Al homeless individuals admitted, within 24 hours of admission, in order to coordinate access to housing and avoid a shelter discharge.

5. Collaboration - In order to support the operation of this service as a component within the array of DBHDD adult mental health services, psychiatric inpatient
facilities must participate in DBHDD regional community collaborative meetings for the region in which the facility operates, minimally on a quarterly basis.

The facility complies with staffing requirements as set forth by HFR in its “Specialty Hospital” licensing process Rule 111-8-40-.37, Psychiatric and Substance Abuse

Staffing Services. Each treatment program is under the administrative leadership of a skilled behavioral health clinical staff and is staffed by at least one physician, registered

Requirements and practical nurses, social workers, psychologists, and direct service staff. Staff members also are trained in the use of interventions and offer an array of therapeutic

alternatives including; sensory modulation, art, music, craft, and recreation activities.

Required
Components

Pl
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1. This service requires authorization via the ASO via GCAL. Providers will select an individual from the State Contract Bed (SCB) Board. Once they accept them,
they will assign the individual to a bed on the inventory status board (via bhiweb). Once an individual is assigned to the inventory status board a tracking number
will be generated and the information will be sent from the Georgia Collaborative ASO crisis access team to the Georgia Collaborative ASO care management
team for registration/authorization to take place. Once an authorization number is assigned, that number will appear on the beds inventory status board (on
bhlweb) and an email will be generated and sent to the designated UM of the SCB facility containing the authorization number.

Billing & 2. Span billing may occur for this service, meaning the start and end date are not the same on a given service claim line). The span dates may cross months (start

Reporting date and end date on a given service line may begin in one month and end in the next).

Requirements 3. Ifthe initial authorization period expires and there is documentation that the individual meets medically necessary continuing stay criteria, the individual must be
placed on the Transfer-to-a-State-Hospital referral list via the Beacon bed board process as a requirement for reimbursement of any additional authorized days.
In the absence of this documentation, service may continue at the expense of the facility.

4. Providers must submit a discharge summary into the Provider Connect/batch system within 48 hours of discharge.

5. Submission of supporting documentation is required as part of all billing submissions (examples of supporting documentation include, but are not limited
to: Nursing notes, MAR, physician notes, treatment plan, efc.).

Community Support Team

Transaction Code Detail Code | Mod | Mod | Mod Rate | Code Detail Code | Mod | Mod | Mod
Code 1 2 3 4 1 2 3
Practitioner Level 3, In-Clinic H0039 | TN U3 | U6 $30.01 | Practitioner Level 3, Out-of-Clinic HO039 | TN | U3 | U7
Practitioner Level 4, In-Clinic H0039 | TN U4 | U6 $20.30 | Practitioner Level 4, Out-of-Clinic HO039 | TN | U4 | U7
Practitioner Level 5, In-Clinic H0039 | TN U5 | U6 Practitioner Level 5, Out-of-Clinic
Practitioner Level 3, Via
interactive audio and video H0039 | TN GT | U3
Community telecommunication systems
Support Team Practitioner Level 4, Via
interactive audio and video H0039 | TN GT | U4
telecommunication systems
Practitioner Level 5, Via
interactive audio and video H0039 | TN GT | U5
telecommunication systems

Unit Value 15 minutes Utilization Criteria TBD

Community Support Team (CST) is an intensive behavioral health service for individuals with severe mental illness living in rural areas of the State who are discharged
from a state or private psychiatric hospital or Psychiatric Residential Treatment Facility (PRTF) after multiple or extended stays or from multiple discharges from crisis
stabilization unit(s), or discharged from correctional facilities or other institutional settings, or those leaving institutions who are reluctant to engage in treatment. This
service is provided in rural areas, where there is less demand for service, and/or in areas with professional workforce shortages. CST utilizes a mental health team led
Service by a licensed clinician to support individuals in decreasing hospitalizations, incarcerations, emergency room visits, and crisis episodes and increasing community
Definition tenure/independent functioning; increasing time working or with social contacts; and increasing personal satisfaction and autonomy. Through active assistance and
based on identified, individualized needs, the individual will be engaged in the recovery process.

CST is a restorative/recovery focused intervention to assist individuals with:
1. Gaining access to necessary services;
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2. Managing (including teaching skills to self-manage) their psychiatric and, if indicated, co-occurring substance use disorder and physical diseases;
3. Developing optimal independent community living skills;

4. Achieving a stable living arrangement (independently or supported); and

5. Setting and attaining individual-defined recovery goals.

CST elements and interventions (as medically necessary) include:
Comprehensive behavioral health assessment;
Nursing services;
Symptom assessment/management;
Medication management/monitoring;
Medication Administration;
Linkage to services and resources including rehabilitation/recovery services, medical services, wellness and nutrition supports, general entitlement benefits;
Care Coordination;
Individual Counseling; and
Psychosocial Rehabilitation-Individual for skills training including:
a.  Daily living skills training;
b.  lliness self-management training;
c.  Problem-solving, social, interpersonal, and communication skills training;
10. Harm reduction strategies, relapse prevention skills training, and substance use disorder recovery support;
11. Development of personal support networks;
12. Crisis planning and, if necessary, crisis intervention services; and
13. Consultation and psycho-educational support for the individual and his/her family/natural supporters (if this family interaction is endorsed by the individual served).
1. Individual with a severe and persistent mental iliness that seriously interferes with their ability to live in the community as evidenced by:
a. Transitioning or recently discharged (i.e., within past 6 months) from an institutional setting (hospital, jail/prison, or PRTF) because of psychiatric issue; or
b. Frequently admitted to a psychiatric inpatient facility or PRTF (i.e. 3 or more times within past 12 months) or crisis stabilization unit for psychiatric stabilization
and/or treatment; or
c. Chronically homeless with a psychiatric condition, 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; or
d. Frequently seen in the emergency room for behavioral health needs (i.e. 3 or more times within past 12 months); or
e. Having a “forensic status” and the relevant court has found that assertive community services are appropriate;

©CoNDIOTRWN

AND
Admission 2. Individual with significant functional impairments as demonstrated by the inability to consistently engage in at least two (2) of the following:
Criteria a. Maintaining personal hygiene;
b. Meeting nutritional needs;
c. Caring for personal business affairs;
d. Obtaining medical, legal, and housing services;
e. Recognizing and avoiding common dangers or hazards to self and possessions;
f. Performing 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 consistently performing 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
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3. Individual with one (1) or more of the following as 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 or PRTF 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.g., greater than 6 months) or co-diagnosis of substance abuse (ASAM Levels I, 1.1, I1.5, 1.3,
[11.5);
d. High risk or a history of criminal justice involvement (e.g., arrest and incarceration);
e. 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;
f.  Inability to participate in traditional clinic-based services;
AND
4. Alower level of service/support has been tried or considered and found inappropriate at this time.
1. Individual continues to have a documented need for a CST intervention at least four (4) times monthly such as to maintain newly established housing stability (within
past 6 months), improved community functioning and/or self-care and illness self-management skills (such as attending scheduled appointments and taking
medications as prescribed without significant prompting, using crisis plan as needed, accessing community resources as needed most of the time).

Continuing Stay
Criteria - . o Y AND
2. Individual continues to meet the admission criteria above; or
3. Individual has continued difficulty participating in traditional clinic-based services or a community setting at a less intensive level of service/supports; or
4. Individual is in substandard housing, homeless, or at imminent risk of becoming homeless due to functional impairments associated with behavioral health issues.
1. There has been a planned reduction of units of service delivered and related evidence of the individual sustaining functioning through the reduction plan; and
2. An adequate continuing care plan has been established; and one (1) or more of the following:
Tiselas a. Individual no quggr mgets admission criteria; or ‘
Criteria 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.
1. Itis expected that the CST attempt to engage the individual in other rehabilitation and recovery-oriented services such as Housing Supports, Residential Services,
group-oriented Peer Supports, group-oriented Psychosocial Rehabilitation, Supported Employment, etc.; however, ACT, Family Counseling, Family Training,
Nursing Assessment, ICM and CM are Service Exclusions. Individuals may receive CST and one of these services for a limited period of time to facilitate a smooth
transition.
2. SA Intensive Outpatient Program (SAIOP) is generally excluded; however, if a substance use disorder is identified and documented as a clinical need, and the
Service individual’s current progress indicates that provision of CST services alone, without an organized SA program model, it is not likely to result in the individual’s ability
Exclusions to maintain sobriety, CST may assist the individual in accessing the SAIOP service, but must ensure clinical coordination in order to avoid duplication of specific

service interventions.

3. Specialized evidence-based practices are not service exclusions (excluded) when the needs of an individual exceed that which can be provided by the CST team
(e.g. specialized treatment for PTSD, eating disorders, personality disorders, and/or other specific clinical specialized treatment needs). In this case, the
Individual's Recovery Plan (IRP) must reflect the necessity for participation in such services along with medical record documentation of the unique need and
resulting collaboration between service providers to ensure coordination towards goals and to prevent any duplication of services/effort.

Clinical 1. Individuals with the following conditions are excluded from admission unless there is clearly documented evidence of psychiatric condition/substance use disorder

Exclusions co-occurring with one of the following diagnoses: Intellectual/Developmental Disabilities, Autism, Neurocognitive Disorder, Substance-Related Disorder.
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2. Individuals may be excluded if there is evidence that they are unable to participate in the development of their Individual Recovery Plan as a result of significant
impairment due to an I/DD diagnosis.

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

2. Services and interventions must be individually tailored to the needs, goals, preferences and assets of the individual with the goals of maximizing independence
and recovery as defined by the individual.

3. Atleast 60% of all service units must involve face-to-face contact with individuals. The majority (51% or greater) of face-to-face service units must be provided
outside of program offices in locations that are comfortable and convenient for individuals (including the individual's home, based on individual need and
preference and clinical appropriateness).

Required 4. A minimum of four (4) face-to-face visits must be delivered monthly by the CST. Additional contacts above the monthly minimum may be either face-to-face or
Components telephone collateral contact depending on the individual’s support needs and keeping to the expected 60% of units being face-to-face.

5. CST is expected to retain a high percentage of enrolled individuals in services with few dropouts. In the event that the CST documents multiple attempts to locate
and make contact with an individual and has demonstrated diligent search, after 45 days of unsuccessful attempts the individual may be discharged due to drop
out.

6. While the minimum percentage of contacts is stated above, individual clinical need is always to be met and may require a level of service higher than the
established minimum criteria for contact. CST teams will provide the clinically required level of service in order to achieve and maintain desired outcomes.

7. Individuals will be provided assistance by the CST team with gaining skills and resources necessary to obtain housing of the individual's choice, including
completion of the housing need and choice survey https://dbhddapps.dbhdd.ga.gov/NSH/ upon admission and with the development of a housing goal, which will
be minimally updated at each reauthorization.

1. A CST shall have a minimum of 3.5 team members which must include:

a. (1FTE) Afulltime dedicated Team Leader (‘Dedicated” means that the team leader works with only one team at least 32 hours and up to 40 hours/week)
who is a licensed clinician (LPC, LCSW, LMFT) and provides clinical and administrative supervision of the team. This individual must have at least four (4)
years of documented experience working with adults with a SPMI and is preferably certified/credentialed as a substance use disorder counselor (CAC-|
equivalent or higher). The Team Leader is responsible for working with the team to monitor each individual’'s physical health, clinical status and response to
treatment.

b. (1 FTE) A fulltime or two half-time (.5 FTE) Certified Peer Specialist (s) who is/are fully integrated into the team and promotes individual self-determination
and decision-making and provides essential expertise and consultation to the entire team to promote a culture in which each individual’s point of view and

Staffing preferences are recognized, understood, respected and integrated into treatment, rehabilitation, medical, and community self-help activities.

Requirements c. (.5 FTE) A half-time registered nurse (RN). This person will provide nursing care, health evaluation/reevaluation, and medication administration and will
make referrals as medically necessary to psychiatric and other medical services. Registered nurses may be clinic based with provision of community-based/
in the home services as needed. Nursing face-to-face time with each individual served by the team is determined based on the IRP, physician assessment,
and is delivered at a frequency that is clinically and/or medically indicated.

d. (1 FTE) A fulltime Paraprofessional level team member, minimally bachelor’s level, preferably with a SUD counselor certification (CAC-I equivalent or
higher).

2. The CST maintains a small individual-to-staff ratio, with a minimum of 10 individuals served per full time staff member (10:1) and a maximum of 20 individuals
served per staff member (20:1), yielding a 3-person team's minimum capacity of 30 and a team maximum capacity of 60. The Individual-to-staff ratio range should
consider evening and weekend hours, needs of the target population, and geographical areas to be served.

Clinical 1. CST must incorporate assertive engagement techniques to identify, locate, engage, and retain the most difficult to engage individuals who cycle in and out of

Operations intensive services. CST must demonstrate the implementation of well thought out engagement strategies to minimize discharges due to drop out including the use
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of street and shelter outreach approaches, legal mechanisms such as outpatient commitment (when clinically indicated), and collaboration with family, friends,
parole and/or probation officers.

2. CST is expected to gather assessment information from internal or external provider sources on existing individuals in order to identify the individual's strengths,
needs, abilities, resources, and preferences. CST Team Lead may complete a comprehensive behavioral health assessment on new individuals as well as ongoing
assessments to ensure meeting the individual’s changing needs or circumstances. When a comprehensive behavioral health assessment is conducted by the CST
Team Lead, it may be billed as CST (see Billing & Reporting Requirements below).

3. CSTis expected to actively and assertively participate in transitional planning via in person or, when in person participation is impractical, via teleconference
meetings between stakeholders. The team is expected to coordinate care through a demonstrable plan for timely follow up on referrals to and from their service,
making sure individuals are connected to resources to meet their needs in alignment with their preferences. The team is responsible for ensuring the individual has
access to services and resources such as housing, pharmacy, benefits, a support network, etc. when being discharged from a psychiatric hospital; released from
jail; or experiencing an episode of homelessness. CST providers who are a Tier 1 or Tier 2+ Provider may use Community Transition Planning to establish a
connection or reconnection to the individual and participate in discharge planning meetings while the individual is in a state operated hospital, crisis stabilization
unit, jail/prison, or other community psychiatric hospital.

4. Because CST-eligible individuals may be difficult to engage, the initial treatment/recovery plan for an individual may be more generic at the onset of
treatment/support. It is expected that the IRP 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 90 days.

5. Because of the complexity of the target population, it is expected that the individual served will receive ongoing physician assessment and treatment well as other
recovery-supporting services. These services may be provided by Tier 1 or Tier 2 Provider agency or by an external agency. There shall be documentation during
each Authorization Period to demonstrate the team’s efforts at consulting and collaborating with the physician and other recovery-supporting services.

6. CST will assist all eligible individuals with the application process to obtain entitiement benefits including SSI/SSDI, Food Stamps, VA, Medicaid, etc. including
making appointments, completing applications and related paperwork.

7. Because many individuals served may have a mental illness and co-occurring substance use disorder, the CST team may not discontinue services to any
individual based solely upon a relapse in his/her substance use disorder recovery.

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

9. The CST Crisis Plan must include a clear comprehensive approach for provision of 24/7 crisis response and emergency management of crisis situations that may
occur after regular business hours, on weekends, and on holidays.

a. The Crisis Plan should demonstrate a supportive linkage and connection between the organization and CST.
b. A CST will ensure coordination with the Tier 1 or Tier 2 services provider or other clinical home service provider in all aspects of the IRP.
c. The CSTis required to provide follow-up for all CST-enrolled individuals for whom notification is received of a GCAL interaction/referral.

10. The CST agency must have established procedures that support the individual in preventing admission into psychiatric hospitalization/crisis stabilization. There
shall be evidence that these procedures are utilized in the support of the individual when a crisis situation occurs.

11. Using the information collected through assessments, the CST staff work in partnership with the individual's Tier 1 or Tier 2 provider, specialty provider, residential
provider, primary care physician, and other identified supports to develop a Wellness Recovery Action Plan (WRAP) that meets the medical, behavioral, wellness,
social, educational, vocational, co-occurring, housing, financial, and other service needs of the eligible individual.

12. The CST is expected to work with informal support systems (with or without the individual present) to provide support and skill training as necessary to assist the
individual in their recovery. For individuals who have no identified informal supports, team members should document attempts to engage, identify, or build support
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networks. Informal supports are defined as persons who are not paid to support the individual (e.g., family, friends, neighbors, church members, etc.). The monthly
maximum billing for informal support contacts without an individual present shall not exceed four (4) hours in any month.

13. The organization must have an CST Organizational Plan that addresses the following:

a. Particular rehabilitation, recovery and resource coordination models utilized, types of intervention practiced, and typical daily schedule for staff;

b. Organizational Chart, staffing pattern, and a description of how staff are deployed to assure that the required staff-to-consumer ratios are maintained;
including how unplanned staff absences, illnesses, and emergencies are accommodated;

c. Hours of operation, the staff assigned, and types of services provided to individuals, families, and/or guardians;

d. How the plan for services is modified or adjusted to meet the needs specified in the Individualized Recovery Plan;

e. Mechanisms to assure the individual has access to methods of transportation that support their ability engage in treatment, rehabilitation, medical, daily
living and community self-help activities. Transportation is not a reimbursed element of this service;

f. Intra-team communication plan regarding individual support (e.g., e-mail, team staffings, staff safety plan such as check-in protocols etc.);

g. The team’s approach to monitoring an individual's medical and other health issues and to engaging with health entities to support health/wellness; and

h. How the organization will integrate individuals into the community including assisting individual in preparing for employment.

1. Services must be available 24 hours a day, 7 days a week with emergency response coverage. On-call crisis coverage by CST staff is required for days on which CST
services are not regularly scheduled. Answering devices/services do not meet the expectation of “emergency response.”

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

3. Atthe time of provider application, the DBHDD will determine, through its Provider Enroliment process, the current need for a CST team in a given area. Because
this service is targeted to rural areas, services may only be provided in counties with less than 150,000 population (per most recent estimates from the U.S.
Census Bureau). The provider of this service must operate their CST business from a county which is qualified, in keeping with this population criteria.

4. To promote access, providers may use Telemedicine as a tool to provide direct interventions to individuals for whom English is not their first language. Examples
of this include:

o the use of one-to-one service intervention via Telemedicine, connecting the individual to a practitioner who speaks the individual’s language versus use
of interpreters; and/or

o the use of an interpreter via Telemedicine to support the practitioner in delivering the identified service.

Service
Accessibility

Telemedicine may only be utilized when delivering this service to an individual for whom English is not their first language. The individual must consent to the use
of this modality. This consent should be documented in the individual’s record. The use of telemedicine should not be driven by the practitioner's/agency’s
convenience or preference.

1. While a comprehensive assessment is clinically recommended to be provided as an integral part of CST, the provision and billing of Behavioral Health Assessment
is also allowed by a non-CST practitioner in certain circumstances (such as assessment by a specialty practitioner for trauma, substance use, etc.; person presents
in crisis and requires immediate assessment, etc.).

2. CST programs are expected to submit all requisite information in order to establish eligibility for the initial authorization, and if an individual meets eligibility they
receive a 12-month authorization for CST services. During the first 12-months consumers receive an automatic-authorization for the first 4 authorizations for CST

Billing & services. CST providers are required to submit information that the ASO references as a reauthorization every 90-days for collection of consumer outcome

Reporting indicators. This data collection is captured from information submitted by CST programs during initial and subsequent authorization periods. There is no clinical

Requirements review taking place during this 90-day data collection process-the 90-day data collection-reauthorization meets the need of data collection only. At these intervals,
the use of the term “reauthorization” is merely a data collection process and not a clinical review for eligibility every 90 days. CST programs are expected to submit
all requisite information in order to establish continued eligibility for the concurrent review for medical necessity (time frame is every 180 days and begins after the
initial 12 months of authorized services).

3. The CST staffing requirements are adjusted according to the rural service delivery area, and the rates that are paid are consistent with the practitioner level and
location of service as with other out-of-clinic services.
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4. When Telemedicine technology is utilized for the provision of this service in accordance with the allowance in the Service Accessibility section of this definition, the
code cited in the Code Detail above with the appropriate GT modifier shall be utilized in documentation and claims submission.

Coordinated Specialty Care for First Episode Psychosis Program (CSC for FEP) (Effective Date January 1, 2023)

Transaction
Code

Service
Definition

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

See Billing & Reporting Requirements section below for services billing detail.

Coordinated Specialty Care for the First Episode Psychosis Program (CSC for FEP) is a team-based, time-limited, multi-faceted approach to treating youth and young
adults, ages 16-30, experiencing first episode psychosis. The CSC for FEP model's guiding principles include early detection of psychosis; rapid access to specialty
care; flexible, accessible, youth-friendly, and welcoming services; recovery-focused interventions; and respect for young adults striving for autonomy and
independence. Component interventions include case management, psychotherapy, supported education and employment services, family education and support, and
medication management. CSC for FEP emphasizes shared decision making as a means for addressing the unique needs, preferences, and recovery goals of the
individuals served. Collaborative treatment planning in CSC for FEP is a respectful and effective means for establishing a positive therapeutic alliance and maintaining
engagement with young people and their family members over time. CSC for FEP services are also highly coordinated with primary medical care, with a focus on
optimizing overall mental and physical health. As such, the team is multidisciplinary, includes weekly integrated treatment team meetings, and spans the fields of
psychiatry, nursing, counseling/psychology, social work, and career planning; additionally, Certified Peer Specialists on the team provide assistance with the
development of natural supports, and promoting socialization and community integration. CSC for FEP team members are expected to maintain knowledge and skills
according to the current research trends in best practices and evidence-based treatment, including the provision of trauma-informed, culturally competent care, and the
use of effective engagement strategies for youth and young adults. The CSC for FEP model emphasizes flexibility, with services delivered in home, community, and
youth-friendly and welcoming office settings depending on the participants’ needs and preferences. Services are individually tailored to address participants’
preferences and goals.

Based on the needs of the individual, the following services may be provided by qualified CSC for FEP team members and billed under the Non-intensive Outpatient
Services Type of Care (see the Service Definition/Requirements for each service listed below in this Provider Manual)*:
1. Behavioral Health Assessment;

Diagnostic Assessment;

Service Plan Development;

Crisis Intervention;

Individual Counseling;

Group Counseling/Training;

Family Counseling/Training;

Case Management (Adult)

9. Psychosocial Rehabilitation-Individual (Adult)

10. Addictive Disease Support Services (Adult);

11. Community Support (C&A)

12.  Peer Support-Individual (Adult MH/AD, C&A Parent/Youth);

13.  Psychiatric Treatment;

14. Medication Administration;

15.  Nursing Assessment and Health Services;

Nk~ LN
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16. Pharmacy & Lab;
17.  Psychological Testing
18.  Community Transition Planning

* In addition to the billable DBHDD services named above, the DBHDD provides ancillary funding through CSC for FEP provider contracts for education and
employment support interventions/activities, which are integral to the CSC for FEP model; and for other non-billable activities as described in the paragraph below.

In delivering the services outlined above, individualized interventions of particular importance to the CSC for FEP model include the following:
44-1. Psychoeducation on first episode psychosis, treatment options, and recovery to participants and their families;
42.2. Crisis planning, support, and intervention;

43:3. Recovery-based goal setting;

44-4. Instrumental/skill-building support to participants and their families;

45:5. Service and resource coordination, including linkage to medical care;

46.6. Psychotherapy and skills training;

4#.7. Family counseling, education, support, and skills training;

48.8. Substance use disorder counseling and interventions;

49.9. Peer support; and

20-:10.Support for educational and employment endeavors.

As an adjunct to direct service provision, CSC for FEP teams offer outreach and education activities/events within the community at large in order to identify individuals
experiencing a first episode of psychosis, as well as to educate the community about behavioral health conditions, the CSC for FEP program, recovery principles and
practice, and accessing the public behavioral health system. Outreach and education efforts are intended to establish a seamless community system of care for youth
and young adults with first episode psychosis, and promote the sustainability of the program. The DBHDD provides funding to offset the costs for providers’ time spent
in these and other non-billable activities such as travel, meetings, trainings and conference attendance, community partner collaboration, and other related activities.

It is anticipated that individuals participating in CSC for FEP will experience a reduction in psychiatric symptoms or the debilitating effects of these symptoms; will show
improved educational, occupational, and social functioning; and will require less frequent hospitalization and use of crisis services over time. Most participants remain
with CSC for FEP teams for an average of two years; however, all decisions regarding discharge of participants from CSC for FEP programs should be based on
clinical considerations.

1. The target population for Coordinated Specialty Care for First Episode Psychosis is youth and young adults aged 16 — 30 with non-organic psychotic disorders
(e.g. schizophrenia, schizophreniform disorder, schizoaffective disorder, delusional disorder) or mood disorders with psychotic symptoms (e.g. bipolar disorder with
psychotic symptoms; major depressive disorder with psychotic symptoms) who have had symptoms of psychosis for no longer than 24 months.

2. Thetarget population is not to be limited to insurance coverage or lack thereof: individuals who have any kind of third-party insurance, or no insurance, must be

Admission served by the provider.
Criteria 3. Youth and young adults who fall outside the target age range of 16 — 30, or who have had psychotic symptoms longer than 24 months, may be considered for
enroliment in CSC for FEP services on a case-by-case basis, with prior approval from DBHDD.

4. Anindividual does not need to have a diagnosis of a psychotic disorder to be evaluated for enroliment in CSC for FEP services. It is anticipated that for many youth
and young adults referred to CSC for FEP teams, they will have had no previous mental health treatment and thus will not have received a diagnosis prior to their
evaluation with the CSC for FEP team.

Continuing Stay | Individual demonstrates documented progress relative to goals identified in the Individualized Recovery Plan (IRP), but goals have not yet been achieved, and/or new
Criteria service needs have been identified.
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An adequate continuing care plan has been established; and one or more of the following:

Discharge 4-1.Goals of the IRP have been substantially met;
Criteria 5:2.Individual/family requests discharge and individual is not in imminent danger of harm to self or others; or
6:3.Transfer to another service is warranted by change in individual’s condition and/or needs.
1. CSC for FEP is a comprehensive team intervention and most services are excluded, with the exceptions of:
d-a. Residential or Housing Supports (the CSC for FEP provider shall be in close coordination with the Residential/Housing Support provider such that there is no
duplication of services supports/efforts);
e:b. Substance Abuse Intensive Outpatient Program: If a substance use disorder is identified and documented as a clinical need unable to be met by the CSC for
FEP team, and the individual's current treatment progress indicates that provision of CSC for FEP services alone, without an organized SUD program model, is
not likely to result in the individual’s ability to maintain sobriety, CSC for FEP teams may assist the individual in accessing this service, but must ensure clinical
coordination in order to avoid duplication of services. If CSC for FEP and SAIOP are provided by the same agency, the agency may update the existing
authorization to include group services to be utilized by the SAIOP program;
f.c._The following are not service exclusions:
il Individual Counseling and Group/Family Counseling/Training provided outside of the CSC for FEP program when the needs of an individual exceed
that which can be provided by the CSC for FEP team. For example, the individual may participate in SA group treatment provided by a Tier 1, Tier 2,
or SA-IOP provider upon documentation of the demonstrated need;
ivii.  Specialized evidence-based practices delivered outside the CSC for FEP program utilizing a treatment modality (e.g. Individual Counseling, Group
Service Counseling, etc.) that would otherwise be provided by a CSC for FEP team member when the needs of an individual exceed that which can be
Exclusions provided by the CSC for FEP team (e.g. specialized treatment for PTSD, eating disorders, personality disorders, and/or other specific clinical
specialized treatment needs). In this case, the individual’s treatment plan must reflect the necessity for participation in such services along with
medical record documentation of the unique need and resulting collaboration between service providers to ensure coordination towards goals and to
prevent any duplication of services/effort.
2. On an individual basis, up to eight (8) weeks of some services may be provided to CSC for FEP participants to facilitate a smooth transition from CSC for FEP to
these other community services. A transition plan must be adequately documented in the treatment plan and clinical record. These services are:
a. Case Management/Intensive Case Management.
b. Psychosocial Rehabilitation-Individual/Program
c. AD Support Services
d. Behavioral Health Assessment
e. Service Plan Development
f.  Diagnostic Assessment
g. Physician Assessment
h. Individual Counseling
i. Peer Support
5:1. Individuals with severe and profound intellectual/developmental disability are excluded because the severity of cognitive impairment precludes participation in
services at this level of care.
- 6-2. Individuals with mild or moderate intellectual/developmental disability are excluded unless there is an identified mental illiness that is the foremost consideration for
Clinical . L ) S . . ” :
Exclusions this psychiatric intervention, and the individual is able to benefit from the cognitive behavioral-based program components.

%3. Individuals with medical conditions suspected to be causing the psychotic symptoms are excluded. [Examples: Neurological conditions including traumatic brain
injury; brain tumor; endocrine, metabolic, or autoimmune disorders with central nervous system involvement.]
8:4. Individuals whose psychotic symptoms are suspected to be caused by drug or alcohol intoxication or withdrawal are excluded.
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44-1.CSC for FEP must include a comprehensive and integrated set of medical and psychosocial services provided in home, community, and office settings by a
multidisciplinary team.

45.2.The team must provide community-based supportive and recovery-oriented services interwoven with treatment services.

46.3.Services and interventions must be individually tailored to the needs, goals, preferences, and strengths of the individual. During the course of CSC for FEP service
delivery, the CSC for FEP team will provide the intensity and frequency of service needed for each individual based on individual need and preference.

4+4.There is no requirement that every CSC for FEP participant works with every member of the team, as interventions should be tailored to the unique needs and
preferences of each participant.

48:5.The CSC for FEP team must maintain a small participant-to-clinician ratio, with an expected census of 30 participants at a point-in-time based on a team FTE of
approximately 5.0.

49-6.The CSC for FEP team is expected to retain a high percentage of enrolled individuals in services with few dropouts. In the event that the CSC for FEP program
documents multiple attempts to locate and make contact with an individual and has demonstrated diligent search, after 90 days of unsuccessful attempts the
individual may be discharged due to drop out.

20-.7.The CSC for FEP team must hold weekly team meetings. All CSC for FEP team members are required to attend the meetings. In the weekly team meeting, each
individual must be discussed, even if only briefly. The purpose of the team meetings is to review the clinical status of all individuals in the CSC for FEP program
and the outcome of the most recent staff contacts, individuals’ progress toward their goals, barriers to progress toward goals, and strategies for eliminating these
barriers.

24.8.The CSC for FEP team must respond to phone calls from participants and family members 24-hours/365-days, and either directly provide or refer
individuals/families to any appropriate crisis services.

gg?nu;::)endents 22.9.The CSC for FEP team should maintain a strong recovery orientation and commitment to hiring individuals with lived experience of mental illness.
23.10.CSC for FEP providers must have established procedures/protocols for handling emergency and crisis situations that describe methods that shall be taken by the
team in supporting and responding to CSC for FEP-enrolled individuals who require emergency psychiatric admission/hospitalization and/or crisis stabilization.
24-11.CSC for FEP providers must have a Coordinated Specialty Care for First Episode Psychosis organizational plan that addresses the following:
a. Staffing pattern and how staff are deployed, including how unplanned staff absences, illnesses, and emergencies are accommodated;
b. Hours of operation and typical daily schedule for staff;
c. Inter-team communication (e.g., e-mail, team staffing, staff safety plan such as check-in protocols, etc.);
d. How the team will respond to crises for individuals served (e.g., on-call rotation schedule and protocols, etc.);
e. For the individuals whom the CSC for FEP team supports, the CSC for FEP team should be involved in all hospital admissions and hospital discharges
whenever possible, and this involvement should be documented in the clinical record.
f. Because of the often complex mental health conditions of CSC for FEP-referred individuals and the need to build trust with the referred individuals,
comprehensive mental health, addiction, and functional assessments may take up to 60 days. The assessments shall include: Psychiatric History, Mental
Status/Diagnosis, Physical Health, Substance Use, Education and Employment, Social Development and Functioning, and Family Structure and
Relationships.
25:12.In addition to services provided to individuals enrolled in the program, the CSC for FEP team must provide outreach and education activities/events to the
community at large regarding behavioral health conditions, first episode psychosis and the CSC for FEP program, recovery and wellness principles and practice,
and information on how to access the public behavioral health system.
26-:13.CSC for FEP providers must have policies and procedures governing the provision of community outreach and education services, including methods for
protecting the safety of staff who engage in these activities.
1. Coordinated Specialty Care team members must include:
Staffing a. (1 FT Employee required): One full-time Team Leader who is the clinical and administrative supervisor of the team, and who also functions as a practicing
Requirements clinician on the team. The Team Leader must be a FT employee and must have one of the following qualifications to be an independently licensed

practitioner:
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i.  Physician
ii. Psychologist
iii. Physician’s Assistant
iv. APRN
v. RN with a 4-year BSN
vi. LCSW
vii. LPC
viii. LMFT
ix. One of the following, as long as the practitioner below is under supervision in accordance with O.C.G.A. § 43-10A-11:
« LMSW*
+ LAPC*
« LAMFT*

* If the team lead is not independently licensed, then clinical supervision duties should be delegated appropriately in accordance with expectations set forth
in 0.C.G.A. Practice Acts.

b. (Variable: .25 FTE based on CSC for FEP team census of 30 participants): a prescriber (a psychiatrist or, under the supervision of a Psychiatrist, an
APRN, NP, or PA) who:

i.  Provides clinical and crisis services to all team participants;

ii. Works with the team to monitor each individual’s clinical and medical status and response to treatment;
iii. Directs psychopharmacologic and medical treatment for CSC for FEP participants;

iv. Participates in the CSC for FEP team meetings weekly.

c. (Variable: .15 FTE based on CSC for FEP team census of 30 participants): one Nurse (RN) who:

i.  Provides nursing services for all participants, including health and assessments, education on treatment adherence, nutrition, exercise, smoking
cessation, and other health and wellness-related topics as needed;

ii. Works with the team to monitor each individual’s overall physical health and wellness, clinical status and response to treatment; and

iii. Participants in the CSC for FEP team meetings weekly.

d. Ifthe Team Lead is not a licensed psychologist, LCSW, LPC, LMFT, LMSW, LAPC, or LAMFT, there must be an additional 0.5 FTE team member who
holds one of these licensed credentials or associate licensed credentials (note that associate-level clinicians must be under supervision in accordance with
0.C.G.A. § 43-10A-11).

e. (1 FTE required): One full-time Case Manager who provides concrete needs assistance to CSC for FEP participants and who participates in the CSC for FEP
team meetings weekly. The Case Manager is supervised by the Team Lead.

f. (1 FTE required): One full-time Education and Employment Specialist who provides support to CSC for FEP participants on their educational and
vocational goals, and who participates in the CSC for FEP team meetings weekly. The Education and Employment Specialist is supervised by the Team Lead.

g. (1 FTE required): One or two Certified Peer Specialist or Certified Peer Specialist-Youth who are fully integrated into the team and promote
individual self-determination and decision-making and provide essential expertise and consultation to the entire team to promote a culture in which each
participant’s point of view and preferences are recognized, understood, respected and integrated into treatment and community integration activities.
CPSs/CPS-Ys participate in the CSC for FEP team meetings weekly and are supervised by the Team Lead.

h. (Variable: 0.5 FTE based on CSC for FEP team census of 30 participants): One fully licensed or associate-level licensed clinician who specializes in
family counseling, or a Certified Peer Specialist-Parent (CPS-P) who provides education, support, and training to family members of CSC for FEP
participants. This practitioner bills the Parent Peer Support service (if a CPS-P) or Family Counseling/Training otherwise. The provider is strongly encouraged
to utilize the Parent Peer Support service if a CPS-P is available, to meet the recovery needs of the family. This team member participates in the CSC for FEP
team meetings weekly and is supervised by the Team Lead.
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1. Individuals receiving CSC for FEP do not need to have a qualifying diagnosis prior to the initial evaluation for eligibility for CSC for FEP enroliment. As stated above,
it is anticipated that many youth and young adults referred to CSC for FEP teams will have had no previous mental health treatment and thus will not have received a
diagnosis prior to their evaluation with the CSC for FEP team.

2. Because CSC for FEP-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 plan be individualized and recovery-oriented after the individual becomes engaged with the team.

3. Because many individuals served may have co-occurring mental health and substance use disorders, the CSC for FEP team may not discontinue services to
individuals based solely upon a relapse in their substance use disorder recovery.

4, CSC for FEP teams are expected to participate actively and assertively in transitional planning for the individual, including:

a. Viain person or, when in-person participation is impractical or not possible, via telephonic or virtual meetings between stakeholders;

b. The team is expected to coordinate care through a demonstrable plan for timely follow-up on referrals to and from their service, making sure individuals are
connected to resources to meet their needs in alignment with their preferences.

Clinical c. The team is responsible for ensuring the individual has access to services and resources such as housing, pharmacy, benefits, a support network, etc. when

Operations being discharged from a psychiatric hospital; released from jail; or experiencing an episode of homelessness.

d. CSC for FEP teams may use the Community Transition Planning service to establish a connection or reconnection to the individual and participate in discharge
planning meetings while the individual is in a state operated hospital, crisis stabilization unit/behavioral health crisis center, jail/prison, or other community
psychiatric hospital.

e. When the nature of transition planning meets the scope of definition for either ADSS, CM, CTP, or CSl, that service should be billed in accordance with the
particular scope of service defined within this Manual.

5. The CSC for FEP team is required to respond to the crisis needs of CSC for FEP-enrolled individuals, by either directly providing or referring individuals/families to
any appropriate crisis services.

6. Treatment and recovery support to the individuals served by the CSC for FEP team is provided in accordance with an individualized recovery plan, to be developed
within 30 days of an individual's enrollment with the CSC for FEP team. Reviews of these plans should occur at least every six months and are thorough
summaries describing the individual's and team’s evaluation of the individual’'s progress/goal attainment, the effectiveness of the interventions provided, and the
individual's satisfaction with services since the last plan review.

1. The CSC for FEP team must respond to phone calls from participants and family members 24-hours/365-days, and either directly provide or refer
individuals/families to any appropriate crisis services. Answering devices/services/Georgia Crisis and Access Line do not meet the expectation; CSC for FEP team

Service staff members must provide this phone coverage.

Accessibility 2. The team must be able to rapidly respond to early signs of relapse and symptom recurrence and must have the capability of providing multiple contacts daily to
individuals in acute need.

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

. Each CSC for FEP program must provide monthly fidelity and outcomes data as defined by the DBHDD.

2. The CSC for FEP must have documentation (e.g., notebook, binder, file, etc.) of treatment team meetings to include:

a. Date, start time, and end time for the meeting;

—_

Documentatlon b. Names of team participants involved in staffing (signed/certified by the team leader or team lead designee in the absence of the team leader);
Requirements " Lo : . L

c. Initials all of individuals discussed/planned for during staffing; and

d. Minimal documentation of content of discussion specific to each individual (1-2 sentences is sufficient).

3. CSC for FEP meeting logs should be retained for a minimum of one (1) year, and in accordance with professional standards and the provider agency’s policy.

Billing & 2:1.Providers must document services in accordance with the general requirements found in Part I, Section Ill: Documentation Requirements of this Provider
Reporting Manual, as well as with the service-specific requirements delineated in this section below. Service provision, billing, and reporting must adhere to all DBHDD and
Requirements Georgia Collaborative ASO requirements.
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2. Non-intensive Outpatient services that are identified in the Service Definition section above should be authorized and billed in accordance with Part I, Section Il of
this manual via the Non-intensive Outpatient Services Type of Care. Each practitioner must follow the specific service definition for each service they bill under the
auspices of the CSC for FEP program.

3. Education and employment support interventions should be billed/invoiced to the provider's DBHDD CSC for FEP contract.

4. The CSC for FEP team can provide and bill for Community Transition Planning as outlined in the guidelines for this service. This includes supporting individuals who
are eligible for CSC for FEP and are transitioning from jail/prison.

5. Providers must submit a monthly programmatic and expenditure report and supporting documentation as needed to their designated DBHDD programmatic officer.

6. Providers must maximize use of third-party payers (Medicaid, managed care organizations, private insurance, efc.).

Co-Responder Program

Transaction Code Detail Code Mod | Mod | Mod | Mod Rate Code Detail Code Mod | Mod | Mod | Mod | Rate
Code 1 2 3 4 1 2 3 4
TBD TBD TBD
A Co-Responder Program is established through a partnership between a contracted provider and one or more law enforcement agencies and/or emergency medical
services (EMS) entities to utilize the combined expertise of peace officers and behavioral health professionals on emergency calls involving behavioral health crises.
The goals of the program are to de-escalate crisis situations and help link individuals with behavioral health concerns to appropriate services. A Co-responder Program
consists of the following components:
1. Co-responder Teams: A team established pursuant to a co-responder program, composed of at least one officer team member and one dedicated CSB direct-
Service service practitioner.
Definition 2. Co-response Intervention: The Co-responder Team provides on-scene crisis de-escalation, screening and assessments, and referrals to ongoing treatment by the
skilled staff named below.
3. Post-emergency Follow-up Services: The contracted provider covering the area where the crisis occurred will contact the individual within two business days
following a behavioral health crisis.
4. Co-responder Protocol Committee: CSBs will establish a “Co-responder Protocol Committee” to work to increase the availability, efficiency, and effectiveness of
community response to behavioral health crises. The Committee must consist of law enforcement agencies.
Admission Individpals experiencing a bghavioral health crisjs yvho are the sulbject ofg cpmmunication-officer or public-safety dispatch interaction, and whp could benefit from.
Criteria behavioral health (BH) services and supports within the community. The individual served does not have to be a current or past-enrolled recipient of DBHDD services
or supports.
Continuing Stay | N/A
Criteria
1. The acute presentation of the crisis situation is resolved;
Discharge 2. Appropriate referral(s) and service engagement(s) to stabilize the crisis situation are completed;
Criteria 3. Post-crisis follow-up contact has been completed within 2 days of crisis contact; and
4. Recommendations for ongoing services, supports or linkages have been documented.
Service Individuals in the foIIovying settings are excludeq from recelivinglCo-Responder Program Services; Crisis Stabilizat.ion Units (CSU), thavioral Heal?h Crisis Centers
Exclusions (BHCC), CRR-I, psychiatric hospital (state or private); Residential Detox; Emergency Departments (EDs), state prisons; youth detention center; regional youth
detention center, and Psychiatric Residential Treatment Facilities (PRTFs).
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1. Allindividuals receiving Co-responder Program services must present with indications of a behavioral health disorder, an Intellectual/Developmental Disability,

CEJImlca_I and/or Substance Use Disorder.
xclusions L . .
. Co-responder teams shall not respond to non-psychiatric medical emergencies.

1. Which programmatic requirements herein are required is contingent on the availability of funding. Variation on any expectations shall be defined in a specific
DBHDD contract.

a. Specifically, all Community Service Boards (CSBs) must provide:
i. Follow-up Contact; and
ii. Co-responder Protocol Committees.
b. Additionally, contracted providers may provide:
i. Co-responder Team/s; and
ii. Co-response Intervention.

2. Contracted providers implementing a Co-responder Program are required to have documented evidence of the partnership between the local law enforcement
partner/s and the contracted provider establishing a co-responder program in their jurisdiction (e.g., co-signed plans, agreements, etc.). The agreement between
the law enforcement agency/emergency medical services entity and the contracted provider should articulate, at minimum, the following:

a. Ifthe Co-responder Program partnership is with a Law Enforcement Agency, the following are requirements:
i. The commitment by a law enforcement agency to designate one or more peace officers to participate as officer team members in a co-responder team
model;
ii. Based on planned number of teams, the law enforcement agency’s commitment to staff the required and named shifts for the co-responder team
iii. Thatwhen an emergency call involving an individual's behavioral health crisis is received by a communications officer or public safety agency, and a
Mobile Crisis Response Service is not appropriate or available, the communications officer should be encouraged to notify the co-responder team in the
jurisdiction where the emergency is located, if practicable, regardless of whether other peace officers are also dispatched;
Required iv. That the co-responder team will work collaboratively to de-escalate the situation; provided, however, that all final decisions shall be made by the officer
Components team member, or by the officer’s superiors.
v. That during a co-responder team's response to a call, the law enforcement officer remains "in charge of the scene”; and

vi. That the officer team member may consider input from the contracted provider team member in determining whether to refer an individual for behavioral
health treatment or other community support, or to transport the individual for emergency evaluation in accordance with Code Section 37-3-42 or 37-7-
42, rather than making an arrest; OR
b. If the Co-responder Program partnership is with an Emergency Medical Services entity, the following are requirements:

i. Based on planned number of teams, the Emergency Medicaid Services entity's commitment to staff the required and named shifts for the co-responder
team
ii. Thatwhen an emergency call involving an individual's behavioral health crisis is received by a communications officer or public safety agency, and a

Mobile Crisis Response Service is not appropriate or available, the communications officer should be encouraged to notify the co-responder team in the
jurisdiction where the emergency is located, if practicable, regardless of whether other peace officers are also dispatched;
iii. That the co-responder team will work collaboratively to de-escalate the situation; provided, however, that all final decisions shall be made by the EMT in
charge of the deployment.
iv. That during a co-responder team's response to a call, the EMT responder remains "in charge of the scene."
c. Co-responder Teams and Interventions provided by the contracted provider shall comply with the following (which will also be documented in the shared
agreement):

i. The contracted providers will make available licensed and credentialed staff based on funding to support the co-responder teams designated shifts
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ii. The co-responder licensed and/or credentialed staff may participate in-person or virtually via telemedicine or telephone.

iii. The contracted provider team member/s will provide:

1. Brief Screening;

2. Crisis behavioral health support/treatment;

3. Referrals to and engagement with other medical and community supports;

4. Iflicensed, and as appropriate, the contracted provider team member can issue a 1013/2013 to direct that an individual be taken to an emergency
receiving facility for involuntary evaluation.

iv. When an emergency call involving an individual with a behavioral health crisis is received by a law enforcement agency and a co-responder team is
dispatched, a contracted provider team member shall either be available to accompany the officer team member in-person, or shall be available for
consultation via telephone or telemedicine during the emergency call response

v. Transport the individual for emergency evaluation in accordance with Code Section 37-3-42 or 37-7-42

1. Transport conducted pursuant to this Code section shall occur in government-owned vehicles configured for safe transport based on the
individual's condition; provided, however, that the officer team member may authorize alternative transportation by a medical transport company or
otherwise if deemed safe to do so based on the individual's condition.

2. Inthe event that the officer team member transports the individual for emergency evaluation in accordance with Code Section 37-3-42 or 37-7-42
to an emergency receiving facility which is a not a CSU, the officer shall notify the partnering contracted provider, prior to the release of the
individual, regarding whether or not the individual is admitted for treatment, to identify and facilitate any necessary follow-up services for such
individual to prevent relapse.

3. The Co-responder team will provide known documentation for the individual and contact information for the contracted provider for the emergency
receiving facility to contact for clinical continuity at discharge.

vi. If the individual does not reside in the service area for the partnering contracted provider, the Co-responder team will notify a CSB where the individual
resides for follow-up care. The Co-responder team will provide documentation regarding the intervention to the corresponding CSB for promoting clinical
continuity.

3. Post-emergency Follow-up Services

a. When a co-responder team responds to a behavioral health crisis, the assigned CSB for that service area where the crisis occurred shall contact the individual
within two business days following the crisis.

b. If the individual resides in another CSB’s service area, the Co-responder teams shall communicate information about the individual to the appropriate
community service board.

c. The CSB who is providing the follow-up shall work to identify the types of services needed to support the individual's stability and to locate sources for those
services, including peer support, housing, and job placement.

d. Ifthe individual was incarcerated, the CSB may make recommendations for inclusion in a jail release plan.

e. Following the behavioral health crisis, the CSB must provide voluntary outpatient therapy and rehabilitative supports, as needed, to eligible individuals
pursuant to Code Section 37-11-9.

4. Co-responder Protocol Committee (for law enforcement agency partnership models only):

a. The CSB will establish a co-responder protocol committee comprised of the law enforcement agencies in their service area. The co-responder protocol
committee will work with law enforcement agencies to increase the availability, efficiency, and effectiveness of community responses to behavioral health
crises, and to address issues arising from the work of co-responder teams. The co-responder protocol committee may include representatives of other
agencies providing crisis responses and behavioral health care in the service area

b. Whether or not an agency chooses to participate in a co-responder team, each law enforcement agency in the service area shall designate an officer to serve
on the co-responder protocol committee.

c. Law enforcement agencies shall designate one officer to serve as the primary point of contact for the CSB.
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5. Alaw enforcement agency that has not entered into a co-responder partnership with a CSB should be encouraged to designate one peace officer to serve as the
primary point of contact with the CSB in their service area.
6. Alaw enforcement agency should be encouraged to designate a peace officer who shall serve on the co-responder protocol committee convened by the CSB in
their service area.
1. The agency providing this service shall either be a CSB or another DBHDD-contracted provider for this service program.
The Co-Responder Team partnered with law enforcement agencies will:
a. Be comprised of at least one officer team member and one CSB team member;
b. Have designated, by the CSB partner, a sufficient number of practitioners to serve as co-response intervention members to partner with the law enforcement
agencies located within the community service board's service area, with on-call availability at all times;
c. Have allowance for the partnered CSB team member to be part of multiple co-responder teams;
d. Designate CSB Team Member/s as co-responder partners:
i. CSB Team Member/s must be licensed or certified in this state to provide counseling services, or to provide other support services to individuals and
their families regarding a behavioral health disorder, and whose responsibilities include participation as a CSB team member on a co-responder team.
ii. CSB team members shall receive training on the operations, policies, and procedures of the law enforcement agencies with which they partner.
e. Have access to on-call supervision and consultation of fully licensed CSB Team Member/s which must be provided during the operational hours of the

gtafﬁ'.‘g multiple co-responder teams. Supervising Licensed CSB Team members can provide clinical consultation either face-to-face, telehealth, or by telephone.
equirements . ]
f. Include an Officer Team Member:
i. Alaw enforcement agency that has entered a co-responder partnership with a CSB shall designate one or more peace officers to participate as officer
team members in a co-responder team.
i. A law enforcement agency that has not entered a co-responder partnership with a CSB shall designate one peace officer to serve as the primary point
of contact with the community service board.
3. When Post-emergency Follow-up Services are provided, follow-up contact can be provided by any CSB staff member.
4. Specific to the Co-responder Protocol Committee:
a. The CSB shall designate a licensed staff member to lead the co-responder protocol committee.
b. Each law enforcement agency in the CSB service area shall designate a peace officer who shall serve on the co-responder protocol committee.
5. Co-response supports must be available from staff that is skilled to provide on-scene crisis de-escalation, screening and assessments, and referrals to ongoing
behavioral health treatment/support.
1. The Co-response teams do not necessarily have to be available 24 hours a day, 7 days a week. Team access will be defined by contract and by the contracted
provider's agreement with the partnering law enforcement agency and/or EMS entity.
Service 2. Co-response may not be provided in Crisis Stabilization Units (CSU), Behavioral Health Crisis Centers (BHCC), CRR-I, psychiatric hospital (state or private);
Accessibility Residential Detox; state prisons; youth detention center; and regional youth detention center.
3. The Community Service Board team member shall be available to accompany the officer team member in person or via virtual means or shall be available for
consultation via telephone or telemedicine during such emergency call.
1. Each CSB shall compile and maintain records of the services provided by co-responder teams which shall include:
a. Crisis call information
b. Community follow-ups
Documentation c. Actions taken on behalf of incarcerated individuals
Requirements d. Reasonably available outcome data, as determined by the Department.

2. Inthe event that the individual served is supported by a co-responder team other than the one in their home county, the team shall notify the CSB where the
residence for follow-up care and provide documentation regarding the incident.
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Billing &
Reporting

Requirements

Transaction Code Detail Mod Code Detail Mod

Code 1 2 3 1 2 3 4

Peer Support Practitioner Level 4, In-Clinic H0038 HW | U4 | U6 Practitioner Level 4, Out-of-Clinic | HO038 | HW | U4 | U7

Services Practitioner Level 5, In-Clinic H0038 HW | U5 | U6 Practitioner Level 5, Out-of-Clinic | H0038 | HW | U5 | U7

Unit Value 15 minutes Utilization Criteria TBD
Community Transition Peer Supports provide interventions that promote recovery, wellness, independence, self-advocacy, and the development of natural supports
among individuals transitioning from inpatient to community-based service settings. The goal of the service is to foster a positive and intentionally mutual relationship
between a Certified Peer Specialist (CPS) and an individual to support his/her transition to the community and in regaining control over his/her own life and recovery
process.
The service begins with a CPS engaging individuals who are currently in an inpatient setting via the use of recovery dialogues (for example, sharing their own recovery
story, building hope and exploring possibilities for recovery, and/or tapping into strengths individuals possess which could be used to galvanize the recovery process),
and gradually building mutually valued relationships with these individuals. Utilizing their unique lived experience, CPS role model the recovery journey, assist their
peers in recognizing, understanding and relating their own recovery stories, support their peers in developing their own recovery goals and self-directed recovery
processes, and promote a successful life of meaning and purpose in the community of each individual’s choice. As the peer relationship progresses, the CPS supports
individuals in preparing for their return to the community and continues to support them during and after discharge.
In order to accomplish the goals of the service, supports such as the following are utilized:

, e Sharing one’s own recovery story;
gzmicti)n Promoting the individual's self-articulation of his/her own recovery story;

Demonstrating and modeling recovery principles, self-help strategies, coping techniques, and self-advocacy;
Supporting effective coping skills development;

Assisting individuals with:

the articulation of their personal goals;

identifying personal strengths;

identifying potential outcomes, opportunities, and challenges in accomplishing goals;

providing support in meeting goals and objectives;

if desired, the creation and ongoing maintenance of a personal Wellness Recovery Action Plan (WRAP);
identifying and supporting participation in mutual self-help support groups;

the development of problem-solving techniques;

identifying and overcoming their fears (i.e., in preparation for hospital discharge);

motivation and development of job-related skills;

community resource linking and acquisition;

establishing and/or maintaining natural support systems.

T T D@ e a0 o
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Due to the dual nature of the service setting (inpatient initially, then community-based as the individual transitions back to his/her own home and community), there are
some interventions which are more germane to one setting or the other, and some interventions which are appropriate in both settings:

For example, in the inpatient setting:
Establishment of an intentionally mutual relationship;
Assisting with discharge preparation through shared experience;
Assisting with community connections through the use of Day-Passes (both on-site and off-site);
Supporting the individual in setting and keeping goals relevant to the inpatient setting;
Facilitating or assisting with interactions related to community resource linkage, discharge planning, and recovery dialogues.
Interact with peers at the regional hospital’s treatment/rehab mall;
a. General interaction with peers during social periods;
b. Facilitate or assist groups on community resource linking, discharge planning, and recovery dialogue (maximum of one group per week).

For example, in the community setting:
e Ongoing building and support of an intentionally mutual relationship;
e  Assisting with establishing and/or maintaining natural support systems;
e Assisting with social connections and community linkages.

For example, in both settings:

Promoting the individual’s self-articulation of his/her own recovery story;

Demonstrating and modeling recovery principles, self-help strategies, coping techniques, and self-advocacy;
Supporting the development or continuation of a self-directed recovery plan/process;

Supporting effective coping skills and problem-solving skills development/utilization;

Support in identifying and overcoming potential recovery barriers (i.e., fears, negative self-talk, stigma);

e Development and refinement of personal goals, and planning for how to achieve them.

CTPS services are targeted to adults who meet the following criteria:
a. Individual has a mental iliness (and includes individuals with a co-occurring substance use disorder);
Individual has little or no natural support systems that are actively engaged in encouraging wellness, empowerment, and self-advocacy;

b.
Admission ¢. Individual wants to receive the CTPS service provided by a CPS;
Criteria d. Individual has received extensive inpatient mental health services as evidenced by a prolonged stay (45 or more consecutive days) and/or frequent inpatient
stays/readmissions;
e. Individual may or may not currently be receiving forensic services.
Continuin 1. Individual continues to meet admission criteria; and
Stay Crit e?i . 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 recovery plan has been established; and one or more of the following:
Discharge a.  Goals and/or objectives in the Individualized Recovery/Resiliency Plan related to CTPS services have been substantially met; or
Criteria b.  Individual requests discharge; or

c.  Transfer to another service/level is more clinically appropriate.
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Requirements

Service 1. Individuals covered by a Medicaid Care Management Organization (CMO) are not covered for this DBHDD service benefit.

Exclusions

Clinical 1. Ind!viduals diggnosed with a Subs.tallnce-ReIated Disorder and no gther concurrent mental illness; or . o N _ .

Exclusions 2. Indmduals_ W|th the following conditions are exc_;l_uded fr.om admission u_qless Fhere is clearly docgmentgd eyldence of a psychiatric condition co-occurring with one of
the following diagnoses: Developmental Disability, Autism, Neurocognitive Disorder, or Traumatic Brain Injury.

Rt 1. CTI_D_S services are primgrily providgd in1:1 CES to lperson-served ratio but may include one CTES-reIated group per week. . .

Components 2. Individuals participating in the service at any given time must have the opportunity to participate in and make decisions about the person-centered interactions
offered by the CPS.

Staffing 1. The providing practitioner is a Georgia-Certified Peer Specialist (CPS), though at the discretion of the Georgia Mental Health Consumer Network, may be hired

conditionally with a time-based expectation that this requirement will be met.

Requirements

Clinical 1. The providing practitioner delivers all CTPS services under the auspices and supervision of the Georgia Mental Health Consumer Network.
Operations
1. Service should initially be provided in a DBHDD inpatient setting, then shift to the individual’s home and community setting upon discharge (any community setting
is appropriate for providing the service so long as the choice of setting is made by the individual receiving the service). For the purposes of this definition, the word
“inpatient” is inclusive of DBHDD hospitals and other high acuity supports such as Crisis Stabilization Units (CSUs) and Psychiatric Residential Treatment Facilities
Service (PRTFs).
Accessibility 2. Ifthe individual is still admitted to the inpatient setting but is utilizing a day-pass, service may be provided outside of the inpatient setting.
3. Service may be provided by telephone (although 50% must be provided face to face, telephonic contacts are limited to 50%).
4. A CPS may facilitate no more than one CTPS-related group per week in the inpatient setting.
Documentation | 1. CPSs must comply with any data collection expectations in support of the program'’s implementation and evaluation strategy.
Requirements
Billing and 1. For this service, the U6 In-Clinic modifier is utilized when the service occurs in a DBHDD inpatient setting, jail, or other institutional setting.
Reporting 2. For this service, the U7 Out-of-Clinic modifier is utilized when the service occurs outside a DBHDD inpatient setting or institution as referenced above.

C

risis Respite

Apartments

Transaction . Mod Mod Mod
g”s'.s Respite | (origis Respite H0045 HE
ervice

Unit Value 1 day Utilization Criteria
The service offers crisis respite for an individual who needs a supportive environment (1) when transitioning back into the community from a psychiatric inpatient
facility, Crisis Stabilization Unit (CSU), or 23-hour observation area; or 2) when preventing an admission or readmission into a psychiatric inpatient facility, CSU, or 23-
hour observation area and can be safely served in a voluntary community-based setting. Crisis Respite services include individualized engagement, crisis planning,

Service linkage to behavioral health treatment/supports and other community resources necessary for the individual to safely reside in the community, including transportation

Definition assistance when needed to access appropriate services, supports, and levels of care.

*

Where indicated in contract, the service allows for an Enhanced CRA component. The enhanced CRA provides increased on-site supervision requirements
for individuals admitted to the service.
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1. Individual with a severe and persistent mental iliness that seriously interferes with their ability to live in the community and at least one of the below:
a. Transitioning or recently discharged from a psychiatric inpatient setting; or
b. Frequently admitted to a psychiatric inpatient facility or crisis stabilization unit (e.g., three (3) or more admissions within past 12 months or extended hospital
stay of 60 days within past 12 months); or
c. Chronically homeless (e.g., 1 extended episode of homelessness for one year, or four (4) episodes of homelessness with three (3) years; or
d. Recently released from jail or prison; or
e. Frequently seen in emergency rooms for behavioral health needs (e.g., three (3) or more visits within past 12 months).
Admission 2. Individual is free of medical issues that require daily nursing or physician care;
Criteria 3. Individual does not demonstrate active substance use;
4. Individual (does not demonstrate danger to self or others) is able to safely remain in an open, community-based placement; and
5. Individual demonstrates need for short-term crisis support which could delay or prevent the need for higher levels of service intensity (such as acute
hospitalization); and/or
6. Individual has a circumstance which destabilizes their current living arrangement and the provision of this service would provide short-term crisis relief and
support.
7. Individuals discharging from a state hospital, presenting with an approved Notice to Proceed upon admission shall receive priority admission for a vacant CRA
opening.
1. Individual continues to meet admission criteria as defined above;
2. Individual has been assisted with:
a. Obtaining/applying for vital records;
Continuing Stay b.  Submitting appropriate entitement application;
Criteria ¢. Documented housing search activities;
d. Submitted unified referral application; and
e. Currently documented housing goal.
This service is short-term and transitional in nature, intended to support successful community transition and integration. As such, discharge planning begins upon
Discharge admissio_n_. .
Criteria 1. Ind!v!dual reque_sts d|scharge; or
2. Individual's medical necessity indicates a need for an alternate level of care; or
3. Individual has received two consecutive episodes of care authorization; met the maximum length of stay.
Eimz?o ns Intensive, Semi-Independent, and Independent Residential Services. Crisis stabilization unit services, community-based in-patient.
1. Individuals experiencing a medical crisis are excluded from admission.
Clinical quividugls with the following conditions are exgllulded from admi§sion unless there is clggrly dpcumented evidence of a psylchia'tric condition co-occurring with a
Exclusions diagnosis of: Intellectual/Developmental Disabilities; and/or Autism; and/or Neurocognitive Disorder; and/or Traumatic Brain Injury.
3. Danger to self or others.
4. Active substance use as evidenced by positive drug and or alcohol screens.
1. Upon admission into the CRA a housing plan must be in place that identifies the housing option or resource including action steps that will support transition within
it the maximum length of stay. All providers should develop a contingency plan in case the primary housing plan does not actualize.
Com i 2. This service facilitates the provision of community supports that promote an individual’s ability to prepare for and transition back into the community, including:
ponents ; )
a. Comprehensive Needs Assessment;
b. Linkage to appropriate behavioral health treatment and support services;
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c. Developing an individualized housing support plan, including housing goals, needs, preferences, available resources, barriers, completion of the Housing
Choice and Needs Evaluation, etc.;

d. Interventions that support an individual’s ability to prepare and transition back into a community setting; and

e. Assisting with housing applications and any associated search processes.

3. Each provider must have a defined standardized admission process which is shared with other referring agencies.

4. Providers must facilitate application for birth certificate within 72 hours of admission if needed.

5. Provider must facilitate appointment with a Medicaid Elababiity Speaciality (MES) within 72 hours for individuals without income.

6. Provides must facilitate application for a social sercuirty card within 72 hours of admission if needed.

7. Provider must ensure documented individualized housing search log, reflective of provision of active housing search assistance, locations (minimum 2 locations
per week), applications submitted, denials and corresponding dates.

8. Crisis Respite services must be available daily including evening and weekend hours.

9. Agency must have a 24/7 Staffing Plan that includes on-call coverage with a response time of 30 minutes such that the ability to respond to individuals in crisis is

provided.

10. There must be at least one (1) face-to-face contact daily with each individual receiving Crisis Respite service.

11. Any individual enrolled in this service for whom acute stabilization services were necessary (e.g., inpatient hospitalization, crisis stabilization unit, emergency
department intervention, BHCC, etc.), the provider must conduct a clinical review of the individual’s relevant clinical information (e.g. discharge plan/summary, risk
assessments, treatment recommendations, etc.) and modify the individual’'s IRP as necessary, in accordance with Part I, Section Ill: Documentation
Requirements of this manual, item # 5. Individualized Recovery/Resiliency Planning, sub-item E.

12. Enhanced CRA requires a minimum of three (3) face-to-face visits per day by staff — one-per shift; morning, afternoon and evening.

13. Crisis Plan development to formulate and implement a crisis response.

14. The provider shall adhere to basic boarding expectations which include:

a. Provision of clean linens/towels,

b. Provision of three (3) nutritious meals per day and nutritional snacks,
c. Access to laundry facilities,

d. Cleaning, and

e. Transportation assistance to access services and supports.

15. Individuals receiving SNAP benefit are not required to use their food stamps to meet the provider requirement of provision of three nutritious meals per day.

16. Single person per room but if shared, bedroom must be gender specific with dividing partition or wing wall allowing for privacy. Bedrooms utilized for more than
one person shall have a minimum of 60- sq. ft. per individual, a single room shall not be less than 100 sq. ft.

17. Shower/bathing facility shall be provided, not requiring access through another individual's bedroom.

18. To support privacy and confidentiality, programs shall not maintain administrative office space in individuals’ living spaces.

19. As a part of the planning for when an individual will move to housing of his/her own choice, the Housing Choice and Needs Evaluation
https://dbhddapps.dbhdd.ga.gov/INSH/ must be completed. The only exception to this expectation is when an individual chooses to opt out due to stable housing,
personal choice, etc.

20. The Provider is responsible to conduct a self-certification of the Housing Quality Standard (HQS) Inspection twice per year at the beginning of the contract period
and six months after the contract start day. The provider must keep a record of the self -certification HQS on file indicating the date and staff responsible for
completion. If deficiencies are identified, the provider must correct within 30 days of inspection for routine maintenance issues and within 24 hours if there is an
emergency deficiency (such as non-working smoking detectors).

1. The following practitioners may provide Crisis Respite Services:

a.  Practitioner Level 1: Physician/Psychiatrist (reimbursed at Level 4 rate).
b.  Practitioner Level 2: Psychologist, APRN, PA (reimbursed at Level 4 rate).

Staffing
Requirements
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c.  Practitioner Level 3: LCSW, LPC, LMFT, RN, MAC, CAADC, GCADC-II or — Ill, CAC-II (reimbursed at Level 4 rate).

d.  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, CPS (with Bachelor's Degree), Paraprofessional (with Bachelor's Degree), CPRP (with Bachelor's Degree), CAC-I (with Bachelor’'s Degree),
GCADC-I (with Bachelor’'s Degree), or Certified Alcohol and Drug Counselor-Trainee (with Bachelor's Degree and under supervision).

e.  Practitioner Level 5: CPS (without Bachelor's Degree); Paraprofessional (without Bachelor's Degree); CPRP (without Bachelor's Degree); or, when an
individual served is diagnosed with a co-occurring mental illness and substance use disorder: CAC-I (without Bachelor’s Degree), GCADC-| (without
Bachelor's Degree), or Certified Alcohol and Drug Counselor-Trainee (without Bachelor's Degree and under supervision of one of the licensed/credentialed
professionals above).

2. When provided by one of the practitioners cited below, must be under the documented supervision (organizational charts, supervisory notation, etc.) of an
independently licensed/credentialed professionals:

a.  Certified Peer Specialists.

b.  Paraprofessional staff.

c.  Certified Psychiatric Rehabilitation Professional.

d.  Certified Addiction Counselor-.

e.  Certified Alcohol and Drug Counselor-Trainee.

3. Specific staffing requirements for each service provider are dependent upon how the service is integrated into an existing community-based service array and the
providers’ proposal for delivering the service. These requirements will be outlined in the provider-specific contracts and annexes.
1. Not to exceed up to six (6) Crisis Respite beds located in a single integrated community setting.
Crisis Respite is not accessible to individuals by walk-ins and there is no signage identifying the nature of this service. All individuals receiving Crisis Respite
Services must come through a referring agency such as a Tier 1 or Tier 2 Provider, hospital, CSU, 23-hour observation area, emergency room, etc. Crisis Respite
is not an emergency receiving facility and shall not receive individuals under emergency conditions. Any individual who presents under emergency conditions
(1013) should be directed to a local emergency receiving facility.
3. Agency has a Crisis Respite Service Organizational Plan that addresses the following:
a. Description of the staffing pattern and how staff are deployed to assure that the required staff-to-individual ratios are maintained, including how unplanned
staff absences, illnesses, or emergencies are accommodated, case mix, access, etc.;
b. Description of the hours of operations as related to access and availability to the individuals served;
c. Description of how the IRP? plan constructed, modified and/or adjusted to meet the needs of the individual and to facilitate broad natural and formal
Clinical support participation; and
Operations d. Description of how Crisis Respite Service agency engages with other agencies who may serve the target population.
e. Description of protocol to secure the individual's personal items including medications.
4. For the individual connected to a behavioral health provider, the Crisis Respite staff shall engage the behavioral health agency to facilitate crisis resolution while
meeting treatment and medication needs during brief respite period.
5. For the individual not connected to a behavioral health provider, the Crisis Respite staff shall engage and link that individual to behavioral health services upon
admission.
6. Every individual will be assisted in developing a crisis plan at the time of admission or the individual’s existing crisis plan will be reviewed in concert with existing
behavioral health provider and updated as needed.
7. To promote privacy, there will be no external signage to indicate the presence of a behavioral health service.
8. Program staff shall introduce concepts of independent living to the individual and promote activities to advance goals of successful, individualized, community-
integrated housing.
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Crisis Respite Apartments

1. Referrals must be accepted daily during agency hours of operation, minimally between the hours of 9 am and 5 pm. Providers should communicate an admission
decision and move-in date within 3 business days of receiving a referral. When vacancies exist, referrals and admissions must be accepted 7 days per week.
Service 2. Each provider is respon_sible folr establishing a system with priority referral sources (lhospitals., CSUs, Crisis Service Centers, Temporary Qbservation units,
Accessibilty emergency rooms, Mobile Crisis Team) through which the status of bed availability is accessible to referral sources 24 hours per day. This may be though a
website or automated phone greeting.
3. The average length of stay shall not exceed two consecutive authorizations of care approved by the ASO.
4. This service incorporates linkage to choices for housing which reflect individualized needs, preferences, as well as appropriate and available housing options.
St A 1. Al applliclable ASO and DBHPD reperting requirements must be met. . . o
Billing 2. Span billing may occur for this service, meaning the start and end date are not the same on a given service claim line; however, spans cannot cross months (e.g.
Requirements start date and end date must be within the same month).
3. The provider must submit billing and reporting according to annual contract requirements.
Additional
Medicaid Not a Medicaid-billable service.
Requirements

Crisis Service Center

'(I;roa(;\:actlon Code Detail Code
gr|5|s ST Crisis Service Center (CSC) S9484
enter
Unit Value 1 day (contact) Utilization Criteria
A Crisis Service Center (CSC) provides short-term, 24/7, facility-based, walk-in psychiatric/substance related crisis evaluation and brief intervention services to support
an individual who is experiencing an abrupt and substantial change in behavior noted by severe impairment of functioning typically associated with a precipitating
situation or a marked increase in personal distress. These services also include screening and referral for appropriate outpatient services and community resources for
those who are not in crisis but who are seeking access to behavioral health care. Interventions are provided by licensed and unlicensed behavioral health professionals,
Service with supervision of the facility provided by a licensed professional and designed to prevent out of community treatment or hospitalization. Interventions used to de-
Definition escalate a crisis situation may include assessment of crisis; 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/she is capable) in active problem
solving, planning, and interventions; referral to appropriate levels of care for adults experiencing crisis situations which may include a crisis stabilization unit or other
services deemed necessary to effectively manage the crisis; to mobilize natural support systems; and to arrange transportation when needed to access appropriate
levels of care.
1. Adult with a suspected or known mental illness diagnosis or substance related disorder; AND
2. Expressing a need for behavioral healthcare services; OR
Admission 3. Experiencing a severe situational crisis; OR
Criteria 4. At risk of harm to self, others, and/or property. Risk may range from mild to imminent; and at least one of the following;
a. Individual has insufficient or severely limited resources or skills necessary to cope with the immediate crisis; or
b. Individual demonstrates lack of judgment and/or impulse control and/or cognitive/perceptual abilities which are necessary to cope with immediate crisis.
83{::?:'@ Sty Not applicable, as this service is intended to be a discrete time-limited service that stabilizes the individual and moves them to the appropriate level of care.
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Crisis Service Center

(D:L?g:;rge Crisis situation is resolved and/or referral to appropriate service is provided.
Ei(r:\ll:](;?o ns No exclusions. However, if the individual is enrolled in ACT, it is the expectation that the ACT provider serves as the primary crisis response resource.
1. A stand-alone Crisis Service Center (not co-located with or within a facility that is a Behavioral Health Crisis Center (BHCC)) is not an emergency receiving facility
and shall not receive individuals under emergency conditions. Any individual who presents under emergency conditions (1013/213/probate court order) to a stand-
Clinical alone CSC must be directed to the ngarest availablg emergency receiving facility. ' . . o
Exclusions 2. Ifa CSC operates as part of a Behavioral Health Crisis Center (BHCC), the CSC (or the associated Temp Observation or CSU service) must accept individuals
referred under emergency conditions (1013/2013/probate court order) and perform a face-to-face evaluation in order to determine the most appropriate level of care.
3. If after face-to-face assessment by licensed staff, if it is determined that the severity individual requires services at a different level of care, the CSC will make the
necessary referrals and/or arrangements for transfer to an appropriate level of care.
Required Crisis Service Center is a facility-based service which is operational 24 hours a day, 7 days a week, offering a safe environment for individuals receiving crisis
Components assessments, stabilization, and referral services using licensed mental health professionals.
A, Ata minimum, staff must include:
1. Afully Licensed Behavioral Health Clinician on site at all times;
2. A Certified Peer Specialist — coverage may be shared with the temporary observation unit;
Staffing 3. APhysician, APRN or PA to provide timely assessment, orders for presenting individuals, and temporary observation (coverage may be shared with a Crisis
Requirements Service Center or Crisis Stabilization Unit as long as contract requirements for coverage by specific levels of professionals are met); and
4. A Registered Nurse who is stationed in the Temporary Observation Unit may float to the Crisis Service Center to perform nursing assessments.
B. A DBHDD contract for this service may list additional staffing requirements. In the event of conflicting requirements, provider must adhere to the requirement that is
most stringent.
1. All Physicians, Physician Assistants, and Advanced Practice Registered Nurses are under the supervision of a board-eligible Psychiatrist who provides direction,
supervision and oversight of program quality.
Clinical 2. On-Call Physicians, Physician Assistants, or Advanced Practice Registered Nurses may provide services, face-to-face, or via telemedicine.
Operations 3. Response time for On-Call Physicians, Physician Assistants, or Advanced Practice Registered Nurses must be within 1 hour of initial contact by CSC staff.
4. Medication must be administered by licensed or credentialed* medical personnel under the supervision of a physician or registered nurse in accordance with
0.C.GA.
2;2\2:;“'“)/ This service is available 7 days a week, 24 hours a day.
Providers must report information on all individuals served in CSC no matter the funding source:
1. The CSC shall submit prior authorization requests for all individuals served (state-funded, Medicaid funded, private pay, other third-party payer, etc.);
2. The CSC shall submit per diem encounters (1 per day) for service (S9484) for all individuals served (state-funded, Medicaid funded, private pay, other third-party
payer, etc.) even if sub-parts cited in type of care P0015 are billed as a claim to Medicaid or other payer source; and
e e 3. The CSCis allowed a 24-hour window for completion of Orders (up to one (1) calendar day) following the start of services and must document this exception on the
Billing Order r)qting thg name of the staff rlnelmpelr requnsible for qbtaining the Order for service. . . N . N .
Requirements 4. The Crisis Service Center should bill individual discrete services for DBHDD state-funded and Medicaid FFS service recipients. There is a Crisis Services Type of
Care available for use by Crisis Service Centers (stand-alone and within a BHCC).
5. The individual services listed below may be billed up to the daily maximum listed for services provided in the Crisis Service Center. Billable services in the Crisis
Service Center are as follows:

FY 23 - 3rd Quarter Provider Manual for Community Behavioral Health Providers (January 1, 2023)

Page 221 of 465




Crisis Service Center

Service Max Daily Units
Behavioral Health Assessment & Service Plan Development 12
Psychological Testing 5
Diagnostic Assessment 2
Interactive Complexity (as a modifier to Psychiatric Treatment, Diagnostic 4
Assessment, Individual Counseling, and Group Counseling)

Crisis Intervention 14
Psychiatric Treatment 2
Nursing Assessment & Care 14
Medication Administration 1
Psychosocial Rehabilitation - Individual 8
Addictive Disease Support Services 16
Individual Outpatient Services 1
Family Outpatient Services 4
Case Management 12
Peer Support - Individual 8

Crisis Stabilization Unit (CSU) Services

b. Crisis assessment, support and intervention;

c. Medically Monitored Residential Substance Withdrawal Management (at ASAM Level 3.7-WM);

Code 1 2 3 4 1 2 3 4
Behavioral Behavioral Health;
Health; Short- Short-term
term Residential Residential (Non-
(Non-Hospital Hospital
Residential 209.22 Residential H0018 | TB | U2 Per negotiation
Treatment Treatment
Program W/o Program W/o Rm
Rm & Board, & Board, Per
Per Diem) Diem)
Unit Value 1 day Utilization Criteria | LOCUS Levels 5 and 6
This is a residential alternative to or diversion from inpatient hospitalization, offering psychiatric stabilization and withdrawal management services. The program
provides medically monitored residential services for the purpose of providing psychiatric stabilization and substance withdrawal management services on a short-term
Service basis. Services may include (see Behavioral Health Provider Certification and Operational Requirements for Certified Crisis Stabilization Units (CSUs), 01-325):
Definition a. Psychiatric, diagnostic, and medical assessments;
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Crisis Stabil

ization Unit (CSU) Services

d. Medication administration, management and monitoring;
e. Psychiatric/Behavioral Health Treatment;
f. Nursing Assessment and Care;
g. Brief individual, group and/or family counseling; and
h. Linkage to other services as needed.
1. Treatment at a lower level of care has been attempted or given serious consideration; and
Individual has a known or suspected illness/disorder in keeping with one of the following target populations:
An adult who is experiencing a:
a. Severe situational crisis; or
b. Mental lliness; or
c. Substance Use Disorder; or
d. Co-Occurring Substance Use Disorder and Mental lliness; or
Admission e. Co-Occurring Mental lliness and Intellectual/Developmental Disability; or
Criteria f. Co-occurring Substance Use Disorder and Intellectual/Developmental Disability; and
3. Individual is experiencing a severe situational crisis which has significantly compromised safety and/or functioning; as evidenced by one or more of the
following:
a. Individual presents a substantial risk of harm to self, others, and/or property or is so unable to care for his or her own physical health and safety as to create
a life-endangering crisis. Risk may range from mild to imminent; or
b. Individual has insufficient or severely limited resources or skills necessary to cope with the immediate crisis; or
c. Individual demonstrates lack of judgment and/or impulse control and/or cognitive/perceptual abilities to manage the crisis; or
d. For withdrawal management services, individual meets diagnostic criteria under the DSM for substance use, exhibiting withdrawal signs, symptoms,
behaviors, or functional impairments and can reasonably be expected to respond to withdrawal management treatment.
Continuing Stay | This service may be utilized at various points in the course of treatment and recovery; however, each intervention is intended to be a discrete time-limited service that
Criteria stabilizes the individual. These time limits for continued stay are based upon the individual’'s specific needs.
e 1. InQiyidan no Iopger meets admission guidelines lreqluirements; or .
Criteria 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.
Senvi 1. This is a comprehensive service intervention that is not to be provided with any other service(s), except for the following:
ervice T
Exclusions a. Mgthadong Administration.
b. Crisis Services Type of Care.
1. Individual is not in crisis.
Clinical 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.
Exclusions 3. Severity of clinical issues precludes provision of services at this level of intensity. See CSU: Medical Evaluation Guidelines and Exclusion Criteria for Admission
to Crisis Stabilization Units, 01-350.
1. Crisis Stabilization Units (CSU) providing medically monitored short-term residential psychiatric stabilization and withdrawal management services shall be
designated by DBHDD as both an emergency receiving facility and an evaluation facility and must be surveyed and licensed by the DBHDD.
Required 2. In addition to all service qualifications specified in this document, providers of this service must adhere to Behavioral Health Provider Certification and Operational
Components Requirements for Certified Crisis Stabilization Units (CSUs), 01-325.
3. Individual referred to a CSU must be evaluated by a physician within 24 hours of the referral.
4.  Services must be provided in a facility designated as an emergency receiving and evaluation facility.
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Crisis Stabilization Unit (CSU) Services

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

6.  Crisis Stabilization Units (CSU) must continually monitor the bed —board, regardless of current bed availability, and review, accept or decline individ