CONTRACT NO. -

PROGRAM ATTACHMENT NO. 

PURCHASE ORDER NO. 

CONTRACTOR: 

DSHS PROGRAM: 

TERM:   THRU: 

SECTION I.  STATEMENT OF WORK:

A. Local Planning:
Contractor is the designated Local Mental Health authority (LMHA) for the Local Service Area (LSA).  As the LMHA, Contractor shall provide the following:

1. Maintain and update the Local Service Area Plan (LSAP) that is consistent with DSHS strategies referenced in the Health and Human Service (HHS) System Strategic Plan located at http://www.hhs.state.tx.us/StrategicPlans/HHS05-09/HHS_StPlan_rv.shtml.

2. Adhere to 25 Texas Administrative Code (TAC) Chapter 412, Subchapter P (Provider Network Development) and applicable DSHS directives related to the development and implementation of a LSAP that is inclusive of the Provider Network Development, Diversion Action Plan, and Crisis Service Plan.  The plans for local services and Provider Network Development shall be prepared using DSHS Guidelines for the LSAP and approved template located at http://www.dshs.state.tx.us/mhcommunity/LPND/LMHA-role.shtm.  Plans shall be submitted to DSHS according to the cohort submission schedule specified at http://www.dshs.state.tx.us/mhcommunity/LPND/.  Additional directives will be distributed via DSHS’s broadcast message system, and posted on DSHS website.

3. Update and ensure implementation of jail and detention diversion strategies for adult clients with serious mental illness and child or adolescent clients with serious emotional disturbances.  Strategies shall include the following activities:

a) Identification of stakeholders to participate in the development of the Diversion Action Plan.  Stakeholders shall include mental health providers, clients, family members and child and adult advocates, representatives from law enforcement, probation and parole departments, and the judiciary;

b) Implementation and oversight of the Diversion Action Plan for adult and juvenile clients in compliance with the instructions on Information Item I; and
c) Training of local law enforcement regarding early identification, intervention and how to access the local mental health system for adults, children and adolescents.

4. Through its local board, appoint, charge and support one or more Planning and Network Advisory Committees (PNACs) necessary to perform the committee’s advisory functions, as follows:
a) The PNAC shall be composed of at least nine members, 50 percent of whom shall be clients or family members of clients, including family members of children or adolescents, or another composition approved by DSHS;

b) PNAC members shall be objective and avoid even the appearance of conflicts of interest in performing the responsibilities of the committee;

c) Contractor shall establish outcomes and reporting requirements for each PNAC;

d) Contractor shall ensure all PNAC members receive initial and ongoing training and information necessary to achieve expected outcomes.  Contractor shall ensure that the PNAC receives training and information related to 25 TAC Chapter 412, Subchapter P (Provider Network Development) and that the PNAC is actively involved in the development of the LSAP, including the Provider Network Development Plan;
e) Contractor shall ensure the PNAC has access to all information regarding total funds available through this Program Attachment for services in each program area and required performance targets and outcomes;
f) Contractor shall ensure the PNAC receives a written copy of the final annual budget and biannual plan for each program area as approved by Contractor’s Board of Trustees, and a written explanation of any variance from the PNAC’s recommendations;

g) Contractor shall ensure that the PNAC has access to and report to Contractor’s Board of Trustees at least quarterly on issues related to: the needs and priorities of the LSA; implementation of plans and contracts; and the PNAC’s actions that respond to special assignments given to the PNAC by the local board;

h) Contractor may develop alliances with other LMHAs to form regional PNACs; and

i) Contractor may develop a combined mental health and mental retardation PNAC.  If Contractor develops such a PNAC, the 50 percent client and family member representation shall consist of equal members of mental health and mental retardation clients and family members.  Expanded membership may be necessary to ensure equal representation.

B. Policy Development and Management:
Contractor shall develop and implement policies to address the needs of the LSA in accordance with state and federal laws and the requirements of this Program Attachment.  Policies shall include consideration of public input, best value and client care issues.

C. Coordination of Service System with Community and DSHS:

Contractor shall:

1. Adhere to DSHS directives related to Client Benefits Plan as described in Information Item H.

2. Ensure coordination of services within the LSA.  Such coordination shall ensure collaboration with other agencies, including other health and human service agencies, criminal justices entities, Substance Abuse Community Coalition Programs, Prevention Resource Centers, Outreach Screening Assessment and Referral organizations, other child-serving agencies (e.g., Texas Education Agency (TEA), Department of Family and Protective Services (DFPS), etc.), family advocacy organizations, local businesses, and community organizations.

3. In accordance with applicable rules, ensure that services are coordinated:

a) Among network providers; and

b) Between network providers and other persons necessary to establish and maintain continuity of services.

4. Designate a physician to act as the Medical Director and participate in medical leadership activities.  Submit this staff person’s contact information as part of Form S.
5. Ensure client has an appointment scheduled with a physician or designee authorized by law to prescribe needed medications, if the Continuing Care Plan, as defined in 25 TAC Chapter 412, Subchapter D, Mental Health Services – Admission, Continuity, and Discharge, indicates that the LMHA is responsible for providing or paying for psychotropic medications.  The appointment shall be on a date prior to the earlier of the following events:
a) The exhaustion of the client’s supply of medications; or

b) The expiration of 14 days from the client’s discharge or furlough from the State Mental Health Facility (SMHF).

6. Provide clients a choice among all eligible network providers in accordance with 25 TAC, Chapter 412, Subchapter P (Provider Network Development).

7. Provide continuity of care for offenders with mental impairments, as required by Texas Health & Safety Code §614.013 and §614.017.  Contractor shall:

a) Assist Community Supervision and Corrections Department (CSCD) personnel with the coordination of supervision for offenders who are LMHA clients.  This shall include:

(1) Providing the local CSCD(s) with the name(s) of LMHA personnel who will serve as the contact(s) for continuity of care referrals from the local CSCD(s);

(2) Participating in joint staffing related to offenders who are LMHA clients in order to review compliance with treatment and supervision;
(3) Providing input on modifications of supervision conditions;

(4) Coordinating with CSCD personnel on imposing new conditions, sanctions and/or a motion to revoke/adjudicate in order to explore all possible alternatives to incarceration;

(5) Coordinating on the development of a joint supervision and treatment plan if governing standards for the respective participants can be adhered to in the proposed plan; and
(6) Participating in quarterly meetings with the CSCD Director(s) or her/his designee to review the implementation of activities related to the coordination of supervision.

b) Offer and provide technical assistance and training to the CSCD and other criminal justice entities (pre-trial, jail, courts) on mental health and related issues;
c) Assist local and county jails with the identification of offenders who have a history of state mental health care, and assist local jails with the continuity of care of offenders who have a history of state mental health care.  This shall include:

(1) Providing the local and county jail(s) with the name(s) of LMHA personnel who shall serve as the contact(s) for continuity of care referrals from the local and county jail(s); and

(2) Conducting a Client Assignment and Registration system (CARE), cross-referenced using the batch process outlined in Information Item T, of jail booking list records, and providing the CARE return report, or a local compilation of the information contained within the CARE return report, to the jail within 72 hours of the referral by the jail.

8. Provide services to clients referred by the Texas Youth Commission, pursuant to Title 37, TAC, Chapter 87, Subchapter B, Special Needs Offender Programs, §87.79, Discharge of Mentally Ill and Mentally Retarded Youth.
9. Participate in Community Resource Coordination Groups (CRCGs) for children, youth, and adults in the LSA by providing one or more representatives to each CRCG with expertise in mental health, authority to contribute to decisions and recommendations of the CRCG, and with authority to contribute resources toward resolving problems of individuals needing agency services identified by the CRCG.  Participation is required by Texas. Government Code §531.055, and duties shall be performed in accordance with Information Item M (Memorandum of Understanding for Coordinated Services to Persons Needing Services from More Than One Agency, revised March 2006).
10. Cooperate with TEA in individual transition planning for child and adult clients receiving special education services, in accordance with 34 CFR part 300 (Assistance to States for the Education of Children with Disabilities).

11. Establish and maintain a continuum of care for children transitioning from the Early Childhood Intervention (ECI) program into children’s mental health services described in the Children’s Services Attachment, including making best efforts to:
a) Respond to referrals from ECI programs;

b) Verify eligibility for mental health services;

c) Inform the family about the available mental health services, service charges, and funding options such as Medicaid and Children’s Health Insurance Plan (CHIP);

d) Participate in transition planning no later than 90 days prior to the child’s third birthday;

e) Assist in the development of a written transition plan to ensure continuity of care;

f) Support joint training and technical assistance plans to enhance the skills and knowledge base of providers; and

g) Submit local agency disputes that are not resolved in a reasonable time period (i.e., not to exceed 45 days unless the involved parties agree otherwise) to the ECI or DSHS Mental Health Program Services Unit for resolution at the state level.

12. Designate a staff member to act as Contractor’s Suicide Prevention Coordinator, and submit as part of Form S, this staff member’s contact information. Contractor’s Suicide Prevention Coordinator shall work collaboratively with local staff, LMHA staff statewide, and DSHS Suicide Prevention Office to reduce suicide deaths and attempts by:
a) Developing a collaborative relationship with any existing local suicide prevention coalition; and
b) Participating in Suicide Prevention Coordinator conference calls scheduled and facilitated by DSHS Suicide Prevention Officer.

D. Resource Development and Management

Contractor shall:

1. Identify and create opportunities, including grant development, to make additional resources available to the LSA.
2. Optimize earned revenues.

3. Assemble and maintain a network of service providers and serve as a provider of services as set forth in 25 TAC, Chapter 412, Subchapter P (Provider Network Development).

4. Manage a network of providers that:

a) Offers client choice to the maximum extent possible;

b) Ensures providers are selected based on their qualifications and representation of best value;

c) Meets the same professional qualification as medical service providers employed by Contractor;

d) Is appropriately Credentialed/Re-credentialed; and

e) Demonstrates competency.

5. Implement a provider relations process that is responsible for providing the support and resources necessary for maintaining a provider network that includes:
a) Distributing information to providers on an ongoing basis to inform them of DSHS requirements;
b) Triage of all non-clinical issues from providers;

c) Assistance to providers in various capacities;

d) Clarification of policies and procedures;

e) Interpreting contract language and rates;

f) Working jointly with provider’s Claims Department to resolve payment issues;

g) Coordinating provider complaints and grievances through the system; and

h) Assisting providers in accessing the information or department they need.

6. Award subcontracts in accordance with applicable laws and 25 TAC Chapter 412, Subchapter B and Subchapter P.
7. Ensure that providers are informed of and subject to the applicable terms and conditions of this Program Attachment.

E. Resource Allocation and Management:
Contractor shall:

1. Maintain an administrative and fiscal structure that separates local authority and provider functions.

2. Maintain a Utilization Management (UM) Committee that includes the following Contractor staff:

a) The UM physician;

b) UM staff;

c) Quality management staff; and

d) Fiscal/financial services staff.

3. Ensure that UM complies with the following for each position listed:

a) A qualified UM physician who:

(1) Is a board eligible or board certified psychiatrist;

(2) Is licensed to practice medicine in the State of Texas; and

(3) Provides oversight of the UM program’s design and implementation.

b) A qualified utilization manager who:

(1) Is licensed to practice in the State of Texas as a:

(a) Registered nurse or a registered nurse-advance practice nurse;
(b) Physician Assistant;

(c) Licensed clinical social worker;

(d) Licensed professional counselor;

(e) Licensed doctoral level psychologist; or

(f) Licensed marriage and family therapist.

(2) Has a minimum of five years experience in direct care of individuals with a serious mental illness and/or children and adolescents with serious emotional disturbances, which may include experience in an acute care or crisis setting;

(3) Has a demonstrated understanding of psychopharmacology and medical/psychiatric comorbidity through training and/or experience;

(4) Has one year experience in program oversight of mental health care services; and

(5) Has demonstrated competence in performing UM and review activities.

4. If Contractor delegates UM activities to other staff the following requirements shall be met:
a) The UM Director shall:

(1) Be licensed to practice in the State of Texas as a:

(a) Registered nurse or a registered nurse-advance practice nurse;

(b) Physician Assistant;

(c) Licensed clinical social worker;

(d) Licensed professional counselor;

(e) Licensed doctoral level psychologist; or

(f) Licensed marriage and family therapist.

(2) Have a minimum of three years experience in the treatment of individuals with mental illness or chemical dependency; and
(3) If the UM Director is not licensed, she/he can oversee the UM Program administratively but not clinically.

b) A Utilization Reviewer or Utilization Care Manager, who is a Qualified Mental Health Professional Community Services (QMHP-CS), shall have at least three years experience in direct care for adults with serious mental illness or children and adolescents with serious emotional disturbances, and directly supervised by a qualified utilization manager.

5. Ensure that UM job functions are included in each UM staff member’s job descriptions and documentation of licenses, training and supervision maintained in the staff member’s signed and approved personnel record.
6. Ensure that the UM Committee meets at least quarterly to ensure effective management of clinical resources, fiscal resources, and the efficiency and ongoing improvement of the UM process.  Contractor shall ensure and document that members of the UM Committee receive appropriate training to fulfill the responsibilities of the committee.  Training is needed when a new member is added to the committee and as needed, at least annually, for the entire committee.  Documentation of training contents may be included in committee minutes.  The committee shall review:

a) Appropriateness of eligibility determinations;

b) Use of exceptions and overrides to service authorization ensuring rationale is clinically appropriate and documented in the administrative and clinical record;

c) Over and under utilization;

d) Appeals and denials;

e) Fairness and equity; and

f) Cost-effectiveness of all services provided.

7. Implement a UM Program using DSHS’s approved UM Guidelines that includes documented and approved processes and procedures for:
a) Authorization and reauthorization of level of care for outpatient services;

b) Authorization of inpatient admissions to state hospitals and to community psychiatric hospitals and reauthorization for continued stay when general revenue allocation or local match funding is being used for all or part of that hospitalization;

c) Verification and documentation that services provided are medically necessary;

d) The role for UM in ensuring continuity and coordination of services among multiple mental health community service providers;

e) A timely authorization system designed to ensure medically necessary services are delivered without delay and after requested services have been authorized (no backdating of authorizations).  Crisis services do not require prior authorization; however, the authorization shall be completed within two business days after the provision of the crisis intervention service;

f) Automatic authorization processes shall be based on a documented agreement with providers that only allows automatic authorization if the level of care recommended is the same as the level of care to be authorized and only with providers who have documented competence in assessment using the Uniform Assessment (UA);

g) Timely notification of clients and providers of the authorization determinations;

h) A timely and objective appeal process in accordance with 25 TAC §401.464 and, for Medicaid recipients, in accordance with 25 TAC §412.313(b) (2) (c), and Information Item Q procedures to give notice of fair hearings; and

i) Maintaining documentation on appeals.

8. Each biennium, review and update the quality management plan that includes the UM Program Plan and ensure that the plan includes a description of:
a) Requirements relating to the UM Committee credentials, meetings, and training;

b) How the UM Program’s effectiveness in meeting goals shall be evaluated;

c) How improvements shall be made on a regular basis;

d) How the content of Items I.E., 3, 4, and 5 in this Program Attachment are addressed and included as a part of the UM Program Plan;

e) The oversight and control mechanisms to ensure that UM activities meet required standards when they are delegated to an administrative services organization or a DSHS-approved entity; and

f) The oversight of new initiatives such as Crisis Redesign, Local Provider Network Development, Jail Diversion, and Outpatient Competency Restoration.

9. Comply with the DSHS Waiting List Maintenance requirements for all individuals who have requested mental health services from Contractor that contractor anticipates will not be available upon request for such services:
a) Initial Intake and Placement on Waiting Lists – Contractor shall develop and ensure the implementation of procedures to triage and prioritize service needs of individuals determined eligible for a service package but for which Contractor has reached or exceeded its capacity to provide the service package.  These procedures shall include a process for the assessment of an individual’s urgency of needs using the Texas Recommended Assessment Guidelines and a requirement that they be placed immediately on a Waiting List for the unavailable service packages for which they are determined to be eligible.  Individuals with Medicaid entitlement or whose assessment indicates a need for Service Package 0-Crisis shall not be placed on a Waiting List.  All medically necessary services shall be provided within required timeframes (i.e., 25 TAC, Chapter 412, Subchapter G, Mental Health Community Standards).  Clients with Medicaid who are determined to be in need of Case Management and/or Medicaid Mental Health Rehabilitative Services shall be authorized for a Level of Care that meets their needs and shall not be underserved or placed on the Resiliency Disease Management (RDM) Level of Care Waiting List.
b) Monitoring and Maintenance Requirements:

(1) Frequency of Monitoring:
(a) Contractor shall ensure that individuals on the Waiting List(s) are monitored at least once every 30 days from the date of placement upon the Waiting List to determine the continued need.  This monitoring shall be conducted by a QMHP-CS and shall include a brief clinical screening to determine the current urgency of need;

(b) Contractor shall remove individuals placed on the Waiting List when the individual begins to receive the recommended service package, or no longer wants services.  Individuals who seek services shall be allowed to remain on the Waiting List if the service need continues to be indicated and the individual desires to remain on the Waiting List;

(c) If the client is not able to be contacted during the 30 day period, Contractor shall document good faith efforts to contact every child and adult on the Waiting List to determine the continued need for services.  Good faith efforts are defined by documentation of multiple (two or more) attempts and multiple (two or more) traditional and/or non-traditional methods such as phone calls, and letters; home, job-site, or school visits; or program alerted to be on the lookout  for the child or adult to make contact.  The QMHP-CS may want to review the CARE system for designated collateral contacts that may assist in locating clients.  Based on the information gathered, the Waiting List data shall be updated.  If the client has not been contacted after a good faith effort has been made, the client may be removed from the Waiting List.  However, the client shall not be removed from the Waiting List until at least 60 days after the preceding contact.  (The purpose of a 60 day period is to ensure that all attempts to contact the client continue for a full 30 days after a brief clinical screening is due and that the client’s case is not closed prematurely).
(2) Individuals who have limited financial resources
(a) Contractor shall demonstrate that individuals who are placed on the Waiting List for medically necessary services receive a screening for benefits assistance in accordance with Section 3.05 of the General Provisions for DSHS Mental Health contracts;

(b) Contractor shall notify its’ UM staff of dates relevant to each application (filed by or on behalf of a consumer screened or served by Contractor) for medical or other public assistance.  For a Medicaid application, such dates include, at a minimum the date which benefits begin (know as the “effective” date) and the date of notification of benefit (known as the “certification” date).

(3) Waiting List Manual – Contractor shall implement processes defined in the most current version of the Waiting List Maintenance Manual contained in Information Item R.
F. Oversight of Authority and Provider Functions:
Contractor shall:

1. Objectively monitor and evaluate service delivery and provider performance including providing oversight information to Contractor’s Board.

2. Ensure that each provider’s non-compliance is corrected.

3. Require providers to use at least a Level One certified sign language interpreter and to use a Level Three certified sign language interpreter, if available, for persons with hearing impairments.

4. Assist in the completion of Mental Health Adult Client or Child and Family surveys as required by DSHS.

5. Implement a Quality Management Program that includes:

a) A structure that ensures the program is implemented system-wide including the involvement of stakeholders;

b) Allocation of adequate resources for implementation;

c) Oversight by staff members with adequate and appropriate experience in quality management;

d) Activities and processes that address identified clinical and organizational problems including data integrity and the processes to evaluate and continuously improve data accuracy;

e) Periodic reporting of Quality Management Program activities to its governing body, providers, other appropriate organizational staff members, and community stakeholders;

f) Consistent analysis of grievance, appeal, fair hearings, and expedited hearings, mortality, and incident/accident data as part of the Quality Management process;

g) Measuring, assessing and improving Contractor’s local authority functions;

h) Processes to systematically monitor, analyze and improve performance of provider services and outcomes for individuals;

i) Review of provider treatment to determine whether it is consistent with DSHS’s approved evidence-based practices, accuracy of assessments, and treatment planning;

j) Ongoing monitoring of the quality of access to services, service delivery, and continuity of services;

k) Provision of technical assistance to providers related to quality oversight necessary to improve the quality and accountability of provider services;

l) Use of reports and data from DSHS to inform performance improvement activities and assessment of unmet needs of individuals, service delivery problems, and effectiveness of authority functions for the local service area;

m) Oversight to ensure compliance with and the quality of the resiliency and disease management practices to include monitoring fidelity to the service models defined by DSHS and requiring providers to participate in oversight;
n) Mechanisms to measure, assess and reduce incidents of client abuse, neglect and exploitation and improving the client rights protection processes;

o) Risk Management processes such as competency determinations and the management and reporting of incidents and deaths;

p) Coordination of activities and information with the UM Program including participation in UM oversight activities as defined and scheduled by DSHS including but not limited to submitting data and supporting documentation, performance and submitting results of self-audits, and participating in DSHS onsite reviews;

q) Completion of any Quality Improvement studies in accordance with the Submission Calendar including but not limited to Metabolic Syndrome Monitoring, Patient and Family Education Program (PFEP), and Fidelity Self-Assessments.

6. Ensure all providers are implementing Resiliency and Disease Management, as specified by DSHS and providing evidence based practices in accordance with the Fidelity Manual.  Providers who do not meet adequate implementation shall submit a Plan of Improvement (POI) for identified problems and meet the following standards:
a) Within five business days after receipt of a request from DSHS, develop a POI that adequately addresses the correction of any critical health, safety, rights, abuse and neglect issues identified by DSHS and that includes a description of local oversight activities to monitor and maintain the correction of the identified problem, and submit to DSHS for approval; and
b) Within 14 business days after receipt of a request from DSHS, develop a POI that adequately addresses the correction of organizational, clinical or compliance problems identified by DSHS during oversight activities and that includes a description of local oversight activities to monitor and maintain the improvement of the identified problem, and submit to DSHS for approval in accordance with the Submission Calendar.

7. If applicable, submit to DSHS evidence of initial or continued accreditation by a national accreditation organization (e.g., American Association of Suicidology, Joint Commission Accreditation of Healthcare Organizations (JCAHO), Commission on Accreditation of Rehabilitation Facilities (CARF), The Council on Quality and Leadership (CQL)), in accordance with the Submission Calendar.  The submission shall include the accreditation review report and any plan of improvement created by Contractor in response to the accreditation review report.
8. Comply with DSHS’s Quality Management (QM) Data Verification Instructions and perform a self-audit of the accuracy of service performance, Medicaid, and other data.  The self-audit shall be submitted biannually or in accordance with the Submission Calendar.  Data Verification results shall achieve a threshold of 95 percent to meet Program Attachment requirements.

9. Ensure that Contractor’s Americans with Disabilities Act (ADA) Self-Evaluation and Transition Plan (ADA Plan) is reviewed by Contractor at least annually and updated as necessary, and ensure that the following information is posted prominently at each service location:

a) The name, address, telephone number, TDD telephone number, fax number and e-mail address of the ADA and the Rehabilitation Act of 1973 Coordinator(s);

b) The location at which the ADA Plan may be viewed; and

c) The process for requesting and obtaining copies of the ADA Plan.

SECTION II. SERVICE TARGETS, OUTCOMES, AND PERFORMANCE MEASURES
1. Service Area:

Counties:  

SECTION III. SOLICITATION DOCUMENT:  N/A
SECTION IV. RENEWALS:  N/A
SECTION V. PAYMENT METHOD:

SECTION VI. BILLING INSTRUCTIONS:  N/A
SECTION VII. BUDGET 
Source of Funds:  
Local Match Requirement:  $
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