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SECTION I.  STATEMENT OF WORK

A. Authority and Administrative Services

1. Local Planning:

Contractor is the designated Local Mental Health authority (LMHA) for the Local Service Area (LSA).  As the LMHA, Contractor is required to:


a) Maintain, update, and implement a Consolidated Local Service Plan (CLSP) in accordance with Information Item I.

b) Involve community stakeholders in developing the CLSP, monitoring its implementation, and updating as needed. At a minimum, the LMHA shall invite the stakeholder groups identified in Information Item I.
c) Maintain, update, and implement a Local Provider Network Development Plan (LPND Plan) in accordance with Information Item I.

d) Comply with 25 Texas Administrative Code (TAC) Chapter 412, Subchapter P (Provider Network Development) and applicable DSHS directives related to the development and implementation of the Provider Network Development Plan.  
e) Submit the CLSP and the LPND Plan to DSHS according to the Submission Calendar in Information Item S. 

f) Maintain a current version of the CLSP and the LPND Plan on the LMHA’s website, with revision dates noted as appropriate for each plan revision.

g) Annually post on the LMHA’s website a list of persons with whom the local authority had a contract or agreement related to the provision of mental health services, except for peer providers.  The list shall include the number of peer support contracts and agreements, but not the names of the peer support providers.  The list shall include all contracts or agreements in effect during all or part of the previous year, or on the date the list is posted.

h) 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:

(1) 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;

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

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

(4) 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;

(5) 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;

(6) Contractor shall ensure the PNAC receives a written copy of the final annual budget and biennial 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;

(7) Contractor shall ensure that the PNAC has access to and reports 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;

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

(9) 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 numbers of mental health and mental retardation clients and family members.  Expanded membership may be necessary to ensure equal representation.

2. Policy Development and Management
Contractor shall develop, implement, and update policies and procedures 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.

3. Coordination of Service System with Community and DSHS

Contractor shall:

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

b) 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), Texas Youth Commission (TYC), family advocacy organizations, local businesses, and community organizations. Evidence of the coordination of services shall be maintained.  Evidence may include memorandums of agreement, memorandums of understanding, sign-in sheets from community strategic planning activities, or sign-in sheets from community-based focus group meetings.
c) In accordance with applicable rules, ensure that services are coordinated:

(1) Among network providers; and

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

d) 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.
e) 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. 
f) The appointment shall be on a date prior to the earlier of the following events:
(1) The exhaustion of the client’s supply of medications; or

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

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

h) Operate a continuity of care and services program for offenders with mental impairments, in compliance with Texas Health & Safety Code Chapter 614, and the guidelines outlined in Information Item T.  Contractor shall:

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

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

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

(d) 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;

(e) 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
(f) 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.

(2) 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;
(3) Assist criminal justice and judicial agencies with the identification, and diversion of offenders who have a history of state mental health care through a local continuity of care and services program. 
(4) Review available records of each incarcerated individual who has been formally determined to be Incompetent to Stand Trial and assist criminal justice and judicial agencies with diversion of offenders through a local continuity of care and services program.  Complete Form Z, Forensic Clearinghouse Waitlist Template, following submission guidelines in DSHS Submission Calendar.
i) 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.
j) 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).
k) 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).

l) 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:
(1) Respond to referrals from ECI programs;

(2) Verify eligibility for mental health services;

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

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

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

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

(7) 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.

m) 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 suicide prevention staff statewide, and DSHS’s Suicide Prevention Office to reduce suicide deaths and attempts by:
(1) Developing a collaborative relationship with any existing local suicide prevention coalition; 
(2) Participating in Suicide Prevention Coordinator conference calls scheduled and facilitated by DSHS Suicide Prevention Officer;
(3) Participating in the development of the local Community Suicide Postvention Protocols as described by the Center for Disease Control Postvention Guideline;
(4) Participating in the implementation of the local Community Suicide Postvention Protocols when indicated; and
(5) Participating in local community suicide prevention efforts.

4. Resource Development and Management

Contractor shall:

a) Identify and create opportunities, including grant development, to make additional resources available to the LSA.

b) Optimize earned revenues and maximize dollars available to provide services, which shall include implementing strategies to minimize overhead and administrative costs and achieve purchasing efficiencies.  Strategies that an LMHA shall consider in achieving this objective include joint efforts with other local authorities on planning, administrative, purchasing and procurement, other authority functions, and service delivery activities.

c) 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).  In assembling the network, the LMHA shall seek to offer clients a choice of qualified providers to the maximum extent possible.

d) Award subcontracts in accordance with applicable laws and 25 TAC Chapter 412, Subchapter B (Contracts Management for Local Authorities) and Subchapter P (Provider Network Development).

e) Ensure providers are informed of and in compliance with the applicable terms and conditions of this Program Attachment by developing provider contracts which include the Program Attachment requirements.

f) Implement network management practices to promote the effectiveness and stability of the provider network, including a credentialing and re-credentialing process that requires external providers to meet the same professional qualifications as internal providers.

g) Implement a provider relations process to provide the support and resources necessary for maintaining an available and appropriate provider network that meets DSHS standards, including:

(1) Distributing information to providers on an ongoing basis to inform them of DSHS requirements;

(2) Informing providers of available training and other resources;

(3) Interpreting contract provisions and clarifying policies and procedures;

(4) Assisting providers in accessing the information or department they need;

(5) Resolving payment and other operational issues; and

(6) Resolving provider grievances and disputes.

h) Ensure the providers are monitored and contracts are enforced in accordance with applicable laws and 25 TAC Chapter 412, Subchapter B.

5. Resource Allocation and Management:

Contractor shall:

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

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

(1) The UM physician;

(2) UM staff representative;

(3) Quality management staff representative; and

(4) Fiscal/financial services staff representative.

c) Ensure that UM complies with the following for each position listed:

(1) A qualified UM physician who:

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

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

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

(2) A qualified utilization manager who 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.

(3) 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;

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

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

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

d) If Contractor delegates UM activities to other staff the following requirements shall be met:

(1) The UM Director must:

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

i. Registered nurse or a registered nurse-advance practice nurse;

ii. Physician assistant;

iii. Licensed clinical social worker;

iv. Licensed professional counselor;

v. Licensed doctoral level psychologist; or

vi. Licensed marriage and family therapist.

(b) Have a minimum of three years experience in the treatment of individuals with mental illness or chemical dependency; or

(c) If the UM Director is not licensed, she/he can oversee the UM Program administratively but not clinically.  Clinical oversight must be conducted by an LPHA.

(2) 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.

e) Ensure that UM job functions are included in each UM staff member’s job description and documentation of licenses, training, and supervision maintained in the staff member’s signed and approved personnel record.
f) 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:

(1) Appropriateness of eligibility determinations;

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

(3) Over and under utilization;

(4) Appeals and denials;

(5) Fairness and equity; and

(6) Cost-effectiveness of all services provided.

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

(2) 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;

(3) Verification and documentation that services provided are medically necessary;

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

(5) A timely authorization system designed to ensure medically necessary services are delivered without delay and after requested services have been authorized (backdating of authorizations is not permissible).  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;

(6) 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);

(7) Timely notification of clients and providers of the authorization determinations;

(8) 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

(9) Maintaining documentation on appeals.

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

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

(3) How improvements shall be made on a regular basis;

(4) How the content of Items I. A. 5. c) – e) in this Program Attachment are addressed and included as a part of the UM Program Plan; and
(5) 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. 

i) Contractor shall comply with the DSHS Resiliency and Disease Management Waiting List Maintenance requirements for all individuals (adult or child) who have requested mental health services from Contractor that Contractor anticipates will not be available upon request for such services:
(1) 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.  The waiting list shall include individuals who are underserved due to resource limitations as well as those who have been authorized for level of care (LOC) – 8 waiting for all services. Individuals with Medicaid entitlement or whose assessment indicates a need for  LOC 0-crisis services shall not be placed on a waiting list.  All medically necessary services shall be provided in timeframes specified by DSHS.  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 waiting list.   If an individual is determined to have an urgent need for services (e.g. use of crisis services), they shall be given priority to enter ongoing services.

(2) Specific Requirements for Medicaid Recipients – 

i. General - Contractor shall deliver services to an individual who is a Medicaid recipient and has an identified need for Targeted Case Management or Mental Health Rehabilitative Services, and such an individual shall not be put on the waiting list.  Individuals who were assessed to need Targeted Case Management or Mental Health Rehabilitative Services but did not become Medicaid eligible until after they were placed on the waiting list may not remain on a waiting list for longer than 60 calendar days.  The date of eligibility will be the Medicaid Certification date or the Medicaid Effective date, whichever is later. A person who declines all services from Contractor may be taken off the waiting list.
ii. Mental Health Rehabilitative and Mental Health Targeted Case Management Services (both Intensive and Routine) - Medicaid recipients who are eligible for full Medicaid benefits shall not be placed on a waiting list for medically necessary Targeted Case Management or Mental Health Rehabilitative Services.  Contractor shall make these services available to the individual whenever such services are indicated by the uniform assessment and in accordance with the Utilization Management guidelines.  If the Uniform Assessment process recommends that an individual receive a service package that includes one or both of these services and a Licensed Practitioner of the Healing Arts (LPHA) determines that the service or services are not medically necessary, the LPHA shall document the reasons that the service is not indicated.

iii. Other Medicaid Mental Health Services - For Medicaid recipients who are eligible for full Medicaid benefits and have an identified need for medically necessary mental health services other than Mental Health Rehabilitative Services and Targeted Case Management (such as counseling or physician’s services), Contractor shall remove them from the waiting list and provide these services to the individual or refer the individual to other local Medicaid providers.  Contractor shall provide assistance with the referral if requested by the client.  Contractor shall document actions taken on behalf of the client.  

If Contractor lacks the capacity to deliver the services and no qualified local Medicaid provider is available, Contractor shall identify the nearest qualified Medicaid provider of the needed service or services. If the distance to the nearest available non-local (more than 75 miles from the individual’s residence)  provider is not, in the individual’s opinion, a barrier to the individual accessing services, then Contractor shall refer the individual to the available service provider. Contractor shall document the discussion with the individual and the individual’s decision regarding traveling to the non-local provider.

Contractor may place an individual on a waiting list for the needed service only if Contractor lacks the capacity to provide the needed service and there are no other internal or external qualified or accessible providers available to deliver the needed service. In such cases, Contractor shall review the availability of the service monthly in order to ensure that the individual receives the needed service once it becomes available. Contractor shall document the steps taken in the client file. 

iv.  
Policies and Procedures for Waiting List Management – Contractor shall develop and maintain written policies and procedures that ensure that individuals who are already on a waiting list and subsequently establish Medicaid eligibility are identified, removed from the waiting list, and provided services as indicated and in accordance with subsections 2.ii and 2.iii above. 

(3) Contractor shall assess clients on the waiting list using the Adult or Child Adolescent Uniform Assessment including the TRAG at least annually.

(4) Monitoring and Maintenance Requirements

(a) Frequency of Monitoring:
i. Contractor shall ensure that individuals on the waiting list(s) who have an LOC-A 8 (waiting for all services) with an LOC-R of Adult Service Packages 3 or 4 and all children on the waiting list are monitored at least once every 30 days from the date of placement on the waiting list to determine the continued need.  Contractor shall ensure that individuals on the Waiting List(s) who have an LOC-A 8 (waiting for all services) with an LOC-R of Adult Service Packages 1 or 2 are monitored at least once every 90 days from the date of placement on 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.
ii. Contractor shall remove individuals placed on the waiting list when the individual begins to receive the recommended service package, or no longer wants services.  Except as described above, Contractor shall allow individuals who seek services to remain on the waiting list if the service need continues to be indicated and the individual desires to remain on the waiting list.
iii. If the client is not able to be contacted during the 30 day period for all Children on the waiting list and Adults with LOC-R of 3 or 4, or during the 90 day period for Adults with LOC-R of 1 or 2, Contractor shall document good faith efforts to contact that person or his/her legally authorized representative (LAR) to determine the continued need for services.  Good faith efforts are defined as two or more attempts to contact the client, collateral or LAR regarding service needs. (A “collateral” or “collateral contact” is a source of information that is knowledgeable about the consumer or the consumer’s life situation and serves to support or augment the available information relating to a consumer or the consumers needs. Possible collateral contacts include, but are not limited to past or present landlords, employers, school officials, neighbors, teachers, day care providers, and friends. One effort to contact must be in the form of a letter.)  Other efforts may be phone calls or letters to client’s home, job-site, or school. The QMHP-CS may want to review the CARE system for designated collateral contacts who may assist in locating clients. Contacts with collaterals are subject to DSHS confidentiality requirements. 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 30 days after the preceding contact.  
(b) Individuals who have limited financial resources
i. 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.
ii. 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 (known as the “effective” date) and the date of notification of benefit (known as the “certification” date).

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

Contractor shall:

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

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

c) 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.

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

e) Implement a Quality Management Program that includes:

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

(2) Allocation of adequate resources for implementation;

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

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

(5) An established set of remedies and timeline options for areas that need improvement or correction;

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

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

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

(9) Processes to systematically monitor, analyze, and improve performance of quality management activities, administrative services, client services and outcomes for individuals;
(10) A biennial update of the Quality Management Plan approved by the governing board; 
(11) Review of provider treatment to determine whether it is consistent with DSHS’ approved evidence-based practices, accuracy of assessments, and treatment planning;

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

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

(14) 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 LSA;

(15) Oversight of all services, contracts, and subcontractors, regardless of the amount of funding; 

(16) 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;
(17) Mechanisms to measure, assess, and reduce incidents of client abuse, neglect and exploitation and improving the client rights protection processes;

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

(19) 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; and
(20) Oversight of new initiatives such as Crisis Redesign, Local Provider Network Development, Jail Diversion, and Outpatient Competency Restoration.
f) 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:
(1) 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
(2) 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.

g) If applicable, submit to DSHS evidence of initial or continued accreditation by a national accreditation organization (e.g., American Association of Suicidology, Joint Commission, Commission on Accreditation of Rehabilitation Facilities (CARF), and 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.
h) Ensure that Contractor’s buildings and associated properties are compliant with the Texas Accessibility Standards (TAS), Texas Health and Safety Code, Texas Department of Licensing and Regulation requirements, and Texas Fire Code or the International Fire Code.  

i) 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:

(1) 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);

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

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

B. Adult Services
1. Community Services

a) Contractor shall provide the community-based services outlined in Health and Safety Code Chapter 534, §534.053, which are incorporated into services defined in Information Item G.

b) Contractor shall establish a reasonable standard charge for each service containing an asterisk (i.e., *) in Information Item G.

2. Populations Served

a) Adult Mental Health (MH) Priority Population - Adults who have severe and persistent mental illnesses such as schizophrenia, major depression, bipolar disorder, or other severely disabling mental disorders which require crisis resolution or ongoing and long-term support and treatment.

b) Adult MH Target Population - Adults who have a diagnosis of schizophrenia, bipolar disorder, and severe major depression.

c) Initial Eligibility:

(1) An individual age 18 or older who has a diagnosis of:

(a) schizophrenia as defined in the following Diagnostic and Statistical Manual, Fourth Edition - Text Revision (DSM-IV TR) diagnostic codes: 295.10, 295.20, 295.30, 295.40, 295.60, 295.70, 295.90.
(b) bi-polar disorder as defined in the following DSM-IV TR diagnostic codes: 296.00, 296.01, 296.02, 296.03, 296.04, 296.05, 296.06, 296.40, 296.41, 296.42, 296.43, 296.44, 296.45, 296.46, 296.50, 296.51, 296.52, 296.53, 296.54, 296.55, 296.56, 296.60, 296.61, 296.62, 296.63, 296.64, 296.65, 296.66, 296.7, 296.80, 296.89.
(c) major depression as defined in the following DSM-IV TR diagnostic codes : 296.20, 296.21, 296.22, 296.23, 296.24, 296.25, 296.26, 296.30, 296.31, 296.32, 296.33, 296.34, 296.35, and 296.36; with a Global Assessment of Functioning (GAF) of 50 or below at intake.

(2) An individual age 18 or older who has a diagnosis other than those listed in I.B.2.c.1. and whose current Global Assessment of Functioning (GAF) is 50 or less and needs on-going MH services; or

(3) An individual age 18 or older who was served in children’s MH services and meets the children’s MH priority population definition prior to turning 18 is considered eligible for one year.

d) Individuals with only the following diagnoses are excluded from this provision:

(1) Substance Abuse as defined in the following DSM-IV TR diagnostic codes: 291.0, 291.1, 291.2, 291.3, 291.5, 291.81, 291.89, 291.9, 292.0, 292.11, 292.12, 292.81, 292.82, 292.83, 292.84, 292.89, 292.9, 303.00, 303.90, 304.00, 304.10, 304.20, 304.30, 304.40, 304.50, 304.60, 304.80, 305.00, 305.1, 305.20, 305.30, 305.40, 305.50, 305.60, 305.70, 305.90.

(2) Mental Retardation as defined in the following DSM-IV TR diagnostic codes: 317, 318.0, 318.1, 318.2, 319.

(3) Pervasive Developmental Disorder as defined in the following DSM-IV TR diagnostic codes: 299.00, 299.10, 299.80.

e) Service Determination:

a) In determining services to be provided to the priority and target populations, the choice of and admission to medically necessary services is determined jointly by the individual seeking service and Contractor.
b) Criteria used to make these determinations are the recommended LOC (LOC-R) of the individual as derived from the UA, the needs of the individual, Utilization Management (UM) Guidelines, and the availability of resources. Clients authorized for care by Contractor through a clinical override are eligible for the duration of the authorization.

f) Continued Eligibility for Services:

(1) Reassessment by the provider and reauthorization of services by Contractor determines continued need for services. This activity is completed according to the UA protocols and UM Guidelines.
(2) Assignment of diagnosis in CARE is required at any time the Axis I diagnosis changes and at least annually from the last diagnosis entered into CARE.
(3) The LPHA’s determination of diagnosis shall include a face-to-face interview with the individual.
(4) Eligibility for clients whose diagnosis is Major Depression includes a GAF of 50 or below at intake only.  Changes in GAF scores after the initial eligibility determination do not make clients ineligible.

g) Documentation Required:

In order to assign a diagnosis across all 5 axes to an individual, documentation of the required diagnostic criteria, according to DSM-IV TR, as well as the specific justification of GAF score, shall be included in the client record. This information shall be included as a part of the required assessment information. 

h) UA Requirements:

(1) The DSHS-approved UA for Adults includes the following instruments:

(a) Texas Recommended Assessment Guidelines (TRAG);

(b) Diagnosis-Specific Clinical Rating Scales; and

(c) Community Data.

(2) The above instruments are required to be completed once an individual has been screened and determined in need of assessment by Contractor.  The initial assessment is the clinical process of obtaining and evaluating historical, social, functional, psychiatric, developmental or other information from the individual seeking services in order to determine specific treatment and support needs.
(3) Staff administering the instruments must have documented training in the use of the instruments and must be a QMHP-CS, with the exception of the Diagnosis-Specific Clinical Rating Scales which may be administered by a QMHP-CS or Licensed Vocational Nurse (LVN);

(4) The UA shall be administered according to the timeframes delineated in Information Item C at http://www.dshs.state.tx.us/mhcontracts/ContractDocuments.shtm.

i) Assessments in CARE:

Information shall be submitted through WebCARE or through an approved batch process to the CARE system according to the timeframes established by DSHS. 

3. Service Requirements
Contractor shall:

a) Comply with UA requirements for adults in accordance with Section I.B.8.  The UA is not required for individuals whose services are not funded with funds paid to Contractor under this Program Attachment;

b) Implement a Patient and Family Education Program (PFEP) in accordance with  psychosocial treatment recommendations and information for patient/family education available at http://www.dshs.state.tx.us/Mental-Health/. Recommendations and information related to medications used to treat mental illness may be found at the following website: http://www.nimh.nih.gov/health/publications/mental-health-medications/complete-index.shtml.   If clients and/or their families and caregivers have not been educated about their diagnosis, the reason for the lack of education shall be documented in the clinical progress note.
c) Implement Resiliency and Disease Management (RDM) and apply to all clients whose services are funded with Program Attachment funds:

(1) Develop a service delivery system in accordance with the most current version of DSHS’s UM Guidelines, Adult TRAG and Fidelity Instruments;

(2) Ensure that each adult who is identified as being potentially in need of services is screened to determine if services may be warranted;

(3) Ensure that clients seeking services are assessed to determine if they meet the requirements of priority population and if so, a full assessment is conducted and documented using the most current version of the DSHS UA instruments.  Individuals whose services are not funded with contract funds are exempt from inclusion in RDM regardless of priority population status;
(4)  Make available to each client recommended and authorized for a LOC, as indicated by the TRAG, all services and supports within the authorized LOC (LOC-A):

(a) If a non-Medicaid eligible individual cannot be served in the recommended  LOC, or if the individual refuses the recommended LOC, individual may be served at the next most appropriate LOC. If no services are available at the next most appropriate LOC, the non-Medicaid eligible individual shall be placed and monitored on a waiting list;

(b) Medicaid-eligible individuals may not have services denied, reduced, suspended, or terminated due to lack of available resources; and
(c) If a Medicaid-eligible individual refuses the recommended LOC, the individual may be served at the next most appropriate LOC as long as the services within that LOC are appropriate and medically necessary to address the individual’s mental illness.
(5)
Ensure Medicaid-eligible individuals are provided with any medically necessary Medicaid-funded MH services within the recommended LOC without undue delay;
(6)
Ensure that Cognitive-Behavioral Therapy is provided by an LPHA, practicing within the scope of a license, or when appropriate and not in conflict with billing requirements, by an individual with a master’s degree in a human services field (e.g., psychology, social work, counseling) who is pursuing licensure under the direct supervision of an LPHA;
(7)
By the end of FY13, ensure that providers of services and supports within RDM are trained in the DSHS-approved evidence-based practices prior to the provision of these services and supports. DSHS-approved evidence-based practices are:  

(a) Assertive Community Treatment:  Dartmouth Assertive Community Treatment;

(b) Counseling:  Cognitive Behavioral Therapy;

(c) Psychosocial Rehabilitation:  SAMHSA Illness Management and Recovery;

(d) Supported Employment:  Dartmouth Psychiatric Research Center – Individual; Placement and Support or SAMHSA Supported Employment; and

(e)  Supported Housing:  SAMHSA Permanent Supported Housing;
(8)
Ensure that supervisors of services and supports within RDM are trained as trainers in the DSHS-approved evidence-based practices or have provided the evidence–based practices prior to the supervision of the evidence-based practices;
(9)
Use the uniform assessment and other relevant clinical information to document the assessment of individuals seeking services and to reassess current clients in services when update assessments are due or significant changes in functioning occur, to determine the recommended LOC for a client;
(10)
Utilize information from the TRAG and other relevant clinical information to:

(a)
Recommend a LOC;
(b)
Determine whether the client should be transferred to another provider; and
(c)
Determine if a client should be discharged from services.

(11)
Use the flexible funds that shall be made available by Contractor, in accordance with the UM Guidelines;
(12)
Assertive Community Treatment (ACT) includes Urban ACT and Rural ACT programs serving clients with an LOC-R = 4.  The baseline of numbers of individuals who need ACT services for Urban ACT and Rural ACT shall be determined by data reports based on the combined average number of clients with an LOC-R = 4 over the last two quarters of FY2010 and the first two quarters of FY2011.  The Urban ACT team serves a client base of 60 or more within a local service area or has a population density of 300 or more persons per square mile in the local service area.   The Rural ACT team serves a client base of less than 60 within a local service area.  ACT services provided by Contractor shall meet the minimum UM Guidelines for Service Package 4, and shall follow the most current Urban ACT or Rural ACT services Fidelity Instrument, as well as, the rules and guidelines for Urban ACT or Rural ACT;
(13)
Contractor shall serve individuals with monies allocated through Crisis Redesign, for engagement, transition, and intensive ongoing services in accordance with UM Guidelines.  CARE Report III shall be completed in accordance with Information Item D and submission timelines as outlined in Information Item S.  Performance measures are outlined in Section II. G.; and
(14)
Maintain access to WebCARE even if it utilizes an approved batch process.

d) Submit encounter data for all services according to the procedures, instructions and schedule established by DSHS, including all required data fields and values in the current version of the DSHS Community Mental Health Service Array.  The current version of DSHS Community Mental Health Service Array (i.e., Report Name: INFO Mental Health Service Array Combined) can be found in the Mental Retardation and Behavioral Health Outpatient Warehouse (MBOW), in the General Warehouse Information, Specifications subfolder.
e) Comply with the following Medicaid-related items:

(1) Contract with DSHS to be a provider of Medicaid MH Rehabilitative Services;

(2) Contract with DSHS to be a provider of Medicaid MH Case Management and with Health and Human Services Commission (HHSC) to participate in Medicaid Administrative Claiming;

(3) Recognize that funding earned through billings to Texas Medicaid and Healthcare Partnership (TMHP) for Medicaid MH Case Management and Medicaid MH Rehabilitative Services represents the federal share and the State match; and

(4) Submit billing for the provision of Medicaid MH Case Management and Medicaid MH Rehabilitative Services to TMHP.

f) Utilize non-contract funds and other funding sources (e.g., any person or entity who has the legal responsibility for paying all or part of the services provided, including commercial health or liability insurance carriers, Medicaid, or other Federal, State, local, and private funding sources) whenever possible to maximize Contractor’s financial resources.  This includes:

(1) Enroll in the CHIP and bill CHIP for services covered under that plan;

(2) Become a Medicaid provider and bill Medicaid for services covered under that plan;

(3) Provide assistance to individuals to enroll in such programs when the screening process indicates possible eligibility for such programs;

(4) Comply with the Charges for Community Services Rule as set forth in Title 25, Part 1, Chapter 412, Subchapter C of the Texas Administrative Code to maximize reimbursement from individuals with an ability to pay for services provided;

(5) Bill all other funding sources for services provided under this Contract before submitting any request for reimbursement to DSHS; and

(6) Provide all billing functions at no cost to the client.
(7) Expend TANF transfer to Title XX and Base Title XX funds to provide comprehensive community MH services to clients with severe and persistent mental illness.  Contractor shall utilize the funds under 42 USC §1397 (also known as Title XX of the Social Security Act) for the provision of the following services to clients in the priority population and report this information on Form L:
(a) Case management services, which are services or activities for the arrangement, coordination, and monitoring of services to meet the needs of individuals and families.  Component services and activities may include individual service plan development, counseling, monitoring, developing, securing, and coordinating services; monitoring and evaluating client progress; and assuring that clients’ rights are protected;  This service includes Routine Case Management as defined in Information Item G of the Performance Contract. 
(b) Education and Training Services, which are those services provided to improve knowledge or daily living skills and to enhance cultural opportunities.  Services may include instruction or training in, but are not limited to, such issues as consumer education, health education, community protection and safety education, literacy education, English as a second language, and General Educational Development (G.E.D.)  Component services or activities may include screening, assessment and testing; individual or group instruction; tutoring; provision of books, supplies and instructional material; counseling; transportation; and referral to community resources.  
This service includes Psychosocial Rehabilitative Services and Skills Training and Development Services as defined in Information Item G of the Performance Contract. 
(c) Housing Services

Housing services are those services or activities designed to assist individuals or families in locating, obtaining, or retaining suitable housing. Component services or activities may include tenant counseling; helping individuals and families to identify and correct substandard housing conditions on behalf of individuals and families who are unable to protect their own interests; and assisting individuals and families to understand leases, secure utilities, make moving arrangements and minor renovations.
This service includes Supported Housing as defined in Information Item G of the Performance Contract. 

(d) Employment Services, which are those services or activities provided to assist individuals in securing employment or acquiring or learning skills that promote opportunities for employment. Component services or activities may include employment screening, assessment, or testing; structured job skills and job -seeking skills; specialized therapy (occupational, speech, physical); special training and tutoring, including literacy training and pre-vocational training; provision of books, supplies and instructional material; counseling, transportation; and referral to community resources;

This service includes Supported Employment as defined in Information Item G of the Performance Contract. 
(e) Counseling services, which are services or activities that apply therapeutic processes to personal, family, situational, or occupational problems in order to bring about a positive resolution of the problem or improved individual or family functioning or circumstances.  Problem areas may include:

1. Family and marital relationships;

2. Parent-child problems; or 
3. Drug abuse when in conjunction with a serious emotional disturbance;

This service includes Counseling as defined in Information Item G of the Performance Contract. 
 (f) Health Related and Home Health Services

Health related and home health services are those in-home or out-of- home services or activities designed to assist individuals and families to attain and maintain a favorable condition of health. Component services and activities may include providing an analysis or assessment of an individual's health problems and the development of a treatment plan; assisting individuals to identify and understand their health needs; assisting individuals to locate, provide or secure, and utilize appropriate medical treatment, preventive medical care, and health maintenance services, including in-home health services and emergency medical services; and providing follow-up services as needed; 

This service includes Pharmacological Management as defined in Information Item G of the Performance Contract. 
 (g) Other services meeting the requirement of TANF transfer to Title XX or BASE Title XX as approved by the Department.
Provide services to all clients without regard to the client’s history of arrest, charge, fine, indictment, incarceration, sentence, conviction, probation, deferred adjudication, or community supervision for a criminal offense.

g) Develop and implement written procedures to identify clients with Co-Occurring Psychiatric and Substance Use Disorders (COPSD), identify available resources, provide referrals and continuity of care for ongoing services as necessary to address the client’s unmet substance use treatment needs in accordance with 25 TAC, Chapter 411, Subchapter N.  Nothing herein shall prohibit a physician from considering a client’s substance use in prescribing medications.

h) Conduct all initial and on-going diagnostic assessments face-to-face or by televideo with the individual to determine priority population eligibility.

i) Submit financial data regarding co-pays, deductibles, and premiums related to Medicare Part D or other information related to expenditures for medications as requested by DSHS and in the form and format prescribed by DSHS.

j) Implement crisis services in compliance with the standards outlined in Information Item V.

k) Submit encounter data on Pre-Admission Screening and Resident Review (PASRR) individuals in accordance with Information Item O.  Complete and submit Form O in accordance with the instructions set forth in Information Item O.
C. Children’s Services

1. Community Services

a) Contractor shall provide the community-based services outlined in Health and Safety Code Chapter 534, § 534.053, which are incorporated into services defined in Information Item G.

b) Contractor shall establish a reasonable standard charge for each service containing an asterisk (i.e., *) in Information Item G.

2. Populations  Served
a) Child and Adolescent Mental Health (MH) Priority Population – children ages 3 through 17 with a diagnosis of mental illness (excluding a single diagnosis of substance abuse, mental retardation, autism or pervasive development disorder) who exhibit serious emotional, behavioral or mental disorders and who:

(1) Have a serious functional impairment; or

(2) Are at risk of disruption of a preferred living or child care environment due to psychiatric symptoms; or

(3) Are enrolled in a school system’s special education program because of serious emotional disturbance.

b) Age Limitations:

(1) Children under the age of  three who have a diagnosed physical or mental condition are to be served through the Early Childhood Intervention (ECI) program; 
(2) Youth 17 years old and younger must be screened for CMH services. Youth 18 years or older must be screened for Adult Mental Health services; and

(3) Clients receiving Children’s MH Services who are approaching their 18th birthday and continue to be in need of services shall either be transferred to Adult MH Services or referred to another community provider, dependent upon the individual’s needs.  Children reaching 18 years of age who continue to need services may be transferred to Adult MH Services without meeting the adult target population and served for up to one additional year.

c) Service Determination:

(1) In determining services and supports to be provided to the child and family, the choice of and admission to medically necessary services and supports are determined jointly by the child and family seeking services and supports and by Contractor;
(2) Criteria used to make these determinations are from the recommended LOC (LOC-R) of the individual as derived from the Uniform Assessment (UA), the needs of the individual, utilization management guidelines and the availability of resources;
(3) The Global Assessment of Functioning (GAF) is not used to determine eligibility for services; and
(4) Clients authorized for care by Contractor through a clinical override are eligible for the duration of the authorization.

d) Continued Eligibility for Services:

(1) Reassessment by the provider and reauthorization of services by Contractor determines continued need for services.  This activity is completed according to the UA protocols and Utilization Management (UM) Guidelines;
(2) Assignment of diagnosis in CARE is required at any time the Axis I diagnosis changes and at least annually from the last diagnosis entered into CARE; and
(3) The LPHA’s determination of diagnosis shall include a face-to-face or televideo interview with the individual.

e) Documentation required:

In order to assign a diagnosis across all 5 axes to an individual, documentation of the required diagnostic criteria, according to the Diagnostic and Statistical Manual, Fourth Edition, Text Revision (DSM-IV-TR), as well as the specific justification of GAF score, shall be included in the client record.  This information shall be included as part of the required assessment information.

f) UA requirements:


DSHS-approved UA for children and adolescents includes the following instruments:

(1) Child/Adolescent Texas Recommended Assessment Guidelines (CA-TRAG); and 

(2) Community Data;
(a) The above instruments are required to be completed once an individual has been screened and determined in need of assessment from Contractor.  The initial assessment is the clinical process of obtaining and evaluating historical, social, functional, psychiatric, developmental or other information from the individual seeking services in order to determine specific treatment and support needs.
(b) Staff administering the instruments shall be a QMHP-CS and have documented training in the use of the instruments.
(c) The UA shall be administered according to the timeframes delineated in Information Item C located at http://www.dshs.state.tx.us/mhcontracts/ContractDocuments.shtm. 

(d) Assessments in CARE:  Information shall be submitted through WebCARE or through an approved batch process to the CARE system according to the timeframes established by DSHS.

3. Service Requirements
Contractor shall:

a) Comply with UA requirements for children in accordance with Section I.B.6.  The UA is not required for individuals whose services are not funded with funds paid to Contractor under this Program Attachment.

b) Children’s MH case managers can access and use http://www.hhs.state.tx.us/tirn/tirnhome.shtml as required in Texas Government Code (TGC) §531.0244.

c) Provide PFEP in accordance with the guidelines available from SAMHSA (located at http://www.nimh.nih.gov/health/publications/mental-health-medications/complete-index.shtml) or alternative guidelines approved by DSHS, on a schedule determined by DSHS. If clients and/ or their families and caregivers have not been educated about their diagnosis, the reason for the lack of education shall be documented in the clinical progress note. 
d) Apply RDM to all client services funded with contract funds in accordance with the following standards:

(1) Provide services in accordance with the most current version of DSHS’ Resiliency and Disease Management UM Guidelines, CA-TRAG, Fidelity Instruments, and Information Item V (for Crisis Services);

(2) Each child or adolescent who is identified as being potentially in need of services shall be screened to determine if services may be warranted;

(3) Children and adolescents seeking services are assessed to determine if they meet the requirements of priority population and if so, a full assessment shall be conducted and documented using the most current version of the DSHS UA instruments, including the CA-TRAG.  Individuals whose services are not funded with Program Attachment funds are exempt from inclusion in RDM regardless of priority population status;

(4) Make available to each client recommended and authorized for a LOC, as indicated by the CA-TRAG, all services and supports within the authorized LOC (LOC-A);

(a) If a non-Medicaid eligible child or adolescent cannot be served in the recommended LOC (or if the child, adolescent, or the LAR of the child or adolescent refuses the recommended LOC), the child or adolescent may be served at the next most appropriate LOC.  If no services are available at the next most appropriate LOC, the non-Medicaid eligible child or adolescent shall be placed and monitored on a waiting list;

(b) Medicaid-eligible children and adolescents may not have services denied, reduced, suspended, or terminated due to lack of available resources; and

(c) If a Medicaid-eligible child, adolescent or the LAR of a child or adolescent refuses the recommended LOC, the child or adolescent may be served at the next most appropriate LOC as long as the services within that LOC are appropriate and medically necessary to address the child or adolescent’s emotional disturbance. The LOC should not be reduced if the child, adolescent, or LAR refuses family partner services or family support groups only;
(5) Medicaid-eligible children and adolescents shall be provided with any medically necessary Medicaid-funded MH services within the recommended LOC without undue delay;

(6) Counseling services shall be provided by an LPHA, practicing within the scope of a license, or when appropriate and not in conflict with billing requirements, by an individual with a masters degree in human services field (e.g., psychology, social work, counseling) who is pursuing licensure under the direct supervision of an LPHA;

(7) Providers of services and supports within RDM shall be trained in the DSHS-approved evidence-based practices prior to the provision of these services and supports.  DSHS-approved evidence-based practices are described in Information Item G;

(8) Supervisors of services and supports within RDM shall be trained as trainers in the DSHS-approved evidence-based practices or have provided the evidence-based practices prior to the supervision of the evidence-based practices;

(9) Use the CA-TRAG to document the assessment of individuals seeking services and to reassess current clients in services when update assessments are due or service needs have changed to determine the recommended LOC for a client;

(10) Set aside for Flexible Funds totaling $1,500 per child for 10% of those children eligible to receive Service Packages 2.1, 2.2, 2.3, and 2.4.  Use of Flexible Funds should occur in accordance with the UM Guidelines;

(11) Hire or contract with a Family Partner (i.e., the experienced parent or primary caregiver of a child or adolescent with serious emotional disturbance) to provide peer mentoring and support to parents/primary caregivers of children and adolescents.  Family Partner services are available in all Service Packages, but Contractor shall service a minimum of 15% of children and adolescents receiving services in Service Packages 2.1, 2.2, 2.3 and 2.4;
(12) Ensure the Family Partner receives the appropriate training and supervision;

(13) Family support groups shall be available to the parents of clients with serious emotional disturbances; 

(14) Contractor shall serve individuals with monies allocated through Crisis Redesign for engagement, transition, and intensive ongoing services in accordance with UM Guidelines.  CARE Report III shall be completed in accordance with Information Item D and submission timelines as outlined in Information Item S.  Performance measures are outlined in Section II. G.; and
(15) Maintain access to WebCARE even if Contractor utilized an approved batch process.

e) Submit encounter data for all services according to the procedures, instructions, and schedule established by DSHS, including all required data fields and values in the current version of the DSHS Community Mental Health Service Array.  The current version of DSHS Community Mental Health Service Array (i.e., Report Name:  INFO Mental Health Service Array Combined) can be found in MBOW) in the CA General Warehouse Information, Specifications subfolder.

f) Comply with the following Medicaid-related requirements:

(1) Contract with DSHS to be a provider for Medicaid MH Rehabilitative Services and Medicaid MH Case Management;

(2) Contract with HHSC to participate in Medicaid Administrative Claiming;

(3) Recognize that funding earned through billings to Texas Medicaid & Healthcare Partnership (TMHP) for Medicaid MH Case Management and Medicaid MH Rehabilitative Services represents the federal share and the State match; and

(4) Submit billing for the provision of Medicaid MH Case Management and Medicaid MH Rehabilitative Services to TMHP.

g) Utilize non-contract funds and other funding sources (e.g., any person or entity who has the legal responsibility for paying all or part of the services provided, including commercial health or liability insurance carriers, Medicaid, or other Federal, State, local, and private funding sources) whenever possible to maximize Contractor’s financial resources.  Contractor shall comply with the following requirements:

(1) Enroll in the CHIP and bill CHIP for services covered under that plan;

(2) Become a Medicaid provider and bill Medicaid for services covered under that plan;

(3) Provide assistance to individuals to enroll in such programs when the screening process indicates possible eligibility for such programs;

(4) Allow clients that are otherwise eligible for DSHS services, but that cannot pay a deductible required by a third party payor, to receive services up to the amount of the deductible and to use DSHS funds to pay for the deductible;

(5) Maintain appropriate documentation from the third party payor reflecting attempts  to obtain reimbursement;

(6) Bill all other funding sources for services provided under this Program Attachment before submitting any request for reimbursement to DSHS; and

(7) Provide all billing functions at no cost to the client.

h) Expend TANF transfer to Title XX funds to provide comprehensive community MH services to clients with serious emotional disturbance.  Contractor shall utilize the SSBG under 42 USC §1397 (also known as Title XX of the Social Security Act) for the provision of the following services to clients in the priority population and report this information on Form L.
(1) Case management services, which are services or activities for the arrangement, coordination, and monitoring of services to meet the needs of individuals and families.  Component services and activities may include individual service plan development, counseling, monitoring, developing, securing, and coordinating services; monitoring and evaluating client progress; and assuring that clients’ rights are protected; This service includes Routine Case Management, Intensive Case Management and Family Case Management as defined in Information item G of the Performance Contract.

(2) Education and Training Services, which are those services provided to improve knowledge or daily living skills and to enhance cultural opportunities. Services may include instruction or training in, but are not limited to, such issues as consumer education, health education, community protection and safety education, literacy education, English as a second language, and General Educational Development (G.E.D.). Component services or activities may include screening, assessment and testing; individual or group instruction; tutoring; provision of books, supplies and instructional material; counseling; transportation; and referral to community resources.  This service includes Skills Training and Development Services as defined in Information Item G of the Performance Contract.     
(3)  Counseling services, which are services or activities that apply therapeutic processes to personal, family and situational problems in order to bring about a positive resolution of the problem or improved individual and family functioning or circumstances.  Problem areas may include:
(a) Family relationships;

(b) Parent-child problems;

(c) Drug abuse when in conjunction with a serious emotional disturbance.  This service includes Counseling as defined in Information item G of the Performance Contract.
(4) Health related and home health services are those in-home or out-of- home services or activities designed to assist individuals and families to attain and maintain a favorable condition of health. Component services and activities may include providing an analysis or assessment of an individual's health problems and the development of a treatment plan; assisting individuals to identify and understand their health needs; assisting individuals to locate, provide or secure, and utilize appropriate medical treatment, preventive medical care, and health maintenance services, including in-home health services and emergency medical services; and providing follow-up services as needed; 

This service includes Pharmacological Management as defined in Information Item G of the Performance Contract. 
(5) Special services for clients involved or at risk of involvement with criminal activity, which are those services or activities for clients who are, or who may become, involved with the juvenile justice system.  Component services or activities are designed to enhance family functioning and modify the client’s behavior with the goal of developing socially appropriate behavior and may include counseling, intervention therapy, and residential and medical services if included as an integral but subordinate part of the service.  Services may include the following:

(a) Skills training; and

(b) Family training.
(6) Other services meeting the requirement of TANF transfer to Title XX as approved by the Department.
i) Provide services to all clients without regard to the client’s history of arrest, charge, fine, indictment, incarceration, sentence, conviction, probation, deferred adjudication, or community supervision for a criminal offense.

j) Develop and implement written procedures to identify clients with Co-Occurring Psychiatric and Substance Use Disorders (COPSD), identify available resources, and provide referrals and continuity of care for ongoing services as necessary to address the client’s unmet substance use treatment needs in accordance with 25 TAC, part 1, chapter 411, Subchapter N.  Nothing herein shall prohibit a physician from considering a client’s substance use in prescribing medications.

k)  Conduct all initial and on-going diagnostic assessments face-to-face or by televideo with the individual to determine priority population eligibility.

l)  Implement crisis services in compliance with the standards outlined in Information Item V.

m)  Submit encounter data on PASRR individuals in accordance with Information Item O.  Complete and submit Form O in accordance with the instructions set forth in Information Item O.
SECTION II. SERVICE TARGETS, OUTCOMES, AND PERFORMANCE MEASURES
Contractor shall meet the following service targets, performance measures, and outcomes:

A. Adult Services
Adult service performance measures shall be assessed 37 calendar days following the close of the second and fourth quarters.  Detailed information pertaining to calculations and data sources can be found in Information Item C at: http://www.dshs.state.tx.us/mhcontracts/ContractDocuments.shtm.

1. Adult Number Served Target:
a) Target:   (First and second quarter aggregate and a third and fourth quarter aggregate)
b) Sanctions Associated with this Target are the following:
(1)
If the total number served is greater than or equal to 100%, there is no recoupment;

(2)
If the total number served is 90% to 99% of the target, and the minimum hours threshold for maintaining service capacity is met, there is no recoupment;

(3) If the total number served is
90% to 99% of the target, and the minimum hours threshold for maintaining service capacity is not met, the recoupment is 1.4% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(4)
If the total number served is 85% to 89%, the recoupment is 2.8% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(5)
If the total number served is 80% to 84%, the recoupment is 5.6% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(6)
If the total number served is 75% to 79%, the recoupment is 11.2% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds; and

(7)
If the total number served is <75%, the recoupment is 22% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds, in addition to other remedies and sanctions specified in Article 19 of the General Provisions.

2. UA Completion Rate:
a) At a minimum 90% of all adults served or authorized for services during the first and second quarter, or the third and fourth quarter have a completed and current Uniform Assessment.
b) Sanctions Associated with this Measure are the following:

(1)
Greater than or equal to 90%, there is no recoupment;

(2)
From 80% to 89%, the recoupment is 1.4% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(3)
From 70% to 79%, the recoupment is 2.8% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(4)
From 60% to 69%, the recoupment is 5.6% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication Funds; and

(5)
Less than 60%, the recoupment is 11.2% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication Funds.

3. Service Capacity Measures

a) Minimum Target – Adults receiving at least the minimum number of hours based on service encounters for adults authorized in Service Packages 1 through 4 shall meet the following service capacity thresholds:

(1) Service Package 1 – 0.5 hours minimum per person, with an LOC-R of 2, 3 or 4 (underserved by choice), per month;

(2) Service Package 2 – 1.5 hours minimum per person per month;

(3) Service Package 3 – 3 hours minimum per person per month; and

(4) Service Package 4 – 3.5 hours minimum per person per month.

At least 80% of adults are receiving the minimum number of hours each month.  This is a first and second quarter aggregate and a third and fourth quarter aggregate across Service Packages 1 through 4.

b) Sanctions Associated with the Measure for Service Packages 1 through 4 are the following:
(1)
Greater than or equal to 80%, there is no recoupment;

(2)
From 70% to 79%, the recoupment is 0.2% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(3)
From 65% to 69%, the recoupment is 0.3% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(4)
From 40% to 64%, the recoupment is 0.6% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds; and

(5)
Less than 40%, the recoupment is 1.0% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds.

c) If Contractor meets the expected target for level of functioning, housing, and hospitalization within 30-days of a crisis episode, then DSHS will not impose a sanction for failure to meet the Service Capacity Measures specified in this section.  Expected targets for these outcomes are listed in Information Item C.
4. Assertive Community Treatment (ACT) Average Hours

Adults receiving services based on service encounters for all adults authorized in Service Package 4 shall meet the following service capacity thresholds:

a) Average Hours per Service Package:

Service Package 4 – an average of 10 hours per month.  Adults in Service Package 4, on average, receive 10 hours per month.  This means that across 100% of adults in service package 4, the average number of service hours provided is equal to or greater than 10.  
This is a first and second quarter aggregate and a third and fourth quarter aggregate for Service Package 4.

b) Sanctions Associated with this Measure are the following:

(1)
Greater than or equal to 100%, there is no recoupment;

(2)
From 90% to 99%, the recoupment is 0.15% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(3)
From 80% to 89%, the recoupment is 0.2% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(4)
From 75% to 79%, the recoupment is 0.3% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds;

(5)
From 40% to 74%, the recoupment is 0.6% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds; and

(6)
Less than 40%, the recoupment is 1.0% of Contractor’s current 2 quarters funding for adult MH services excluding New Generation Medication funds.

c) If Contractor meets the expected target for level of functioning, housing, and hospitalization within 30-days of a crisis episode, then DSHS will not impose a sanction for failure to meet the Service Capacity Measures specified in this section.  Expected targets for these outcomes are listed in Information Item C.
5.  Adult Service Targets – Supported Employment and Supported Housing

a)  Beginning in FY2013, the monthly average of all adults served in a Full Service Package during the fiscal year who have received a supported employment service encounter is greater than or equal to 3%.

b)  Beginning FY2013, the monthly average of all adults served in a Full Service Package during the fiscal year who have received a supported housing service encounter is greater than or equal to 3%.

6.  Disease Management Outcomes – Adult Mental Health Services:

Adult service outcomes shall be measured 37 calendar days following the close of the fourth quarter. Contractor shall not be subject to sanctions or remedies for each outcome minimum achieved.  For adult service outcome minimums that are not achieved by the end of Program Attachment term, remedies and sanctions may be imposed as described in Section 19.02 of the General Provisions with the exception of recoupment under Section 19.02.b.1.

a) Functioning.  Target – 38% of all adults served during the fiscal year have acceptable or improving functioning.

b) Criminal Justice Involvement.  Target – 44% of all adults served during the fiscal year have acceptable or improving criminal justice involvement.

c) Employment. Target – In FY2013, at least 14.7% of adults in a Full Service Package shall receive a score of “1” (Independent/Competitive/Supported/Self Employment) on Paid Employment Type.  This score is recorded on the Adult Uniform Assessment, Section 4: Community Data, B. Paid Employment Type.
d) Housing.  Target – 72% of all adults served during the fiscal year have acceptable or improving housing.
e) Co-Occurring Substance Use.  Target – 87% of all adults served during the fiscal year have acceptable or improving co-occurring substance use.
f) Crisis Avoidance.  Target - Percent of all adults with time in crisis shall not exceed 2.3% for those authorized for a LOC during the fiscal year.

g) Time between Assessment and First Service Encounter.  Target - 77% of all adults served during the fiscal year receive their first service encounter (not including screening/assessment) within 14 days of their intake assessment.
7. TANF transfer to Title XX and Base Title XX:
Adults served with TANF transfer to Title XX and Base Title XX funds.  

a) Target FY 2012:  Expected targets are listed in Information Item C.
b) Target FY2013:  Expected targets are listed in Information Item C.
c)
Remedies and Sanctions associated with this Target will be imposed in accordance with General Provisions, Section 19.02.
B. Children’s Services
Children’s service performance measures shall be assessed 37 calendar days following the close of the second and fourth quarters.  Detailed information pertaining to calculations and data sources can be found in Information Item C at:

http://www.dshs.state.tx.us/mhcontracts/ContractDocuments.shtm.

1. Children Number Served Targets
a) 
Target:    (first and second quarter aggregate, and third and fourth quarter aggregate)

b) Sanctions Associated with this Target are the following:
(1)
If the total number served is greater than or equal to 100%, there is no recoupment;

(2)
If the total number served is 90% to 99%, and the minimum hours threshold for maintaining service capacity is met, there is no recoupment;

(3)
If the total number served is 90% to 99%, and the minimum hours threshold for maintaining service capacity is not met, the recoupment is 1.4% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds;

(4)
If the total number served is 85% to 89%, the recoupment is 2.8% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds;

(5)
If the total number served is 80% to 84%, the recoupment is 5.6% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds;

(6)
If the total number served is 75% to 79%, the recoupment is 11.2% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds; and

(7)
If the total number served is <75%, the recoupment is 22% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds, in addition to other remedies and sanctions specified in Article 19 of the General Provisions.

2. UA Completion Rate 

a) At a minimum 90% of all children served or authorized for services during the first and second quarter, or the third and fourth quarter have a completed and current Uniform Assessment;
b) Sanctions  Associated with this Measure are the following:
(1)
Greater than or equal to 90%, there is no recoupment;

(2)
From 80% to 89%, the recoupment is 1.4% of Contractors current 2 quarters funding for children’s MH services excluding New Generation Medication funds.

(3)
From 70% to 79%, the recoupment is 2.8% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds;

(4)
From 60% to 69%, the recoupment is 5.6% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds;

(5)
Less than 60%, the recoupment is 11.2% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds.

3. Ohio Scales Completion Rate

a) Minimum Target - 85% of Ohio Scales are completed by the parents or primary caregivers at intake, every 90 days during treatment and at planned discharge;

b) Sanctions Associated with this Measure are the following:

(1)
Greater than or equal to 85%, there is no recoupment;

(2)
From 75% to 84%, the recoupment is 0.06% of Contractors current 2 quarters for children’s MH services excluding New Generation Medication funds.

(3)
From 65% to 74%, the recoupment is 0.3% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds;

(4)
Less than 65%, the recoupment is 2.4% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds.

4. Service Capacity Measures:  
a) Minimum Target – Children and adolescents receiving at least the minimum number of hours based on service encounters for those authorized in Service Packages 1.1, 1.2, 2.1, 2.2, 2.3, 2.4 and 4 must meet the following service capacity thresholds:

(1)
Service Package 1.1 – 1.5 hours minimum per month;

(2)
Service Package 1.2 – 1.5 hours minimum per month;

(3)
Service Package 2.1 – 5 hours minimum per month;

(4)
Service Package 2.2 – 3.5 hours minimum per month;

(5)
Service Package 2.3 – 3.5 hours minimum per month;

(6)
Service Package 2.4 – 3.5 hours minimum per month; and

(7)
Service Package 4 – 0.5 hours minimum per month with an LOC-R of 1.1, 1.2, 2.1, 2.2, 2.3, 2.4 and underserved due to consumer choice.

At least 80% of children and adolescents receive the minimum number of hours each month. This is a first and second quarter aggregate and a third and fourth quarter aggregate across Service Packages 1.1 through 4.

b) Sanctions Associated with this Measure are the following:

(1)
Greater than or equal to 80%, there is no recoupment;

(2)
From 70% to 79%, the recoupment is 0.2% of Contractors current 2 quarters funding for children’s MH services excluding New Generation Medication funds.

(3)
From 60% to 69%, the recoupment is 0.3% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds in which minimums are not met;

(4)
From 50% to 59%, the recoupment is 0.6% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds in which minimums are not met;

(5) From 40% to 49%, the recoupment is 1.0% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds in which minimums are not met;

(6)
Less than 40%, the recoupment is 1.5% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds in which minimums are not met.

c)
If Contractor meets the expected target for level of levels for Ohio scale functioning, Ohio scale problem severity, and hospitalization within 30-days of a crisis episode, then DSHS will not impose a sanction for failure to meet the Service Capacity Measures specified in this section.  Expected target levels are listed in Information Item C.
5. Service Target for Family Partner Services

a) Service Target – 15% of children and adolescents authorized to receive Service Packages 2.1, 2.2, 2.3, or 2.4 receive Family Partner Services each client month as evidenced by Procedure Code H0038HA.
b) Sanctions Associated with this Measure are the following:

(1)
Greater than or equal to 15%, there is no recoupment;

(2)
From 9% to 14%, the recoupment is 0.15% of Contractors current 2 quarters for children’s MH services excluding New Generation Medication funds;

(3)
From 6% to 8%, the recoupment is 0.3% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds;

(4)
From 3% to 5%, the recoupment is 0.6% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds; and

(5) Less than 3%, the recoupment is 1.2% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds.

6. Minimum Hours Per Child or Adolescent for Family Partner Services.

a) Minimum Target – 10 % of children and adolescents authorized in Service Packages 2.1, 2.2, 2.3, or 2.4 receive a minimum of 60 minutes of Family Partner  services each client month as evidenced by Procedure Code H0038HA.
b) Sanctions  Associated with this Measure:

(1)
Greater than to equal to 10%, there is no recoupment;

(2)
From 5% to 9%, the recoupment is 0.15 % of Contractors current 2 quarters for children’s MH services excluding New Generation Medication funds;

(3)
From 3% to 4%, the recoupment  is 0.3% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds; and

(4)
Less than 3%, the recoupment is 1.2% of Contractor’s current 2 quarters funding for children’s MH services excluding New Generation Medication funds.

7. Disease Management Outcomes – Child and Adolescent Mental Health Services:

Children’s service outcomes shall be measured 37 calendar days following the close of the fourth quarter.  For children’s service outcome minimums that are not achieved by the end of this Program Attachment Term, remedies and sanctions associated with outcomes may be imposed as described in Section 19.02 of the General Provisions.  

a) Functioning.  Minimum Target – 38% of all children served during the Fiscal Year (FY) have clinically acceptable or improving functioning.

b) Problem Severity.  Minimum Target – 42% of all children served during the FY have clinically acceptable or improving problem severity.

c) Juvenile Justice Involvement Avoidance.  Minimum Target – 92% of all children served during the FY avoid arrest or avoid re-arrest.
d) School Behavior.  Minimum Target – 71% of all children served during the FY have clinically acceptable or improving school behavior.

e) Co-Occurring Substance Use.  Minimum Target – 87% of all children served during the FY have acceptable or improving co-occurring substance use.

f) Crisis Avoidance.  Minimum Target – Percent of all children with time in crisis will not exceed 1.7% for those recommended and authorized for a LOC during the FY.

g) Time between Assessment and First Service Encounter.  Minimum Target – 65% of all children served during the FY receive their first (not screening/ assessment) service encounter within 14 days of their intake assessment.
8. TANF transfer to Title XX:

Children served with TANF transfer to Title XX funds.  

a) Target FY 2012:  Expected targets are listed in Information Item C.
b) Target FY2013:  Expected targets are listed in Information Item C.
c)
Remedies and Sanctions associated with this Target will be imposed in accordance with General Provisions, Section 19.02.
C. New Generation Medication

Information pertaining to calculation of the New Generation Medication (NGM) target is located in Information Item C.  Information Item D provides detailed instructions and requirements on expenditure of NGM funding.  Each of these contract documents are available at: http://www.dshs.state.tx.us/mhcontracts/ContractDocuments.shtm.
Target:    Adults and Children served with New Generation Medications are collectively counted toward Contractor’s NGM target which shall be assessed 37 calendar days following the close of the fiscal year.

D. Legislative Budget Board – Reported from CARE
Information pertaining to calculations and data sources is in Information Item C at http://www.dshs.state.tx.us/mhcontracts/ContractDocuments.shtm.

Percentage of adults and children discharged from state facilities with a community support plan.

1. The number of adults and children discharged from state MH campus-based facilities (state hospital, state center) to Contractor that have a community support plan.
2. Target: Shall not be less than 95%.

E. Additional Adult and Children Outcomes – Reported in CARE
These measures will be automatically tracked through the CARE system and reported Fiscal Year to date:

1. Re-admissions of adults and children:
Target - Re-admissions are less than or equal to: 5% in the 1st quarter; 10% in the 2nd quarter; 15% in the 3rd quarter; and 20% in the 4th quarter.

2. Follow-up within seven days:

a) Face-to-face follow-up contacts with individuals discharged from a state facility or state-funded community mental health hospital (including the Montgomery County Mental Health Treatment Facility) within seven days are greater than or equal to 75%; and

b) Follow-up disposition of individuals discharged from a state facility or state-funded community mental health hospital (including the Montgomery County Mental Health Treatment Facility) within seven days is greater than or equal to 95%.
F. Crisis Response System Outcome Measures
Crisis response system outcomes shall be measured 37 calendar days following the close of the fourth quarter.  Contractor shall not be subject to sanctions and remedies for each outcome minimum achieved.  For crisis response system outcome minimums/maximums that are not achieved by the end of the Program Attachment term, remedies and sanctions may be imposed as described in Section 19.02 of the General Provisions with the exception of recoupment under Section 19.02.b.1.

1. Crisis Episodes resulting in Psychiatric Maximum Target - No more than 22% of adults, children, and adolescents with a crisis episode are admitted to a State or Community Mental Health Hospital within 30 days after the start of the crisis episode.
2. Community Linkage Minimum Target - No less than 23% of adults, children, and adolescents with a mental health community LOC-A = 0 will be followed by a mental health community LOC-A = 1 - 5, and/or a service contact at a DSHS-funded substance abuse treatment facility, or at an Outreach, Screening, Assessment and Referral (OSAR) provider within 14 days after the crisis episode.
3. Crisis Follow Up Minimum Target - No less than 90% of adults, children, and adolescents with a mental health community LOC-A = 5 have a crisis follow-up service encounter within 30 days of the LOC-A = 5.

G. Crisis Redesign Service Targets
Information pertaining to calculations and data sources is in Information Item C at http://www.dshs.state.tx.us/mhcontracts/ContractDocuments.shtm.

1.  Adults, children, and adolescents served in SP5 "Transitional Services." 

a)
Target FY 2012:  Expected targets are listed in Information Item C.
b)
Target FY2013:  Expected targets are listed in Information Item C.
c)
Remedies and Sanctions associated with this Target will be imposed in accordance with General Provisions, Section 19.02.
2.
Adults served in "Intensive Ongoing Service Packages."
a)
Target FY 2012:  Expected targets are listed in Information Item C.
b)
Target FY2013:  Expected targets are listed in Information Item C.
c)
Remedies and Sanctions associated with this Target will be imposed in accordance with General Provisions, Section 19.02.
3.  Children/Adolescents served in "Intensive Ongoing Service Packages."
a)
Target FY 2012:  Expected targets are listed in Information Item C.
b)
Target FY 2013:  Expected targets are listed in Information Item C.
c)
Remedies and Sanctions associated with this Target will be imposed in accordance with General Provisions, Section 19.02.
H. Medicaid Waiting List Compliance Requirements

DSHS will determine Medicaid Waitlist Compliance 30 calendar days after the last day of each month.  Contractor shall be subject to the liquidated damages specified in Section 19.02.b.2.of the General Provisions each month for non-compliance with any of the following requirements: 

1. No individual shall be placed on a waiting list without receiving the uniform assessment.

2. Individuals (referenced in Section I.A.5.i.2.) shall be removed from the waiting list  and services shall be made available to these individuals within 60 calendar days of the date that the individual who, after being authorized for a LOC-8, gained Medicaid eligibility.
3. No individual with Medicaid that has an indicated need for Mental Health Rehabilitative Services or Mental Health Case Management Services as indicated by the Uniform Assessment shall be placed on a waiting list unless an LPHA documented a determination that such services are not medically necessary or the client refused services. 

4. An individual who is a Medicaid recipient with a completed uniform assessment that indicates a need for mental health services other than Mental Health Rehabilitative Services or Mental Health Case Management Services, and is placed on a waiting list for such services, shall have documented attempts to refer the individual to other qualified local providers or the nearest qualified provider.

SECTION III.  SERVICE AREA 
Counties: 
SECTION IV. SOLICITATION DOCUMENT  
Exempt Governmental Entity
SECTION V. RENEWALS 
N/A

SECTION VI. PAYMENT METHOD

SECTION VII: BILLING INSTRUCTIONS NA
SECTION VIII: BUDGET 
Source of Funds:  
Local Match Requirement:  $
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