
COMPREHENSIVE BEHAVIORAL HEALTH CLINICS
ISSUED BY 
DEPARTMENT OF HEALTH AND SOCIAL SERVICES, DIVISION OF SUBSTANCE ABUSE AND MENTAL HEALTH 

[bookmark: _Toc524546083]Appendix A- Scope of Work 

The services requested are depicted in three tables below.  Requirements common to each service are contained in the first table. Tables 2 and 3 contain mandatory requirements required of each provider; Table 4 contains Value-Added services, which are optional.

[bookmark: _Ref524531890]Table 1: Common Requirements across all services
	Topic
	Description

	Outcome Measures
	See Page 18 for required listing of outcome measures.

	Record Keeping Requirements
	The teams will be responsible for maintaining a medical record on each client and safeguarding the medical record and its contents against loss, tampering, and unauthorized use. The medical record documents information about a consumer’s mental illness; rehabilitation; assessment results; recovery plans; and treatment, rehabilitation, and support services received. The records must be comprehensive, up to date, and provide evidence of the provision of high quality, comprehensive, person centered treatment, according to the individualized recovery plan goals. 

The teams will develop a plan which shall include a process and procedure where clients who are able may document their experiences in their own medical record. 


	Additional Reporting and Record Keeping Requirements 
	The contractor shall provide monthly statistical reports, as defined by DSAMH, to monitor program activities, client demographics, program performance and outcomes.

The contractor shall ensure the maintenance of complete and accurate records for each PROMISE beneficiary served. Complete records shall include but are not limited to financial coach’s findings, and other documentation sufficient to disclose the quantity, quality, appropriateness, and timeliness of services provided. The content of medical records shall be consistent with the utilization control requirements in 42 CFR Part 456, Subparts A and B.

The contractor shall ensure that records are maintained in a detailed and comprehensive manner that conforms to good professional practice, permits effective professional review and audit processes, and facilitates an adequate system for follow-up. Records must be legible, signed, and dated. Records must be documented accurately and in a timely manner, readily assessable, and permit prompt and systematic retrieval of information.

The contractor shall ensure and maintain the confidentiality of all records. The contractor shall communicate with the PROMISE care manager as necessary for the referral and monitoring of the PROMISE enrollee’s health, welfare and verification of service delivery and quality. The contractor shall ensure the prompt transfer of records to other providers in order to effectively coordinate beneficiary services.

Records shall be produced by the contractor and shall be available without charge to duly authorized representatives of the State and CMS to evaluate, through inspections or other means, the quality, appropriateness and timeliness of services provided. The contractor shall provide the State or its authorized representative with access to beneficiary’s records, whether electronic or paper, within 30 days of the request for records. The contractor shall be responsible for any reproduction costs for records requested by the State or a Federal agency.

The contractor shall, upon the written request of the beneficiary, furnish a copy of the beneficiary’s records within 10 calendar days of the receipt of the written request. Each beneficiary is entitled to one free copy of his/her records that will be stamped “patient copy”. The fee for additional copies shall not exceed the actual cost of time and material used to compile, copy, and furnish such records.

The contractor shall comply with a beneficiary’s request that his/her records be amended or corrected as specified in 45 CFR Part 164.524 and .526.

The Contractor shall ensure that medical records are preserved and maintained for a minimum of five years from expiration of this Contract.

	Consumer Report Forms
	All Contracted Providers are required to submit CRF data for all publicly funded clients served. That would include all Medicaid, Medicare and DSAMH funded clients.

Performance outcomes will be measured through submission of the Consumer Reporting Form (CRF). DSAMH Statistics and Research Unit (SRU) maintains all CRF submission information and requirements at http://dhss.delaware.gov/dhss/dsamh/cpfrms.html. The Division reserves the right to update the website at the Division’s discretion, and if updated, will notify the Contractor. The Contractor is responsible for complying with any updates and/or changes. 

The Contractor shall implement policies and procedures for ensuring the complete, accurate and timely submission of encounter data (CRF) for all services for which Contractor has incurred any financial liability, whether directly or through subcontracts or other arrangements. Encounter data shall include data elements specified in DSAMH’s most recent requirements related to CRF data reporting. The Contractor must comply with: completing all data elements as defined; reporting deadlines; and format submission requirements. Contractor shall have in place mechanisms, including edits and reporting systems sufficient to assure encounter data transfer is complete and accurate prior to submission to DSAHM SRU. Contractor shall upload encounter data to DSAMH SRU by the 10th business day of each month in the form and manner specified at http://dhss.delaware.gov/dhss/dsamh/cpfrms.html related to data reporting.

Upon written notice by DSAMH SRU that the encounter data (CRF) has not been uploaded, is incomplete or has not met the 95% threshold for error rate, the Contractor shall ensure that corrected data is transferred within the ten (10) business days of receipt of DSAMH notification. Upon Contractor’s written request, DSAMH may provide a written extension for submission of corrected encounter data. 

If encounter data (CRF) is not transferred after DSAMH has notified the contractor that the data is incomplete or does not meet the 95% error threshold, invoice payment for services will be withheld until the required CRFs are submitted with an accuracy rate of 95%.

Contractors with Electronic Health Record system will be given ninety (90) days advance notice of any changes for required data collection. This is to help prepare their external/internal bidders for coming adjustments to their system.


	Data Submission
	All providers submitting electronic data are required to use the state’s Secure File Transfer Protocol (SFTP) site. Providers who are not able to install the SFTP software must submit a request to use other reporting methods. Other reporting methods include encrypted message or hand carried. The request must clearly explain the provider’s inability to use the SFTP site. Contact the DSAMH Statistics and Research (SRU) unit for information (DSAMH_SRU@state.de.us) on creating an account and any other questions or concerns about data reporting requirements.

Data submission elements will be specified in the scope of work for each contract.

To accomplish this, several authorization forms need to be completed and returned to the DSAMH SRU. In addition, SFTP client software is required to be installed on your computer for the file transfer. This software is available free on the Internet. 

The following links contain instructions necessary for setting up the software and authorization forms. 

1. Secure File Transfer Memorandum of Agreement
http://dhss.delaware.gov/dhss/dms/irm/files/sftpmoa01292010.pdf

2. Secure File Transfer User Procedures
http://dhss.delaware.gov/dhss/dms/irm/files/sftpuserprocedures_20120611.pdf

3. DHSS SFTP Quick Start Guide
http://dhss.delaware.gov/dhss/dms/irm/files/sftpquickstartguide06112012.pdf

4. Biggs Data Center Non-Disclosure Form
http://www.dhss.delaware.gov/dhss/dms/files/irmnon-d02072013.pdf

5. DTI State Information Transport Network (SITN) Acceptable Use Policy
http://dti.delaware.gov/pdfs/pp/AcceptableUsePolicy.pdf

Providers requiring access to the SFTP site must identify an organizational point of contact and list all employees who will require site access. The Provider will maintain the accuracy of the list providing updates to DSAMH as changes occur.


	Future EHR Interface
	DSAMH is in the process of requirements definition for a future Electronic Health Record (EHR) and payer module. DSAMH will request provider input and cooperation for future interface as it will change how invoice and reporting is presently received.


	DSAMH Policies
	[bookmark: _GoBack]All contracted Providers are required to comply with the following policies: 

1. Charitable Choice Policy (Attachment 1)
2. Community Referral Responsive Requirements Policy (Attachment 2) 
3. Outpatient Treatment Over Objection (OTOO) Policy (Attachment 3)
4. Appeal Process Policy (Attachment 4) 
5. Provision of Culturally and Linguistically Appropriate Services Policy (Attachment 5)
6. Wait List and Priority Populations Policy (Attachment 6) 
7. Housing Policy (Attachment 7) 
8. Discharge from Services Policy (Attachment 8)
9. Trauma Informed Care Policy (Attachment 9)
10. Delaware Treatment and Referral Network Partner Standards (Attachment 10)





[bookmark: _Ref524543413]Table 2: Core Services

	Core Services (Mandatory services that must be provided by each Vendor)

	Service
	Scope of Service

	Assertive Community Treatment (ACT)
	Scope of work for ACT can be found in the PROMISE manual. Page 94.


	Intensive Case Management (ICM)
	Scope of work for ICM can be found in the PROMISE manual Page 148.


	Community Psychiatric Support and Treatment (CPST)
	Scope of work for CPST can be found in the PROMISE manual. Page 10.




	Comprehensive Behavioral Health Outpatient Treatment (CBHOT)


· Outpatient Individual and Group Therapy
· Outpatient Psychiatry
· Peer Support
· Intensive Outpatient Therapy
	The Division views the availability of comprehensive behavioral health outpatient services as the primary point of contact for persons seeking publicly-funded outpatient treatment for addictive disorders and mental health conditions, including co-morbid mental health and addiction conditions as a priority.

The following section represents each of the services.  Disclaimer: DSAMH has modified the presentation of ASAM Level 1 OP services to include language pertaining to individuals with a diagnosis of mental illness without an accompanying diagnosis of substance use condition. This is to emphasize that this contract is for programs that serve any individual regardless of diagnosis, but in no way is meant to change the intent or the content of the ASAM (The ASAM Criteria, 2013) for this level of care. The original language and intent of the ASAM Level I criteria is maintained in this program’s billing guidance and contract language.

Outpatient Services – this level of care applies to adults who have a substance use condition (SUD), a mental illness (MI) or a co-occurring SUD/MI (COD) and who meet the medical necessity for this service setting. 

Outpatient Level 1 services are professionally directed assessment, diagnosis, treatment, and recovery services provided in an organized non-residential treatment setting. Outpatient services are organized activities, which may be delivered, in any appropriate community setting that meets State licensure standards. All outpatient SUD programs are licensed under State law. As a program that is expected to serve individuals with a SUD, MI and a COD, a license will be required. A facility/agency license is not required for individual or group practices of licensed counselors/therapists providing these services under the auspices of their individual license(s). 

These services include, but are not limited to psychiatric evaluations, psychiatric medication prescribing and monitoring, individual (crisis and non-crisis), group, family counseling including psycho-education on recovery, and wellness management. These programs offer comprehensive, coordinated, and defined services that may vary in level of intensity but are fewer than nine contact hours per week. Delaware-ASAM criteria are used to determine appropriate medical necessity and level of care (LOC).

Screening/Assessment/Treatment Plan Review 
· For individuals new to the program, a comprehensive bio-psychosocial assessment per Title 16 Delaware Administrative Code 6001 (Substance Abuse Facility Licensing Standards)  must be completed within 72 hours of admission which substantiates appropriate patient placement. Assessment must be reviewed and signed by a qualified professional. This typically occurs with a diagnostic assessment to confirm the substance use disorder and/or mental illness diagnosis and determine the appropriate LOC and a comprehensive bio-psychosocial assessment to inform the recovery plan and on-going care. 
· Physical examination by a qualified medical professional within 90 days prior to admission or documentation of good faith effort in referring the client for a physical and/or efforts made to obtain documentation of a physical. 
· Individualized, interdisciplinary recovery plan per Title 16 Delaware Administrative Code 6001 (Substance Abuse Facility Licensing Standards), completed within 30 days of admission or by the fourth counseling session, whichever occurs first. This plan should be developed in collaboration with the individual. 
· Recovery plan reviewed/updated in collaboration with the individual on an as needed based on changes in functioning, or at a minimum of every 90 days. 
· Discharge/transfer planning begins at admission. 
· Referral and assistance as needed for the beneficiary to gain access to other needed Medicaid, mental health or substance use disorder services. 

Staffing 
· Level 1 outpatient settings include an array of licensed practitioners, unlicensed counselors, as well as certified SUD peers, and credentialed behavioral health technicians operating within their scope of practice. 
· Caseload size is based on needs of individuals actively engaged in services to ensure effective, individualized treatment, and rehabilitation but should not exceed 50 active individuals for each licensed practitioner and unlicensed counselor. For this standard, active is defined as being treated at least every 90 days. 
· Counseling groups should not exceed 15 individuals (assumed average of 9), psycho-educational group size is not restricted. 
· Qualified Health Practitioners (QHP) (physicians, psychiatric nurse practitioners, psychologists, LCSWs, and other appropriate licensed staff) supervisors must be on site or available for phone consultation in a crisis 24/7 and supervise no more than 10 unlicensed staff. 
· Peers may lead groups and meet with clients 1:1, but would bill peer support unless also meeting certification criteria to be one of the unlicensed counselors. 

Intensive Outpatient Treatment (IOP)
· Intensive outpatient treatment is professionally directed assessment, diagnosis, treatment, and recovery services provided in an organized, non-residential treatment setting. Intensive outpatient services are organized activities which may be delivered in any appropriate community setting that meets State licensure. Programs are required to meet state regulations. 
· These services include, but are not limited to individual, group, family counseling including psycho-education on recovery, as well as monitoring of drug use, medication management, medical, and psychiatric examinations, crisis intervention (CI) coverage, and orientation to community-based support groups. Intensive outpatient program services should include evidence-informed practices, such as cognitive behavioral therapy (CBT), motivational interviewing, and multidimensional family therapy. 
· These programs offer comprehensive, coordinated, and defined services that may vary in level of intensity but must be nine or more contact hours per week for adults, age 18 years and older, with a minimum of contact three days per week (not to exceed 20 hours per week). This level consists of a scheduled series of face-to-face sessions appropriate to the individual’s treatment plan. These programs may be provided for persons at risk of being admitted to more intensive LOCs, such as residential, inpatient, or withdrawal management, or for continuing care for those who require a step-down following a more intensive LOC and require support to avoid relapse. Delaware-ASAM criteria are used to determine LOC. 


Screening/Assessment/Treatment Plan Review 
· For individuals new to the program, a comprehensive bio-psychosocial assessment per Title 16 Delaware Administrative Code 6001 (Substance Abuse Facility Licensing Standards) completed within 72 hours of admission, which substantiates appropriate patient placement. Assessment must be reviewed and signed by a qualified professional. This typically occurs with a diagnostic assessment to confirm the SUD diagnosis and determine the appropriate LOC and a comprehensive bio-psychosocial assessment to inform the treatment plan and on-going care. 
· Physical examination by a qualified medical professional within a reasonable time, as determined by the client’s medical condition not to exceed within 90 days prior to admission or documentation of good faith effort in referring the client for a physical and/or efforts made to obtain documentation of a physical. 
· Individualized, interdisciplinary treatment plan per Title 16 Delaware Administrative Code 6001 (Substance Abuse Facility Licensing Standards), completed within 72 hours of admission. This plan should be developed in collaboration with the individual. 
· Treatment plan reviewed/updated in collaboration with the individual as needed based on changes in functioning, or at a minimum of every 30 days. 
· Discharge/transfer planning begins at admission. 
· Referral and assistance as needed for the beneficiary to gain access to other needed Medicaid SUD or mental health services. 

Staffing 
· IOP is provided by an array of licensed practitioners, unlicensed counselors, as well as certified peers, and credentialed behavioral health technicians operating within their scope of practice. 
· Caseload size is based on needs of individuals actively engaged in services to ensure effective, individualized treatment and rehabilitation but should not exceed 35 active individuals for each licensed practitioner or unlicensed counselor. For this standard, active is defined as being treated at least every 90 days. 
· Counseling groups should not exceed 15 individuals (assumed average of 9); educational group size is not restricted. 
· One FTE during clinic hours dedicated to performing referral arrangements for all individuals served by the facility. This FTE may be a licensed practitioner, unlicensed counselor, or certified peer. 
· QHP supervisors must be on site at least 10 hours per week during hours of operation, be available for phone consultation at all times, and supervise no more than 10 staff. 
· Addiction-credentialed physicians are part of the interdisciplinary team and must be on site at least 10 hours per week during hours of operation and be available for phone consultation at all times. 


	Peer Support Specialist Services for Adults
	Scope of work for Peer Support can be found in the PROMISE manual. Page 25.


	Psychosocial Rehabilitation (PSR)
	Scope of work for PSR can be found in the PROMISE manual. Page 35.


	Supervised Apartment Program (SAP)
	The Supervised Apartment Program (SAP) is a state-wide apartment program for persons who are working toward the goal to live independently and who need some additional daytime, evening, overnight and weekend supervision. The apartment leases, on-site services and operations are paid for and managed by the ACT/ICM provider. The services are delivered up to 24/7 based on the assessed client need. 

· The SAP is available to the client as long as s/he needs supervised housing support services. The staffing responsibilities are the same as those of the Diversion Beds (3 to 5 Day Crisis Beds): onsite supervision, assurance of client safety, coordination of care with the community provider and assisting the provider’s ACT/ICM team with supports for the client in coordination with the provider’s other services. 
· 
The SAP on-site staff should provide the following:
· Maintain current ACT/ICM Crisis Plan on site, to be utilized in the mitigation of on-sight crisis;
· Communicate and document crisis situations to the 24 hour on call ACT/ICM Team for clinical intervention as well as sharing the information with the ACT/ICM team and DSAMH;
· Maintain a 1-Page Client Profile in record that includes a Photo of the client, height, weight, race/ethnicity, primary language, eye color, allergies, address, emergency contact information, and contact information with names and telephone number(s) of the ACT/ICM program and SAP program that is able to be provided in the event of emergency or filing of missing persons’ report. Client Profile is to be updated every 6 months at minimum;
· If witness to a reportable incident, the witness of the incident will complete an incident report, notify the service provider of the incident, and follow established policies and procedures in accordance with DSAMH requirements;
· Maintain an onsite office open 24/7 as determined by the needs of the clients in the apartment complex community and in collaboration with DSAMH; 
· Maintain a staff protocol or handbook that is consistent throughout the supervised apartment program. The Handbook should describe the list of services to be offered to the clients of the SAP units and the procedures that must be followed on each shift. 
· Enhance the housing services provided by the ACT/ICM Teams such as observation of and additional skill development in the areas of housekeeping, food shopping and preparation and other Activities of Daily Living (ADL) for home maintenance;
· Conduct daily home visits to the client or more as defined in a collaborative treatment plan and document each visit in the Recovery Innovations Electronic Health Record (EHR); Daily home visits should be increased or adjusted according to the client’s current needs;
· Collaborate with the ACT/ICM Team on client status of recovery to determine if the client is ready to move to independent; 
· Conduct a semi-annual independent assessment of each client to determine the continued need for services in a supervised apartment setting with the understanding that if the client has progressed beyond supervised living, The ACT/ICM provider will assist the client in applying for independent living 

Admission Procedures:
· Develop procedures to follow when a client moves into the SAP unit such as an SAP orientation, availability of any community rooms, staff offices, as well as residential rules for the client to follow.
Work with the ACT/ICM team and the client to ensure the ACT/ICM treatment plan addresses the client’s needs specific to the occupancy in the Supervised Apartment Program. 

Semi-Annual Client Review:
· The ACT/ICM treatment plan should be reviewed every six months or more frequently if the client is hospitalized, has difficulty with adjusting to the environment or there are other issues that would cause concern for the client’s recovery. The review should address the client’s continued need to live in a supervised setting. 
Daily Procedures:
· Develop a Shift Exchange Protocol which would include list of types of information that should be shared from one shift to another and a review of daily activities of all clients and what is required of the next shift. 
· Each client visit should include the SAP on-site staff person observing housekeeping, cleanliness of the kitchen, the bedroom and the living room and the client. If there are concerns, the SAP staff will notify the ACT/ICM staff for intervention. 
Documentation:
· Maintain a daily log of activities such as when the ACT/ICM Team representative visits the property, activities of the clients.
· Maintain a daily client log that documents the interactions of staff with clients. The onsite staff should update each client record daily of home visits and living skill rehabilitative interventions.
· Any incident reports when allegations of abuse and neglect arise.
· Develop and provide to DSAMH a Safety Preparedness Plan and/or a Disaster Plan for each of the program site(s) that includes communication protocols with each of the ACT/ICM providers and their emergency contacts.

	Service
	Service Limitations

	ACT
	Service Limitations for ACT can be found in the PROMISE manual. Page 30.


	ICM
	Service Limitations for ICM can be found in the PROMISE manual. Page 14.


	Community Psychiatric Support and Treatment (CPST)
	Service Limitations for CPST can be found in the PROMISE manual. Page 13.


	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)

· Outpatient Individual and Group Therapy
· Outpatient Psychiatry
· Peer Support
· Intensive Outpatient Therapy
	All services must be medically necessary. Services which exceed the limitation of the initial authorization must be approved for re-authorization prior to service delivery.

In addition to individual provider licensure, service providers employed by addiction and/or co-occurring treatment services agencies must work in a program licensed by DSAMH and comply with all relevant licensing regulations. 
Evidence based practices require prior approval and fidelity reviews on an ongoing basis as determined necessary by Delaware Health and Social Services and/or its designee. 

Providers cannot provide services or supervision under this section if they are a provider who is excluded from participation in federal health care programs under either Section 1128 or Section 1128A of the Social Security Act. In addition, they may not be debarred, suspended, or otherwise excluded from participating in procurement activities under the State and federal laws, regulations and policies, including the federal Acquisition Regulation, Executive Order No. 12549 and Executive Order No. 12549. In addition, providers who are an affiliate, as defined in the federal Acquisition Regulation, of a person excluded, debarred, suspended, or otherwise excluded under State and federal laws, regulations, and policies may not participate. 

Individual therapy is authorized for 32 hours per calendar year (128 units)
Family Therapy is authorized for 40 hours per calendar year (160 units)
Group Therapy is authorized for 24 hours per calendar year (96 units)


	Peer Support Specialist Services for Adults
	Service Limitations for Peer Support can be found in the PROMISE manual. Page 28.


	Psychosocial Rehabilitation (PSR)
	Service Limitations for PSR can be found in the PROMISE manual. Page 37.


	SAP
	The SAP program will only be contracted to providers that also provide ACT/ICM services. 


	Service
	Staffing

	ACT
	Staffing for ACT can be found in the PROMISE manual. Page  112.


	ICM
	Staffing for ICM can be found in the PROMISE manual. Page  164.


	Community Psychiatric Support and Treatment (CPST)
	Staffing for CPST can be found in the PROMISE manual. Page  14.


	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)
	

	Peer Support Specialist Services for Adults
	Staffing for Peer Support can be found in the PROMISE manual. Page  29.


	PSR
	Staffing for PSR can be found in the PROMISE manual. Page 38.


	SAP
	The agency must maintain a staffing ratio consistent with the weighted tiers of the clients in the supervised apartments (see staffing ratios in definition above). The staff must meet the qualifications and training below. 
· Comply with Department standards, including regulations, contract requirements, policies, and procedures relating to provider qualifications.
· Have a waiver provider agreement. 
· The organization must be able to document 3 years of experience in providing services to an SPMI population 
· Ensure that employees (direct, contracted, or in a consulting capacity) have been trained to meet the unique needs of the beneficiary; for example, communication, mobility, and behavioral needs. 
· Comply with and meet all standards as applied through each phase of the standard, annual Department performed monitoring process. 
· Ensure 24-hour access to personnel (via direct employees or a contract) for response to emergency situations that are related to the Community Based Residential Alternatives service or other waiver services. 
· Have a valid driver’s license if the operation of a vehicle is necessary to provide the service. 
· Must be at least 18 years old, and have a high school diploma or equivalent. 
· Must be certified in the State of Delaware to provide the service, which includes criminal, abuse/neglect registry and professional background checks, and completion of a state approved standardized basic training program. 
· If providing nursing care, must have qualifications required under State Nurse Practice Act (i.e. RN or LPN). 


	Service
	Service Limitations

	ACT
	Service Limitations for ACT can be found in the PROMISE manual. Page 30.

	ICM
	Scope of work for ICM can be found in the PROMISE manual.Page 148.


	Community Psychiatric Support and Treatment (CPST)
	Service Limitations for CPST can be found in the PROMISE manual. Page 13.

	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)

· Outpatient Individual and Group Therapy
· Outpatient Psychiatry
· Peer Support
· Intensive Outpatient Therapy
	All services must be medically necessary. Services which exceed the limitation of the initial authorization must be approved for re-authorization prior to service delivery.

In addition to individual provider licensure, services providers employed by addiction and/or co-occurring treatment services agencies must work in a program licensed by DSAMH and comply with all relevant licensing regulations. 
Evidence based practices require prior approval and fidelity reviews on an ongoing basis as determined necessary by Delaware Health and Social Services and/or its designee. 

Providers cannot provide services or supervision under this section if they are a provider who is excluded from participation in federal health care programs under either Section 1128 or Section 1128A of the Social Security Act. In addition, they may not be debarred, suspended, or otherwise excluded from participating in procurement activities under the State and federal laws, regulations and policies, including the federal Acquisition Regulation, Executive Order No. 12549 and Executive Order No. 12549. In addition, providers who are an affiliate, as defined I the federal Acquisition Regulation, of a person excluded, debarred, suspended, or otherwise excluded under State and federal laws, regulations, and policies may not participate. 

Individual therapy is authorized for 32 hours per calendar year (128 units)
Family Therapy is authorized for 40 hours per calendar year (160 units)
Group Therapy is authorized for 24 hours per calendar year (96 units)


	Peer Support Specialist Services for Adults
	Service Limitations for Peer Support can be found in the PROMISE manual. Page 28.


	PSR
	Service Limitations for PSR can be found in the PROMISE manual. 

	SAP
	The SAP program will only be contracted to providers that also provide ACT/ICM services. 


	Service
	Rates

	ACT
	The billing codes and rates can be found in the PROMISE manual. Pages 276, 281-282.

	ICM
	The billing codes and rates can be found in the PROMISE manual. Pages 269-270, 276-277.


	Community Psychiatric Support and Treatment (CPST)
	The billing codes and rates can be found in the PROMISE manual.  Page 16.


	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)
· Outpatient Individual and Group Therapy
· Outpatient Psychiatry
· Peer Support
· Intensive Outpatient Therapy
	The billing code and rate can be found in the Delaware Adult Behavioral Health DHSS Service Certification and Reimbursement Manual.  https://www.dhss.delaware.gov/dhss/dsamh/files/stateplanmanual11012016.pdf 

	IESS
	The billing codes and rates can be found in the PROMISE manual.  Page 85.

	IADL
	The billing codes and rates can be found in the PROMISE manual. Page 34.

	PSR
	The billing codes and rates can be found in the PROMISE manual.  Page 41.


	SAP
	SAP is a cost-reimbursed housing program.



[bookmark: _Ref524531947][bookmark: _Toc524546087][bookmark: _Ref524543637]Table 3: Value-Added Services

	Value-Added Services (Optional services that must be provided by each Provider)

	Service
	Scope of Service

	Benefits Counseling
	Scope of work for Benefits Counseling can be found in the PROMISE manual. Page 21.


	Community Transition Services
	Scope of work for Community Transition Services can be found in the PROMISE manual. Page 90.

	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)
· Medication Assisted Treatment (MAT)
· Partial Hospital

	Financial Coaching Plus
	Scope of work for Financial Coaching Plus can be found in the PROMISE manual. Page 23.


	Individual Employment Support services (IESS)
	Scope of work for IESS can be found in the PROMISE manual. Page 81.

	Instrumental Activities of Daily Living/Chore (IADL)
	Scope of work for IADL can be found in the PROMISE manual. Page 78.


	Nursing Services
	Scope of work for Nursing Services can be found in the PROMISE manual. Page 59.

	Personal Care
	Scope of work for Personal Care services can be found in the PROMISE manual. Page 62.


	Respite
	Scope of work for Respite services can be found in the PROMISE manual. Page 66.


	Service
	Service Limitations

	Benefits Counseling
	Service Limitations for Benefits Counseling can be found in the PROMISE manual. Page 21.

	Community Transition Services
	Service Limitations for Community Transition Services can be found in the PROMISE manual. Page 90.


	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)
· Medication Assisted Treatment (MAT)
· Partial Hospital
	

	Financial Coaching Plus
	Service Limitations for Financial Coaching Plus can be found in the PROMISE manual. Page 23.


	IESS
	Service Limitations for IESS can be found in the PROMISE manual. Page 82.


	IADL
	Service Limitations for IADL can be found in the PROMISE manual. Page 78.


	Nursing Services
	Service Limitations for Nursing services can be found in the PROMISE manual. Page 60.


	Personal Care
	Service Limitations for Personal Care services can be found in the PROMISE manual. Page 63.


	Respite
	Service Limitations for Respite services can be found in the PROMISE manual. Page 66.


	Service
	Staffing

	Benefits Counseling
	Staffing for Benefits Counseling can be found in the PROMISE manual. Page 21.


	Community Transition Services
	Staffing for Community Transition Services can be found in the PROMISE manual. Page 91.


	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)
· Medication Assisted Treatment (MAT)
· Partial Hospital
	

	Financial Coaching Plus
	Staffing for Financial Coaching Plus can be found in the PROMISE manual. Page 23.


	IESS
	Staffing for IESS can be found in the PROMISE manual. Page 83.


	IADL
	Staffing for IADL can be found in the PROMISE manual. Page 79.


	Nursing Services
	Staffing for Nursing services can be found in the PROMISE manual. Page 60.


	Personal Care
	Staffing for Personal Care services can be found in the PROMISE manual. Page 64.


	Respite
	Staffing for Respite services can be found in the PROMISE manual. Page 67.


	Service
	Service Limitations

	Benefits Counseling
	Service Limitations for Benefits Counseling can be found in the PROMISE manual. Page 21.


	Community Transition Services
	Service Limitations for Community Transition Services can be found in the PROMISE manual. Page 90.


	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)
· Medication Assisted Treatment (MAT)
· Partial Hospital
	

	Financial Coaching Plus
	Service Limitations for Financial Coaching Plus can be found in the PROMISE manual. Page 23.

	IESS
	Service Limitations for IESS can be found in the PROMISE manual. Page 82.


	IADL
	Service Limitations for IADL can be found in the PROMISE manual. Page 78.

	Nursing Services
	Service Limitations for Nursing services can be found in the PROMISE manual. Page 60.


	Personal Care
	Service Limitations for Personal Care services can be found in the PROMISE manual. Page 63.


	Respite
	Service Limitations for Respite services can be found in the PROMISE manual. Page 66.


	Service
	Rates

	Benefits Counseling
	The billing code and rate can be found in the PROMISE manual. Page 22.

	Community Transition Services
	The billing code and rate can be found in the PROMISE manual. Page 90.


	Comprehensive Outpatient Behavioral Health Treatment (CBHOT)
· Medication Assisted Treatment (MAT)
· Partial Hospital
	The billing code and rate can be found in the Delaware Adult Behavioral Health DHSS Service Certification and Reimbursement Manual.  https://www.dhss.delaware.gov/dhss/dsamh/files/stateplanmanual11012016.pdf 

	Financial Coaching Plus
	The billing code and rate can be found in the PROMISE manual. Page 24.

	IESS
	The billing code and rate can be found in the PROMISE manual. Page 85.


	IADL
	The billing code and rate can be found in the PROMISE manual. Page 80.


	Nursing Services
	The billing codes and rates can be found in the PROMISE manual. Page 61.


	Personal Care
	The billing codes and rates can be found in the PROMISE manual. Page 65.


	Respite
	The billing codes and rates can be found in the PROMISE manual. Page 73.
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[bookmark: _Toc524546088]Key Outcome Indicators

Below are sample performance measures. Provider will report on x performance measures linked to program outcomes from the list below. 

	Measure Description Not Peer Reviewed

(Technical Specifications, if available, will be listed separately for all measures of further interest to DSAMH)
	Source

	Key
	*
	2013–2015 Core Set of Health Care Quality Measures for Medicaid Health Home Programs (Health Home Core Set) 

	+
	SAMHA National Outcomes Measures (NOMS) Domains

	#
	CAHPS Measures of Patient Experience 

	!
	Existing HEDIS Quality Measures

	++
	2019 HEDIS Quality Measure Updates

	B
	SAMHSA Block Grant Application

	C
	CRF Reports

	@
	CCBHC Measure



	

	Clinical

	 Controlling High Blood Pressure (CBP)*@
	NCQA[footnoteRef:1] [1:  NCQA = National Committee for Quality Assurance] 


	 Plan All-Cause Readmission Rate (PCR)*@
	NCQA

	 Adult Body Mass Index Assessment (ABA)*
	NCQA

	 Risk of Continued Opioid Use++
	NCQA

	 Follow-Up After Emergency Department Visit for Mental Illness!
	NCQA

	 Use of Opioids at High Dosage!
	NCQA

	 Use of Opioids from Multiple Providers!
	NCQA

	Quality Indicator (PQI) 92: Chronic Conditions Composite (PQI92)
	AHRQ[footnoteRef:2]  [2:  AHRQ = Agency for Healthcare Research & Quality] 


	Abstinence from drug use and alcohol abuse - Decreasing symptoms of mental illness and improved functioning +
	NOMS

	Resilience and sustaining recovery (getting and keeping a job or enrolling and staying in school; decreased involvement with the criminal justice system; securing a safe, decent, and stable place to live; social connectedness to and support from others in the community such as family, friends, co-workers, and classmates)+
	NOMS

	Drug Use ReducedC
	Hospital Discharge 

	Deaths by Suicide (SUIC)
	CCBHC

	Suicide Attempts (SU-A)
	CCBHC

	Quality of Care

	Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (IET)*
	NCQA

	Follow-Up After Hospitalization for Mental Illness (FUH) *
	NCQA

	Adult Follow-Up After Hospitalization for Mental Illness (FUH-BH-A)
	CCBHC

	Child Follow-Up After Hospitalization for Mental Illness (FUH-BH-C)
	CCBHC

	Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence (FUA)!@
	NCQA

	Follow-Up Care for Children Prescribed Attention-Deficit/ Hyperactivity Disorder (ADHD) Medication (ADD-BH)
	CCBHC

	Unhealthy Alcohol Use Screening and Follow-Up!
	NCQA

	Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment!@
	NCQA

	Identification of Alcohol and Other Drug Services!
	NCQA

	Telehealth for Behavioral Health Measures!
	NCQA

	Depression Screening and Follow-Up for Adolescents and Adults!
	NCQA

	Screening for Clinical Depression and Follow-Up Plan (CDF) *
	CMS[footnoteRef:3] [3:  CMS = Centers for Medicare & Medicaid Services] 


	Care Transition – Timely Transmission of Transition Record (CTR) *
	AMA-PCPI[footnoteRef:4] [4:  AMA/PCPI = American Medical Association-Physician Consortium for Performance Improvement] 


	Increased access to services for both mental health and substance abuse+
	NOMS

	Retention in services for substance abuse or decreased inpatient hospitalizations for mental health treatment+
	NOMS

	Quality of services provided (client perception of care, cost-effectiveness, use of evidence-based practices in treatment)+
	NOMS

	Prescriptions and medication administration at the state run CMHCs, and certain contractual Community Mental Health (CMH) and Substance Abuse (SA) treatment programsB
	Block Grant: Quality & Data 

	Opiate Prevention and Early InterventionB
	Block Grant: Planning Tables

	Alcohol Abuse prevention and early interventionB
	Block Grant: Planning Tables

	Increased access to servicesB
	Block Grant: Planning Tables

	Reduced Utilization of Psychiatric Inpatient BedsB
	Block Grant: Planning Tables

	Increase access to substance abuse treatment servicesB
	Block Grant: Planning Tables

	Increase Housing/Residential Treatment Options to Pregnant Women and Women with Dependent ChildrenB
	Block Grant: Planning Tables

	Reduce Number of Opioid OverdosesB
	Block Grant: Planning Tables

	Increase number of people receiving MAT services through DSAMH contractsB
	Block Grant: Planning Tables

	Increase Utilization of Residential Treatment BedsB
	Block Grant: Planning Tables

	Time to Comprehensive Person and Family-Centered Diagnostic and Treatment Planning Evaluation (TX-EVAL)
	CCBHC

	Documentation of Current Medications in the Medical Record (DOC)
	CCBHC

	Preventive Care & Screening: Adult Body Mass Index (BMI) Screening & Follow-Up (BMI-SF)
	CCBHC

	Body Mass Index Assessment for Children/Adolescents (WCC-BH)
	CCBHC

	Preventive Care & Screening: Tobacco Use: Screening & Cessation Intervention (TSC)
	CCBHC

	Preventive Care & Screening: Unhealthy Alcohol Use: Screening & Brief Counseling (ASC)
	CCBHC

	Child and Adolescent Major Depressive Disorder: Suicide Risk Assessment (SRA-BH-C)
	CCBHC

	Adult Major Depressive Disorder (MDD): Suicide Risk Assessment (SRA-A)
	CCBHC

	Screening for Clinical Depression and Follow-Up Plan (CDF-BH)
	CCBHC

	Depression Remission at Twelve Months (DEP-REM-12)
	CCBHC

	Follow-Up After Emergency Department Visit for Mental Illness (FUM)
	CCBHC

	Diabetes Screening for People with Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic Medications (SSD)
	CCBHC

	Diabetes Care For People With Serious Mental Illness: Hemoglobin A1c (HbA1c) Poor Control (>9.0%) (SMI-PC)
	CCBHC

	Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM)
	CCBHC

	Cardiovascular Monitoring For People With Cardiovascular Disease and Schizophrenia (SMC)
	CCBHC

	Adherence to Mood Stabilizers for Individuals with Bipolar I Disorder (AMS-BD)
	CCBHC

	Adherence to Antipsychotics for Individuals with Schizophrenia (SAA-BH)
	CCBHC

	Antidepressant Medication Management (AMM-BH)
	CCBHC

	Satisfaction

	Measures of Patient Experience
	CAHPS[footnoteRef:5] [5:  Consumer Assessment of Healthcare Providers and Systems] 


	DSAMH Consumer Satisfaction Survey
	DSAMH

	Patient Experience of Care Survey (PEC)
	CCBHC

	Youth/Family Experience of Care Survey (Y/FEC)
	CCBHC

	Other

	Primary employment during last 30 daysC
	Discharge

	Number of arrests 30 days prior to dischargeC
	Discharge

	Current legal environmentC
	Discharge

	Rate of uninsured population
	DMMA

	Housing Status (HOU)
	CCBHC



	Program Specific Measures

	Data Source
	ACT/ICM
	CPST/PSR
	CBHOT
	

	Consumer Report Forms (by Client)
	X
	X
	X
	

	Client Invoicing/Service Detail (by Client)
	X
	X
	X
	

	Insurance Status (by Program)
	
	X
	
	

	Tenant Status Report (by Client)
	
	
	
	

	Outcomes Reporting
	X
	X
	
	

	
	
	
	
	

	Measure
	ACT
	ICM
	CBHOT
	CPST/PSR

	Homelessness during Month
	X
	X
	X
	X

	Arrests
	X
	
	X
	

	Entering Prison
	X
	
	X
	

	Psych Hospitalizations
	X
	X
	X
	X

	Psych Hospital Days
	X
	X
	
	X

	Number of clients receiving less than 10 contacts per month
	X
	(less than 4) X
	
	

	Emergency Department Visits
	X
	X
	
	

	Competitive Employment (<10 hrs/wk)
	X
	
	
	X

	Competitive Employment (10-20 hrs/wk)
	X
	X
	
	X

	Competitive Employment (20+ hrs/wk)
	X
	X
	
	X

	Number not employed but receving vocational services (as defined by ACT)
	X
	X
	
	X

	Outpatient Commitments
	X
	X
	X
	X

	% of Services in Community
	X
	X
	
	

	Number in SAP
	X
	X
	
	

	Total Served
	X
	X
	X
	X



	Outcomes and Process Measures with Medicaid and HEDIS Considerations

	Outcomes Measures
	Process Measures
	Structural Measures
	CBHOT
	ACT/ICM

	1. Decrease in fatal and nonfatal opioid-related overdoses
	% of people living with Opioid Use Disorder (OUD) counseled on naloxone use
	% of staff who have received naloxone training
	YESfor those with OUD
	YESfor those with OUD

	2. 
	% of people who are living with OUD prescribed naloxone
	# of staff who have received train-the-trainer naloxone training
	
	

	3. 
	% of people who had a previous overdose who are prescribed naloxone
	 
	
	

	4. Reduce SUD-related infectious disease transmission
	Human Immunodeficiency Virus/Hepatitis C Virus (HIV/HCV) screening for people living with OUD or Substance Use Disorder (SUD)
	Assessment of substance ingestion modality
	YESfor those with any SUD diagnosis
	YESfor those with any SUD diagnosis

	5. 
	% of people living with OUD/SUD who have received HIV/HCV risk counseling
	
	
	

	6. 
	% of people living with OUD/SUD and HIV/HCV who are referred to treatment
	
	
	

	7. 
	% of Injecting Drug Users (IDU) who are referred to, and prescribed Pre-Exposure Prophylaxis,  (PrEP)
	
	
	

	8. 
	% of people men (aged 9-21) and women (aged 9-26) who receive or have received a Human papillomavirus  (HPV) immunization
	
	
	

	9. Increase Medication Assisted Treatment (MAT) use among people living with OUD.
	% of people living with OUD who are prescribed MAT
	Type of MAT modality prescribed
	YESfor those with OUD
	YESfor those with OUD

	10. 
	% of people who are prescribed MAT who adhere to treatment
	
	
	

	11. 
	% of people who are prescribed MAT who are referred to mental health and/or psychosocial services
	
	
	

	12. 
	% of people who are prescribed MAT who receive mental health and/or psychosocial services
	
	
	

	13. Increase post-partum MAT treatment for women who have given birth to infants with Neonatal Abstinence Syndrome (NAS).
	% of mothers who deliver infants with non-MAT related NAS who are referred to treatment
	 
	YESfor those with OUD
	YESfor those with OUD

	
	% of mothers who deliver infants with non-MAT related NAS who are prescriber MAT
	
	
	

	
	% of mothers who deliver infants with non-MAT related NAS who adhere to MAT
	
	
	



