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Section One: Introduction & General Principles

1.1 Purpose ofthis Manual

The purpose for the Behavioral Health Policy & Billing Manual (BH Manual) is to provide a
reference for the policies and processekted toBehavioral Healthfor administration of
Medicaid behavioral health services, as defined in New Mexico Administrative Code (NMAC),
Section 8.321.2 The BH Manual will also provide supplemental material as dire¢toithe
Managed Care Organizations (MCOSs).

The BH Manual was developed by tHeman Servd e s De p ar t mMeditabAssistatdeS D 6 s )
Division (MAD), Behavioral Health Services Division (BHSD), and the Children, Youth and
Famiies Department (CYFD). The provisions of the BH Manual reflect the general operating
policies and essential procedusggecific to behavioral health services, are not all inclusive, and

may be amended or revoked at any time by the HEfDere is a conflict between the BH Manual

and the NMAC rules, the NMAC rules will control.

TheBH Manual will be updated on a regular basis, and HSD reserves the right to change, modify
or supersede any of these policies and procedures with or without notice at anfgipaicies

are revised throughout the year, they will be incorporated int8th#&anual. TheBH Manual

may be viewed or downl o a dvevi.hsfl.stabemm.idsAdDan gshe h o0 me
Network of Carénttp://newmexico.networkofcare.dmh/. A summary list of the policy revisions

will also be posted each year.

TheBH Manual will be issued and maintained by HSD. It is the responsibility pf@aidersand
entities affiliated with Medicaid in New Mexico to revieand be familiar withthe BH Manual
and any amendments.

The reader should also refer to the Behavioral Health Fee Schedule which has information on
providers who can bill specific procedure codes, payment information, referring and rendering
provider requirements, and infoaton on billing units.

1.2 SevereEmotional Disturbance (SED): seeappendixA for NM Statedefinition.

1.3 SeriousMental Illness (SMI): seeappendixB for NM Statedefinition.
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1.4 Trauma Informed Care (TIC)

Trauma Informed Care is an organizationalstructureand treatmentframework that involves
understanding;ecognizingandrespondingo the effectsof all typesof trauma

Behaviorahealthprovidersareawareof thepervasiveadversempactof traumacommonlyfound
with personsvho areexperiencingnentalhealthand/orsubstancesedisordersTheentiresystem
of careis thereforedesignedo be traumainformedto createa healingenvironmenthat utilizes
evidenceebasedvestpracticedn thetreatmenprocesdrom intake to discharge.

Accordingto the SubstanceAbuse and Mental Health ServicesAdministratiord §$S AMHSA 6 s
conceptof a traumainformed approach,fi Aprogram,organization,or systemthat is trauma
informed:

1) Realizeghe widespreadmpactof traumaandunderstandpotentialpathsfor
recovery;

2) Recognizethe signsandsymptomsof traumain clients,families, staff, andothers
involvedwith the system;

3) Respondsy fully integratingknowledgeabouttraumainto policies,procedures,
andpracticesand

4) Seekdo activelyresistre-traumatization

A traumainformed approachcanbe implementedn anytype of servicesettingor organization
andis distinct from traumaspecificinterventionsor treatmentghat are designedspecificallyto
addresshe consequencesf traumaandto facilitate healing.

A traumainformedapproachreflectsadherenceo six key principlesratherthana prescribedset
of practicesor proceduresTheseprinciplesmaybegeneralizablecrossnultiple typesof settings,
althoughterminology and applicationmay be setting or sectorspecfic. All areasbelow cite
examplesbut arenotlimited to thoseexamples:

1) Safety
No chairsin the centerof awaiting roomonly alongwalls, not askingclients
to sit with their backstowardany entryways practicingandmodelingconsent
with touchandspaceandrespectinghe wishesof peoplewho needmore
spaceor notouch.

2) TrustworthinesgandTransparency
Communicatingexactlywhatwill happemextat everystepof service clearly
explainingservices who,why, when,whereandhow, keepingto any
agreementmadel notbeinglateandfollowing through. Do notassumehat
asaprovideryouwill betreatedastrustworthy;demonstrat&ehaviorthat
earnghetrustof your clients.

3) Peersupport
Havingpees aspartof your staffteamsandallowing themto beaccessibléo
clients;provideappropriateandhealthysupportfor peers.
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4) Collaborationandmutuality
Seekingheinputof all partiesinvolved; no unilateraldecisionmakingabout
thedirectionof acase;i n o t dboutugithoutu s tbeatingotherswith
high level of respectcompassionanddignity while assuminghe positive
intentionof all people.

5) Empowermentyoiceandchoice
Findingandfosteringtheindividual strengthf all peopleandleveraging
them;creatingandholdingspacegor peopleto communicateheir opinions,
ideasandhopes.andthenfollowing up with opportunitiefor choicein any
givensituation.

6) Cultural,Historical,andGenderssues
Practicingculturalawarenesandcuriositywhile understandinghatthereare
eventsthathaveoccurredthatprofoundlychangé aculture. Historical
traumacanincludegenocideslavery,forcedrelocation,and destructiorof
cultural practicesamongotherthings.Many of thesethingsarestill occurring
today;it is critical to welcomedialogueandopinionson theseexperienceslt
is nottraumainformedto speakfor a culturethatyou do notidentify asbeing
apartof; noris it traumainformedto call outa memberof your communityto
bea spokespersofor aparticularcultureor historicalevent.Recognizehat
therearegenderdisparitiesthataffectall aspectof ourwork, including
limiting genderto a binary, birth definition. Genderandsexualityarepartof
individual humanidentity andaresometimesot recognizedwithin our
patrionormativeandheteronormativeulture. This canhavea very traumatic
effecton clientsandstaff. Traumainformedwork includesawarenessf the
spectrunof identity andcreatingbraveandcourageouspacefor peopleto be
fully themselves.

FromS A MH S Adrspectiveit is critical to promotethe linkageto recoveryandresiliencefor
thoseindividuals and families impaded by trauma.Consistentwith S A MH S Aléfisition of
recovery,servies and supportsthat are traumainformed build on the bestevidenceavailable;
consumeandfamily engagemenempowermentandcollaboration.

Traumaspecificinterventionprogramsgeneally recognizethefollowing:

1 Thesurvivor'sneedto berespectedinformed,connectedandhopeful

1 Theinterrelationbetweertraumaandsymptomsof traumasuchassubstancabuse,
eatingdisordersdepressionandanxety; and

i The needto work in a collaborativeway with survivors,family andfriendsof the
survivor, and other human servicesagenciesin a mannerthat will empower
survivorsandconsumers.

Exhibits/AppendicegForms

AppendixC: Monitoring Tool for Traumalnformed Care(TIC) A suggestedool for useby
administrators,providers, and survivorconsumersto use in the development,
implementationevaluationand ongoingmonitoringof traumainformedprograms.

AppendixD: CreatingCulturesof TraumalnformedCare
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1.5 Recoveryand Resiliency

A. Recovery

The procesof recoveryis highly personabndindividualized. Its definition is reflectiveof what
challenge®achpersonhasovercomesothatchallengenolongerimpedesn thatp e r squality s
of life. Recoveryis characterizedy continual growth and improvementin o n eh@adthand
wellnesssocialandspiritualconnectionandrenewedourpose.A p e r srecavérgs areflection
of their strengthstalents,copingabilities, resourcesandinherentvalues. It is holistic, addresses
the whole persa, the personin their community,andis supportedy peers friends,andfamily
members.

Recoverymay include clinical treatment,medications,faith-basedapproachespeer support,
family supportself-care,andotherapproachesl heserecoverysupportservicesareculturallyand
linguistically appropriateto facilitate individuals and families to work toward recoveryfrom
mentaland/orsubstanceseproblemsand/ortraumaTheyincorporateafull rangeof social,legal,
and other servicesthat facilitate recovery,wellness,and linkage to, and coordinationamong
serviceprovidersandothersupportsncluding their families. This approacthasbeenshownto
improvequality of life for peopleseekingrecovery.

Recoverysupportservicesalso include accessto evidencebasedpracticessuch as supported
employment,supportededucation,supportivehousing,assertivecommunity treatment,disease
managementand peeroperatedservices. Recoverysupportservicesmay be provided before,

during, or afterclinical treatmenbor may be providedto individualswho arenotin treatmentut

seeksupportservicesTheseservicesprovidedby professionalandpeersaredeliveredthrough

avarietyof communityandfaith-basedyroups treatmenproviders,schoolsandotherspecialized
services.

SAMHSA hasdelineatedour majordimensionghatsupportalife in recovery:

1 Health - overcomingor managing n edde;ase(sdr symptomsForexample,
abstainingrom useof alcohol,illicit drugs,andnon-prescribednedicationsf
onehasanaddictionproblem,andfor everyonan recovery,makinginformed,
healthychoicesthatsypportphysicalandemotionalwell-being

2) Home - havinga stableandsafeplaceto live.

3) Purpose- conductingmeaningfuldaily activities,suchasaworking, school
volunteerismfamily caretakingpr creativeendeavorsandhavingthe
independencancome,andresourceso participatein society

4) Community - havingrelationshipsandsocialnetworksthatprovidesupport,
friendship,love,andhope

B. Resiliency

Resiliencyis theability to fi b o ubnaccélora adversetraumatic,or highly stressfuexperiences.
Resilienceis the positive and protectiveresponsehat manyindividuals cultivate to move past
negativeeffectsof atraumaticexperienceThoughtheremight not be specificevidencanformed
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approacheto teachresiliency afocuson strategicallytimed, culturally relevant,comprehensive
programsacrosamultiple settingsthatareof sufficientlengthanddepthto addresshe magnitude
of the problem,canmaximizeoutcomes.Additionally, becausehe effectsof interventionamight
be delayed,unexpectedor indirect, it is importantto considermore complexmodelsof change
and monitor outcomeover time, in multiple domainsand at multiple systemlevels. Such
comprehensiv@reventionapproachescknowledgehe multiplicity of risks andthe cumulative
traumathatmanychildrenandadultsfaceandemphasiz¢éheimportanceof promotingcompetence
andbuilding protectionacrossmultiple domainsin orderto achievea positiveoutcome.
(retrievedfrom: apa.org2018).
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16 Cultural Competency

Culturally competent health care is achieved by identifying and understanding the needs-and help
seeking behaviors of individuals and families (Goode, 2082xctices are designed and
implemented to match the unique needs of individuals, children, families, organizations and
communities served. Culturally competent systems of care are driven by consumer preferred
choice, not by culturally blind or cultuifeee interventions. Culturally competent practice also
includes a service delivery model that recognizes mental health as an integral and inseparable
aspect of primary health care. Services and support are delivered in the preferred language and/or
mode of delery of the population served; and written materials are translated, adapted, and/or
provided in alternative formats based on the needs and preferences of the population. Culturally
competent interpretation and translation services comply with all re¢lbx@eral, state, and local
mandates governing language access; and clients receive high quality, culturally appropriate care
(Goode, 2002).

AppendixE: Promoting Cultural Diversity and Cultural Competen8elf Assessment Checklist
for PersonnéProviding Services and Supports to Children with Disabilities & Special Health Care
Needs, NCCC, GUCDG5o00de, T. (2002).
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1.7 Clinical Supervision

Clinical supervision instructs, models, and encouragesself-reflection of the super vi seeod
acquisitionof clinical practiceandadministrativeskills throughobservationevaluationfeedback,
andmutualproblemsolving. However theremaybeopportunityin which theclinical supervisor

choosedo give professionaldirection basedon experiencegxpertise,and/or ethical or safety
concernsClinical supervisioris deliveredwithin thesupervisor'professionapracticeandethical

standards.

Clinical supervisionis providedto all treatment/clinicaktaff who are eitheremployedor under
contractby anagencyor anindividual provider. The Clinical Supervisor:

1 Meets the standards for clinical supervision as defined by their professional practice
board,;
1 Provides supportc onsul t ati on, and oversight of

assessment of needs; diagnoses/differential diagnoses, mental health (MH),
substance abuse (SA) and-@wcurring disorders (COD); clinical reasoning and
case formulation, to include documentatiortreatment planning and
implementation; refining treatment goals and outcomes; selecting interventions and
supports; coordination of care; and tracking and adjusting interventions;

1 Continuously reviews and adj usssatus,nt er v

success and challenges;

Teaches the importance of retaining continuity throughout all documentation;

Ensures plans, interventions, goals and supports are appropriate to diagnosis;

Addresses the supervisee's stepsricseu r e  a ¢ o nisvalvamantéasall act i v

levels andensures theonsumed soice and choice are @dy represented and

documented;

1 Assures that discharge planning starts at the initiation of treatment and is
continually developed throughout treatment. The discharge plan sssugeing
support f or contimeedrecoverg andnseiacdss

1 Assures that appropriate safety, crisis management and advanced directive plans
are in place tethe onset of service delivery; and

1 Addresses ethics and ethical dilemmas, (aligned prifessional practice board).

= =4 =

Clinical Supervisorswill documenthe date,duration,andthe contentof the supervisionsession
for their supervisee(s)which may include a professionaldevelopmentplan. All documents
pertainingto clinical supervisiorwill bereadilyavailableto thesupervisee.

Notethata provideror providergroup,otherthananagencyauthorizedo utilize norrindependent
practitioners,or one with a clinical supervisioncertificate, cannotbill for the servicesof a
supervisedpracitioner exceptas specifically allowed as part of an educationalprogram. For
example,a service renderedby a nonindependentlylicensed practitioner, cannot be billed
showingthe supervisorastherenderingprovider,unlessbilled by an agencythatholds a clinical
supervisiorcertificate,or the supervisions beingprovidedaspartof the educationaprogramof
theunlicensedractitioner.
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A. Exhibits/Appendices/Forms

AppendixF: Clinical SupervisionimplementationGuide: A practicalimplementation
guidefor communitybasedbehaviorahealthorganizations

B. Resources
American PsychologicalAssociation. (2014). Guidelinesfor Clinical Supervisionin Health

Service Psychology. Retrieved from http://www.apa.org/about/policy/quidelines
supervision.pdf

Associationfor CounselorEducationand Supervision(ACES) of the American Counseling
Association. (2011). Best Practicesin Clinical Supervisionof the Association for
CounselorEducationand Supervision(ACES)/Division of the American Counseling
Associaton. Retrieved from: https://www.acesonline.net/sites/default/files/ACB&st
Practicegn-clinical-supervisiordocumemFINAL _0_0.pdf

FalenderC. A., Grus,C., McCutcheonS.,GoodyearR. K., Ellis, M. V., Doll, B.,é Ka s | No w,
J.(2016).Guidelinesfor clinical supervisionn healthservicepsychology:Evidenceand
implementation strategies. Psychotherapy Bulletin, 51(3), 6-16. Retrieved from:
http://societyforpsychotherapy.org/vgontent/uploads/2016/10/Appenebpecial
Feature.pdf

Falender,C. A., & ShafranskeE. P. (2004). TherapistEvaluation Checklist as adaptedand
reprintedn Clinical SupervisionA CompetencyBasedApproach WashingtonDPC: APA.
Original  author is Susan Hall-Marley  (2000). Retrieved from:
http://calender.com/Appendix%2013.6.TherapistEvaluationChecklist.html

FalenderC. A., & Shafranskek. P.(2004).SupervisoiEvaluationFormasadaptedandreprinted
in Clinical SupervisionA CompetencBasedApproad. WashingtonPC: APA. Original
author IS Susan Hall-Marley (2001). Retrieved from:
http://calender.com/Appendix%2013.5%20%20Hall%20Marley%20SUPERVIS@REV
LUATIONFORM.pdf
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1.8 Supervisory Certification
A. Purpose

To create a process and expectation that quality clinical supervision is occurring for non
independently licensed clinicians working within agencies so that they may imanovenhance
their clinical practice as they move forward to their independent license.

B. Policy

The request for certification demonstrates that the agency is in alignment with the clinical
supervision requirements under the Clinical Supervision section é¢fdhcy andBilling Manual.

If an agency was previously approved under the OptumHealth Supervisory Pribtatabency

need not request new certification. However, grandfathered agencies must have their rosters
approved by BHSD prior to MCO contractingpproval from BHSD requires all providers to
submit rosters to the MCOs for contracting their+matependently licensed clinicians.

Behavior Health Agencies and Opioid Treatment Programs qualify for Supervisory
Certification. Agenciesmusthold anagencyNPI andMedicaid numberandeachrendering
provider,whetherindependentlyicensedor nonrindependentlyicensed mustalsohold their
own NPl andMedicaidnumber.

Follow theinstructionsn the SupervisoryCertificationAttestation Appendixl. Noteeachitem
in the attestationas the agencymust have policy and procedurego validatewhat they have
attestedto. BHSD reservesthe right to perform a retrospectivereview of agencieswith
SupervisoryCertification. Thesereviewsmay include a deskaudt of policy and procedure,
supervisiordocumentatiorpersonnetecordstreatmentecordsaswell asqualityimprovement
records.

Services approved for supervisory certification include:

1 90791- psychiatric diagnostic evaluation
1 90832, 90833, 90834, 886, 90837, 90838psychotherapy
1 90846, 90847, 90849, 9085%mily and group psychotherapy

C. Definitions

Clinical Supervisor - refers to an independently licensed practitioner approved by their
professional licensing board to provide clinical supervision. Examples include: LISW/LCSW,
LPCC,LMFT, LPAT, psychologist, psychiatrist, and LADAC fsubstance use disord&yD)

only.

Mast er 6 s -independeht Bh jorafessional- LMHC, LMSW, LPC, LAMFT, LSAAs,
psychology interns & pogioctoral students.

Unlicensed BH staffFa mast er 6s | ev el ,pkyeholagy internpralicensuesia | t h
psychology post doctorate student; certified peer support wopkewisional or temporary
licensuresor certified family peer support worker.
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D. Procedures
See process flow for detalil
E. Exhibits/Appendices/Forms

Appendx G:  Supervisory Certification Roster of Approved Agencies
Appendix H:  Supervisory Certification Process Flow

Appendix I: Supervisory Certification Attestation Form
Appendix II:  Clinical Supervision Implementation Guide: Practical Resources and
Tools

https://www.nmbhpa.org/clinicadupervisionimplementatiorguide/
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19 Quality
Vision

The vision of continuousquality programingsupportsongoing,customeifocused,datadriven,
andoutcomebasedapproacheto servicedelivery. We aremindful of the communityservedand
the needfor improvingaccesghroughoutthe state. Behavioralhealthservicesystemsshall be
anchoredn thebelief of resiliencyandrecovery.

In order for New Mexicansto succeedand lead healthierlives, agenciesand providersare
encouragedo have continuousquality improvementcore values that positively impact the
individual in service the community andotherstakeholdersThesecorevaluesare:

1 Customer-focused, recoveryoriented, with an emphasis to clinical excellence
Services that promote and preserve seihg and expand choices to support
personcentered goals that are culturally and linguistically appropriaigecting
clinical excellence that improves quality of care, expands services and access to
services, and achieves outcomes that are recovery oriented, with an emphasis and
support to train clinical staff in evident®sed approaches and interventions.

1 Communication with compassion and respect- A commitment to
compassionate, respectful communication that provides appropriate, consistent,
and accurate information through active listening, sharing ideas, cooperative
problemsolving, tact, and courtesyhile valuing all contibutions.

1 Improvement, innovations, and integrity - A commitment to implementing
innovative processes that are continually reviewed and improved, while
understanding that incremental changes do make an impact, and that there are
always ways to make thys better. All operations are conducted in an honest,
fiscally responsible, ethical manner with dedication to quality that meets and
exceeds customer expectations.

1 Staff Development- A commitment to providing a work environment that fosters
teamwork,mutual support, learning and development, recognition, and effective
leadership while recognizing that effective programs require the involvement of a
prepared and informed staff at all levels.

i Inclusive and DiversePartnerships - A commitment to focusinggn common
goals through collaboration, teamwork, and consebsilding while sustaining
the development of strong, positjiMengterm relationships between staff and
stakeholders. These partnerships are diverse, creative, supportiaealvdays
focused on supporting our quality improvement mission.

i Data Driven - A commitmentto the creation of successful processes and informed
decisions that use data to inform practice and quality improvement policy.

Our missions are tomprove access to qualibehavioral health care for New Mexicans and to
reduce barriers that prevent acce@bjectives to support those missions and the overall vision for
quality improvement includdout are not limited to:
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Prevention;

Early intervention;

Exceeding the exp&ations of consumers and their families in meeting their
behavioral health needs as they define them;

Ensuring access to services that provide appropriate evitiaiseel treatment and
promising practicdased evidence while promoting and supporting ragove
Services that are culturally and linguistically appropriate;

Effectively and efficiently managingate, federal, and other resources;

Facilitating linkages, consensus building, and collaboration among State agencies,
consumers and their families, aoither public policy makers;

Actively seeking and implementing consumer, provider, and other stakeholder
involvement in the design and delivery of Belated services;

Strengthening integration between behavioral and other health services; and
Increasing halth care innovation and best practice implementation.
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1.10 Mental Health Parity and Addiction Equity Act of 2008

A. General Requirements

1) TheMCO is directedto provideMH/SUD servicesn all benefitclassifications,
i.e. inpatient,outpatientemergencyare,andprescriptiondrugs.

2) TheMCO will cooperatavith HSD to establisranddemonstrat®engoing
compliancewith 42 CFR Part438, subparK regardingparity. Thiswill include
butis notlimited to: participatingin meetingsprovidinginformationrequestedby
the Stateto assessngoingparity complianceworking with the Stateto resolve
anynon-complianceandnotifying the Stateof any changego benefitsor
limitationsthatmightimpactparity compliance.

3) If requestedby HSD,the MCO will conductananalysisto determinecompliance
with 42 CFR Part438,subpar regardingparity andprovidetheresultsof the
analysigto the State.

B. AggregateLifetime or Annual Dollar Limits (AL/ADLS)

The MQO will not apply AUADLS to MH/SUD services (see 42 CFR 438.905)
C. Financial Requirements

1) The MCO will follow State policy regarding gmayment requirements, including
the populations subject to a-payment, the amounff the cepayment,
populations and services exempt frompayments, as well as the eaftpocket
maximum.

2) Quantitative Treatment Limits and Exceptions Process to be applied to &elhavi
Respite Services (T1005)

a. Respite services arariited to a maximum of 100 hours annually per care
plan year provided there is a primary caretaker. Additional hours may be
requested i f an eligible beneficiary
specified limit.

b. For children and youthp to 21 years of age diagnosed with a serious

emotional or behavioral health disorder, respite services are limited to 720
hours a year or 30 days. Additional hours may be requested if an eligible
beneficiaryods heal théspecifiedlinstaf ety need

D. Non-Quantitative Treatment Limitation s (NQTLS)

Per 42 CFR 438.910(d), the MCO will not impose a-gaantitative treatment limitation
(NQTL) for MH/SUD services in any classification, i.e. inpatient, outpatient, emergency
care, or prescription drugs, unlesander the policies and procedures of the MCO as
written and in operation, any processes, strategies, evidentiary standards, or other factors
used in applying the NQTL to MH/SUD services in the classification are compaoable

and are applied no more stringently than, the processes, strategies, evidentiary standards,
or other factors applying the NQTL for physical health services in the classification.
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NQTLs include, but are not limited:tmedical management standarstsndardsfor

provider participation, including reimbursement rates:ffest policies; exclusions based

on failure to complete a course of treatment; and restrictions based on geographic
location, facility type, provider specialty, other criteria thatit the scope or duration of
services; and standards for providing access to-paoticipating poviders (42CFR
438.910(d)(2).

E. Availability of Information

Per 42 CFR 438.915(b), tfdCO will make available to thenember the reason for any
denial by the MCO oreimbursement or payment fisfH/SUD services to the member.
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1.11 Critical Incidents

All agenciesn New Mexico providing BehavioralHealth (BH) senices are requiredto report
Critical Incidentswithin 24 hoursof knowledgeof the occurrenceThecritical incidert(s) should
be reportedto the me mb eMC® and/or Adult ProtectiveServices(APS) or Child Protective
ServiceCPS) asnecessary.

Critical incidentreportingresponsibilitiesandreportingrequirementsnclude:

A.

Home and Community BasedServices(HCBS) critical incidents involving recipients
with a qualifying Category of Eligibility (COE) mustbe reportedon the HSD Critical
IncidentReportingSystemfor thefollowing reportable incidents: abuse; neglect;
exploitation; death; environmentalhazard; missing/eloperant; law enforcement;and
emergencyservices.

Qualifying COEsinclude:001;003;004;081;083;084;090;091;092;093;and094. Also
qualifyingareCOEs100and200, if theyhaveaNursingFacility Level of Care(NF LOC).

BH critical incidents and all Sentinel Events are defined by the Behavioal Health
Critical IncidentProtocol.

1) Critical incidentsinvolving BH servicedor memberswith a non-qualifying COE
mustbereportedon the CentennialCareBehavioralHealthCritical Incidentform
for anyknown, allegedor suspetedeventsof abuseneglectexploitation,
injuriesof unknownorigin or otherreportablencidents.

2) TheMCO shallhavea processanddesignatenefax line to receivecritical
incidentreportsfrom BH providersfor Medicaidrecipients. TheMCO shall
providethis fax numberto HSD andthe MCO contractedBH providernetwork.

3) TheMCO is responsibldor reviewingandensuringcompletefollow up has
occurredregardingall submittedBH critical incidentsreportedoy or on behdf of
theirmembersjncludingAPSandCPS.

4) TheMCO will notify BHSD of all sentineleventsin accordancevith the
BehavioralHealthCritical IncidentProtocol.

MCO processesfor reporting of critical incidents by Behavioral Health Service
Providers

1) Criteria: Thelicensingstatusof the providerandtheeligibility statusof the
recipientdeterminewhichincidentswill bereportedandwhatprocesghe
reportingwill follow. TheMCO is responsibldor collectingandactinguponthe
informaton in eachreportfor its memberdo ensureheme mb éeakbhand
safety,andthedeliveryof quality services. The MCO mustmonitorthe
complianceof its providernetworkrelatedto the rulesandregulationgor
reportingcritical incidents
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2)

3)

4)

BH MANUAL

Sentineleventsaredefinedwithin the BehavioralHealthCritical IncidentProtocol.
This Protocol may be found at http://www.hsd.state.nm.us/providers/critical
incidentreporting.aspx The MCO will notify BHSD of all Sentinel eventsvia
email to hsd.csmbhsd@state.nm.usthin 24 hours of receipt of the Critical
IncidentReport.

All providersarerequiredto reportcritical incidents. Only sentineleventsare
reporteddirectly to the HumanServiceDepartment/Behavior@ervices
Division. Referto the Critical IncidentReportingProtocol(2018)for additiona
informationandreportingresources.

This processloesnot supplantanyreportingrequirementshataremandatedy
anotheragencysuchasthe ChildrenYouth andFamiliesDepartmentAging and
Long Term ServicedDepartmentbr the Departmenof Health.

TheHSD critical incidentweb-basedsystemis usedby homeandcommunity
basedserviceproviderswhoarecontractedvith aMCO to provideCentennialCare
servicesandbenefitsto recipientseligible for the Medicaidcategorieof

eligibility (COEs):001,003,004,081,083,084,090,091,092,093,094,100
(only COE 100recipientswith nursingfacility level of care),and200 (only COE
200recipientswith nursingfacility level of care.

The MCO shalldesignatenefax line andhavea procesgo receivecritical
incidentreportsfrom behaviorahealthprovidersfor Medicaidwith a COE not
listedabove. The MCO shallprovidethis fax numbkerto HSD andto the MCO
contracteehaviorahealthprovidernetwork.

TheMCO shalldirectadultbehaviorahealthproviderfacilities asfollows:
a. For CentennialCare(CC) or Feefor Service(FFS)memberseceiving
adultbehaviorahealh services:

0] A CC/FFSme mb «€OBcanbefoundontheNew
Mexico MedicaidPortal:
https://nmmedicaid.portal.conduent.com/static/index.htm

(i) If the memberhasa COE listed above,the CIR is entered
into the HSD web-basedcritical incidentreportingsystem:
https://criticalincident.hsd.state.nm.us
1 CC: Whenonline accesss not an option the CIR

form shallbefaxedto the MCO designatedax line.
The MCO is responsiblefor enteringthesereports
into the CIR portal website listed above and is
responsiblefor reviewing and ensuring complete
follow up has occurredon all submitted critical
incidentsreportedon theirmembers.

i FFS: Whenonline accesss not an optionthe CIR
form shall be faxedto HSD/MAD Quality Bureau
(505 827-3195. The HSD/MAD Quality Bureauis
responsiblefor reviewing and ensuring complete
follow-up hasoccurred.
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(i)  Forrecipientsof behaviorahealthservicesvho haveCOE
095 (Medically FragileWaiver)or COE096
(DevelopmentabDisability Waiver) CIRsshouldbe
reportecto: NM Departmenbf Health(DOH) Incident
ManagemenBureau;phone:(800)445-6242;fax: (505
584-6057.

(iv)  ForCCmemberaith a COENOT listedabove the
behaviorahealthproviderfacility shallfax thecritical
incidenttotheme mb eMrCd@gjas line, usingan
approvedCIR form from theMCO. TheMCO s
responsibldor reviewingandensuringcompletefollow-up
hasoccurred.

(V) For FFSMedicaidrecipientsthe HSD/MAD Quality
Bureauis responsibldor reviewingandensuringcomplete
follow-up hasoccurred. The CIR shallbefaxedto the
HSD/MAD Quality Bureau (505)827-3195.

(vi) A CIR protocoldocuments availableto assistproviders
with reportingcritical incidentsfor thosemembersvhose
COEfalls outsideof the categorieseportedonthe HSD
portal. A link to the protocoldocumentanbefoundon
the HSD websiteat:
http://www.hsdstate.nm.us/providers/criticaicident

reporting.aspx

D. Critical Incident Reporting for Non-Medicaid Recipients Forrecipientsof behavioral
healthserviceswho areNOT Medicaidrecipients: The adult behavioralhealthprovider
agencyshall fax the critical incidentto BHSD at (505 4769272 using an approved
HSD/BHSDtemplate.BHSD s responsibldor reviewingor providingfollow-up onthese
incidents.

A link to the HSD/BHSD Critical Incident ReportForm templatecan be found on the
HSD website at: http://www.hsd.state.nm.us/providers/criticatidentreporting.aspx
This templatefeaturesdrop-down menuoptions,and can be filled out, saved,and sent
without printing.

E. Summary: TheMCO shallfollow andinstructtheadultbehaviorahealthprovideronthe
requiredprocessesgor reportingcritical incidentsand sentineleventsasrequiredby the
agencyor departmenthat hasthe oversightof the report, including but not limited to:
HSD, DOH, CYFD, ALTSD, andBHSD.

The MCO shall provideinitial andongoingtraining to behavioralhealthprovidersin its
networkon this processat a minimum of oncea calendaryear. Training datesandsites
should be consideredin conjunctionwith other eventsthat are relevantto the same
professionalwithin the behavioralhealth servicemodel. The MCO shall provide the
Adult Behavioral Health Critical Incident Protocol to their adult behavioral health
providernetwork.
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F. Exhibits/AppendicegForms

AppendixJ:  Critical IncidentReportForm
AppendixK: BehavioralHealthProviderCritical IncidentReportingProtocol
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1.12 Telemedicine

A Purpose

Thepurposeof telemedicines to extendaccess$o assessmengvaluatiorandtherapeutiservices.
B. Definitions

Telemedicine - the use of electronicinformation, imaging and communicationtechnologies,
includinginteractiveaudio,video,datacommunicationaswell asstoreandforwardtechnologies,
to provideandsupporthealthcaredelivery,diagnosisconsultationtreatmentfransferof medical
dataande d u c a(NMS& M 978,Section24-25-3. C)

Forwardingan imageor informationto a different providerfor interpretationis not considered
storeandforward technology eligible for reimbursementunlessit is to obtain information
necessaryor treatingtherecipientduringthetelemedicinesession.

Telemedicine services - includes both an originating site and a distant site. An interactive
telehealthcommunicatiorsystemmustincludebothinteractiveaudioandvideo andbe delivered
onareaktime basisat boththe originatinganddistantsites.

Originating site - thelocationof aneligible Medicaidrecipientatthetime theserviceis furnished
via a telecommunicationsystem.The originatingsite canbe any medicallywarrantedsite, (see
8.310.2NMAC).

Distant site - sometimesalledthe remotesite, the telemedicinesite wherethe medicalprovider
or specialistis locatedwhile usingtelemedicineconnectiongo treatthe recipientwho is at the
originatingsite.

The termstelehealthand telemedicineare usedinterchangeablyn the Medicaid program. To
gualify as a billable telemedicineservice,the systemmust meetall federal requirementsor
interactivityusinga secureconnectiommsmeetsHIPAA standard$or privacyandsecurity.

C. Useof TelemedicineWhile Providing Medication AssistedTreatment (MAT)

Underthe RyanHaight Act of 2008,wherecontrolledsubstanceareprescribedoy meansof the
Internet,the generalrequirements thatthe prescribingPractitionemmusthaveconductecht least
onein-personmedicalevaluationof the patient.U.S.C.8 829(e).However,the Act providesan
exceptiorto thisrequirement21USC8 829(e)(3)(A). Specifically,aDEA-registeredPractitioner
actingwithin the United Statedgs exenpt from therequiremenof anin-personmedicalevaluation
as a prerequisiteto prescribingor otherwisedispensingcontrolled substance®y meansof the
Internetif the Practitioneris engagedn the practiceof telemedicineandis actingin accordance
with therequirementsf 21 U.S.C.§ 802(54).

Under21 U.S.C.8 802(54)(A),(B),for most(DEA-registeredPractitionersn the United States,
including Qualifying Practitionersand Qualifying Other Practitioners( i Me d i Asaidted o n
TreatmenP r o v i @vlorarsusingk-DA approvedScheduldll -V controlledsubstanceto treat
opioidaddictionthetermii p r aaft e Ic € me maarcthe praciticeof medicinein accordance
with applicableFederaland Statelaws, by a practitioner(otherthana pharmacistwho is at a
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locationremotefrom the patient,andis communicatingvith the patient,or healthcareprofessional
who is treating the patient using a telecommunicationsystemreferredto in (42 CFR §
410.78(a)(3)which practiceis beingconducted:

1) While the patientis beingtreatedby, andphysicallylocatedin, a DEA-registered
hospitalor clinic registeredunder21 U.S.C.8 823 (f) of thistitle; andby a

practitionerwho:
a. isactingin theusualcourseof professionapractice;
b. isactingin accordancevith applicableStatelaw; and

C. is registeredunder21 U.S.C.§ 823(f) with the DEA in the Statein which
the patientis located.

OR

2) While the patientis beingtreatedoy, andin the physicalpresencef, aDEA-
registeredpractitionerwho:

a. isactingin theusualcourseof professionapractice;
b. isactingin accordancevith applicableStatelaw; and
C. isregisteredunder21 U.S.C.8 823(f) with the DEA in the Statein which

the patientis located.

ThedistantPractitionerengagedn the practiceof telemedicinanustberegisteredvith the DEA

in the statewherethey are physicallylocatedand,in everystate,wheretheir patient(s)is (are)
physicallylocated 21 U.S.C.8 822 (e)(1); 21 CFR § 1301.12(a); Notice 69478FederalRegister
Vol. 71,No. 231, Friday,Decembet, 2006.

All recordsfor the prescribingof an FDA approvedharcoticfor the treatmenof opioid addiction
needto bekeptin accordanceavith 21 CFR8 1304.03(c)21 CFR 8§ 1304.21(b) andwith all other
requirement®f 21 CFRPart1300to End.

This documentreflects D E A Gngerpretation of the relevant provisions of the Controlled
Substance#ct (CSA) and DEA regulationsto the extentit goesbeyondmerelyreiteratingthe
textof law or regulationsjt doesnothavetheforceof law andis notlegally bindingonregistrants.
Becausehisdocuments notaregulationthathastheforceof law, it mayberescindedr modified
atD E A discretion.

D. BestPractice Guidelines

All efforts mustbe madeto furnish telemedicineservicesconsistentvith nationalbestpractice
and comply with HIPAA regulations.Pleasesee American TelemedicineAssociationPractice
Guidelinedor TelementaHealthwith ChildrenandAdolescent42017),AmericanTelemedicine
AssociatiorPracticeGuidelinedor Video BasedOnlineMentalHealthServiceg2009),American
TelemedicinA s s 0 ¢ i EvidlenceBasedracticfor TelementaHealth(2009),andAmerican
TelemedicineAssociationPracticeGuiddines for Video-conferencingBasedTelementaHealth
(2009). Thefollowing aresomelinks for furtherinformation:

https://www.telehealthresourcecenter.org/
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https://www.telehealthresourcecenter.org/

https://www.telehealthresourcecenter.org/tooHnoodule/legaissuesprivacyand-contracting
services

https://www.telehealthresourcecenter.org/toolnoodule/gettinestarted

https://www.telehealthresourcecenter.org/toolpoodule/facilitiesprovidersite

E. Prescribing Medications via Telehealth

All prescribingvia telehealtrmustbecompliantwith theRyanHaightAct. Pleaseaeferto Federal
RegisterdatedMonday April 6, 2009, Part 1l from Departmentof JusticeDrug Enforcement
Administration,21 CFRPart1300,1301,1305,etal (Implementatiorof the RyanHaight Online
PharmacyConsumerProtectionAct of 2008; Final Rule) for details.Prescribersare prohibited
from prescribing dispensingdr administeringdrugsor medicalsupplieso a patientwhenthereis
no establishegrescribetpatientrelationship.This includesprescribingover the Internet,or via
otherelectronicmeans pasedsolely on an online questionnaire.Physicianspsychologistswvith
prescriptiveauthority, physicianassistantsand advancd practicenursesmay prescribeonline
duringalive videoexam.Theprescribingclinician must:obtainamedicalhistory,obtaininformed
consentand generatea medial record. A physical examis recordedas appropriateby the
telehealthpractitioneror an onsite practitionersuchasa physician,advancd practicenurse,or
physicianassistantpr the examis waivedwhena physicalexamwould not normallybe partof a
typical physical faceto-face encounterwith the patientfor the servicesbeing provided (see
16.108.8NMAC).

F. Additional Requirements

Whentheoriginatingsiteis in New Mexico andthedistantsiteis outsideNew Mexico,aphysician
atthe distantsite mustbe licensedin New Mexico for telemedicineor meetfederalrequirements
for Indian Health Service or tribal contract facilities, (8.310.2 NMAC). Non-physician
practitionersat distant sites must be licensedin New Mexico to the extentrequiredby their

practicingboards.

G. Billing Instructions

1) Reimbursemens madeto the originatingsitefor aninteractivetelehealthsystem
feeutilizing HCPCS codeQ3014

2) New Mexico Medicaidwill reimbursefor servicesprovidedundertelemedicineat
thesamerateaswhenthe servicesarefurnishedwithout the useof a
telecommunicatiosystem.

3) Schootbasedservicegprovidedvia telemedicinearecovered

4) Indian HealthServices: A telemedicinecommunicatiorfeeis paidfor the
originatingsiteat feescheduleatesusingthe CMS 1500format; notthe OMB
rate. Theoriginatingclinical servicefeeis billed atthe OMB rate. Boththe
originatinganddistantsitesmaybe IHS or tribal facilities with two different
locations;or a distantsite canbe undercontractto the IHS or tribal facility. If the
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https://www.telehealthresourcecenter.org/toolbox-module/legal-issues-privacy-and-contracting-services
https://www.telehealthresourcecenter.org/toolbox-module/legal-issues-privacy-and-contracting-services
https://www.telehealthresourcecenter.org/toolbox-module/getting-started
https://www.telehealthresourcecenter.org/toolbox-module/facilities-provider-site

distantsiteis anIHS or tribal facility, the distantsite mayalsobill the OMB rate
whentheserviceis typically paidat OMB rates.

5) FQHC: A telemedicinecommunicatiorfeeis paidfor the originatingsite at fee
scheduleatesusingthe CMS 1500format; nottheencounterate. Theoriginating
clinical servicefeeis billed attheencaunterrate.
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1.13 Billing for Behavioral Health
A. Key to Provider Types

A list of the BH provider types and specialties are attached to the BH Fee Schedule,
Appendix L.

B. General Principles (not for FQHCs or IHS or Tribal 638s)
1) All providersmust be enrolled in Medicaid

2) Rendering providers are required on most OP claims. These may be on the
header level if a single provider is the rendering or on the line level if there are
several services on the same claiBxceptions are indicated on the current
version of the fee schedule.

When a new employee ahagencyis awaiting completion of their enrollment in

Medi caid and is providing services, the
in the rendering fi@ with a U7 modifier, signifying the service was done by
someone under their supervision for which they are assuring all licensing and
required certifications are in order To use the U7 modifier, an enroliment
application must have already been submitteMAD. This process can only be

used for six months. Once the employee is enrolled in Medicaid, the agency is
required to start listing the employee as trendering provider instead of the
supervisor with the U7 modifier.

For interns which may be shor t er m practi ti oners i n an
NPI may be utilized in the rendering field with a U7 modifier on the CPT or HCPCS
code until their enrollment is complete.

3) Must follow the Medicaid national correct coding initiative, NCClI, rules that
delineate which services cannot be billed together on the samd@ldafMCCI
website for Medicaid is:
https://www.medicaid.gov/medicaid/prograntegrity/ncci/editfiles/index.html

4) For Accredited Residential Treatment CentefRTCs), Residential Treatment
CentersRTCs)and Group Homes, the referring or ordering provider muksteel
in the attending field.

5) To distinguish different services that should be reimbursed separately on the same
day utilize the following modifiers:

a. XE - A service that is distindiecaus it occurred during a separate
encounter

b. XP - A service that is distinct because it was performed by a separate
practitioner

C. XU - A service that is distinct because it does not overlap usual

components of the maservice.
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https://www.medicaid.gov/medicaid/program-integrity/ncci/edit-files/index.html

C. Federally Qualified Health Center (FQHC) Billing

1) Most evaluationandtreatmenservicesarepaidatthe FQHCratewhichis specific
to eachprovider. They arebilled on a UB claim form, with the revenuecodeof
0919for behavioralhealthclaims. The specializedbehaviorahealthservicesare
bestidenified usingthe CMS 1500 format and corresponding837-P electronic
transactions. Therefore,the FQHC mustbill for the specializedBH servicesto
MCOsusingthe CMS 1500formatbutwill bereimbursedasedntheirencounter
rate. They may bill for the specializedservicesonly whenthey are approvedto
providespecificspecializeehaviorahealthservicesunlessanotheratehasbeen
negotiated. Using the CMS 1500 format permits the MCO to determinethe
utilization of servicesandmanagehe qualificationsof the provider.

The FQHC s entitledto, at a minimum, the fee-for-serviceFQHC encounterate.
However, the MCO and the FQHC may negotiatea different rate for each
SpecializedBH Service. Forexample the FQHCratefor IOP doesnot needto be
thesameasfor Day Treatment.

This is not applicableto Rural Health Clinics (RHCs) and Hospital BasedRural
HealthClinics (HB-RHC). Whena RHC or HB-RHC qualifiesto renderanyof the
SpecializeBehaviorHealthServicestheyobtaina separatd/edicad providerfor
their SpecializedBehavioral Health Servicesand enroll separatelyas a BHA,
CMHC, or CSA, asappropriate. TheseSpecializedBehavioraHealthServicesare
not partof the coreservicedor thesetypesof providersandarethereforenot pad
attheirencounterates.

It is importantthat the MCO edit the claims to ensurethat no more than one
encounterateis paidperdayunlesgherecipientgoesto the FQHCmorethanonce
in adaywith a differentdiagnosisor hadtwo distincttypesof visits suchas:1) A
physicalhealthvisit anda dentalvisit on the sameday; 2) A physicalhealthvisit
and a separatébehavioralhealth serviceprovidedby a different provideron the
sameday;or 3) More thanonedistinctSpecializedBehavioraHealthservicewhich
doesnot otherwiseoverlapor is prohibitedfrom beingbilled in conjunctionwith
anotherSpecializedBH Serviceperthe NMAC for SpecializedehavioralHealth
Services.

2) If another entity such as a CLNM Health Home is part of the FQHC and has a
separate provider number and NPI, they are billed on a CMS 1500 utilizing CPT
and HCPCS codes based on either a fee schedule rate, or capitated payment.

3) For specialized &havioral health services, if the provider chooses to use the
Medicaid fee schedule rather than the FQHC rate, they may do so. Those claims
are billed on a CMS 1500 claim form utilizing CPT and HCPCS cdrlease see
State of New Mexico Medical gsistance Program Manual Supplemenii36

4) The MAD encounter rate includes all practitioner services unless iogatosuse
fee schedule rated’he encounter is billed when a practitioner sees a patient at the
clinic or in a hospital or nursing facilitgr in the community In addition to the
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5)

D. Indian

1)

2)

Note:

3)

4)

BH MANUAL

revenue code, all procedure codeast be listed on the claim even though the
reimbursement will be dhe FQHC rate.

If seeing the patient for a behavioral health service that is for either a different
specialized service or with a different provigatilize the modifierdelowon the
CPT/HCPCS codes to signify multiple encounters.

a. XE - A service that is distinct because it oc&drduring a separate
encounter

b. XP - A service that is distinct because it was performed by a separate
practitioner

C. XU - A service that is distinct because it does not overlap usual

components othe main service.
Health Services and Tribal 638 ClinicsBilling

For IHS and Tribal 638linics, all individual therapy, counseling, peer support,
and most of the specialized services are paid at the Office of Management and
Budget OMB) rate, using the UB claim form and a revenue code for behavioral
health of 0919.

Some services are not paid at the OMB;rditeyare billed on the CMS 1500 form
andarepaid at regular fee schedule rates. Some of those services are:
Group therapy codes of 90846, 90847, 90849, and 90853
Telehealthoriginatingcommunicatiorfee: Q3014
Smokingcessation:99406,99407

CrisisInterventioni 24-hourcrisisline: H2011U1
Accreditedresidentiakreatmententers
Non-accreditedesidentiatreatmententers

Grouphomes

Treatmenfostercare

Partialhospitalization

CLNM HealthHomeservices

S@~ooo0oTp

— —

If rates, other than OMB rates, are negotiated when applying for delivery of any
of the speciafied services with MAD or the MCOs, those would apply. For
services not paid at the OMB rate, MCOs cannot pay less than the fee schedule
rate.

No prior authorization is required for any of the BH services at I[HSibal 638
clinics.

Billing optionsfor servicegrovidedby nontribal providersunderawritten care
coordinationagreemento provideserviceso Americanindianor AlaskaNatives
(AI/AN):

a. Thenontribal providermaybill directly for theservicesattheMAD fee
scheduleate;
b. Thenonttribal providerassignsts claim for paymento thetribal facility

in returnfor paymentrom thefacility, andthetribal facility bills
Medicaidfor theservice
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) Thetribal facility identifiesservicegrovidedby nonIHS/tribal
providersthatarewithin the scopeof coveredservicesof the
IHS/tribal facility (AlHS/tribal facility s e r v iamdeaarécgive
thefacility (OMB) ratefor thoseservices.Theseservicesare
billed onthe UB claim form with therevenuecode0919.

(i) For serviceghatarenot classifiedasIHS/tribal facility services,
thetribal facility bills for themona CMS 1500claim form with
theapplicableCPT or HCPCS codeandis reimbursedatthefee
scheduleate.

C. If interestedn changingii ¢ | istatusiow BQHC status consultwith the
MAD ProgramPolicy Bureau. No otherstepsneedbetakenby the Tribal
Healthprogram.

Optionto bill specializedservicesat fee scheduleratesso that multiple services
within the sameday may be billed. SeelHS/Tribal 638 instructionswithin each
specializedservicein this manual.
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SectionTwo: Screening, Assessment, Medication and
Therapies

2.1 Integrated Care and Interdisciplinary Teaming
A. Purpose

To clarify and define interdisciplinary teaming requirements for specialized behavioral health
services as used throughout 8.324MAC.

CentennialCareemphasizetheimportanceof integrateccareto achievepositivehealthoutcomes
for individualsand populations.Thoseexpectationgequirean opportunityratherthanmerelya

philosophy. The opportunityfor physicalhealthandbehaviorahealthpractitionerdo collaborate
to achievewhole personhealthoutcomedor anindividual canbe achievedby allowing a small

numberof providers(three)to bill for a meetingof theteamwherethe memberis included and

aninterdisciplinaryteamingapproachs used. Theremaybe morethanthreedifferent providers,
community,or family membersatthe sessionput only threemaybill concurrently.

B. Policy

Interdisciplinary teaming is a set of cdseel learning, reasoning, and decision processes
involving appropriate service providgosning togethewith the individual to achieve agreed upon

goalsfor an individual receiving servicelt is a dynamic process, not a static group or a discrete
event, and involves coordinating and collaborating without a prescribed or rigid team structure.

Fromafi p e rcseonnt @aineotiview, caselevel interdisciplinaryteaminghappensonly when
theindividual whoseneedsandservicesarebeingdiscusseds preseniat the teammeeting.Any

meetingatwhichtheindividualis absentwwhentheirneedsandseavicesarediscusseds anagency
staffing

At times, a meetingof team membersmay be warranted. Sucha meetingmust include the
individual, as well as an interdisciplinary team of health professionals,and may include
representativesf communityagerties. The purposeof the meetingis to plan and coordinate
activitiesof thei n d i v icadeparticidaslywhena changein conditionhasoccurred andthe
resultis aserviceplanupdate This sessiorbecomes billable event.

CoreElementsf Teamiry:

Teaminginvolvesongoinggroupbasedorocessethatbuild andsustain:

1) Communication ongoingexchangef essentiainformationamongteammembers
(supportingindividual receiving services)that is necessaryfor achievingand
maintainingsituationalawareness casepractice.

2) Coordination- organizationof information, strategiesyresourcesandparticipants
into complexarrangementgnablingteammemberdo: work together,identify a
p e r s oeeds and goals, select strategiesfor a course of action, assign

37|Page
BH MANUAL



3)

4)

5)

6)

Thesesix elementof teamingmay be performedby usinga variety of media(withthep er s on 6 s

responsibilitiesor action,contibute and manageresourcesandtrack andadjust
strategiemndsupportgo achievegoals.

Collaborationi operationof shareddecisioamaking processesisedto identify

needssetgoals,formulatecourseof action,implementsupportsandservicesand
evaluateresults.

Consensus$ negotiatedagreementsecessaryor achievingcommonpurposeand

unity of effort amongmemberfap e r steamo s

Commitment promisesnadeby memberofap e r steamto lselpachieveaset

of goals,relatedcourseof adion, andresourcesuppliedoy membergo thesame.

Contributioni provisionof time,funds,or otherresourcesommittedoy theperson

and membersof his or her team necessaryo supportongoingteamingand to
implementthecourse of action agreedto by the personand his or her team
members.

knowledgeandconsentke.g.,textingmemberdo updatethemon anemergenevent;usingemail
communicationgo askor answerguestionssharingassessmentglars, andreports;conducting

conferencecalls via telephoneusing skype conferencesand, conductingfaceto-face meetings

with the personpresentvhenkey decisionsaremade. Only thelastelementconductingfaceto-
facemeetingswith the personpresentwhenkey decisionsaremade s abillable event.

C. Definitions

Interdisciplinary Teaming - a dynamic activity, not a static group or structure. Interdisciplinary

teaming involves coordinating and collaborating without a prescribed or rigid team r&tréctu

team is composed of professionals who are specialists in different areas and who work together

with an individual to coordinate the care of an individual vemasdical and/or behavioral health

conditions have complexities that require more than one focus of care from different or related

disciplines.

Lead Agency- a MAD enrolled agency that has current responsibility for the individual. The Lead

Agency has a d#ggnated and qualified Team Lead who prepares team members, convenes and

organizes meetings, facilitates team decigmaking processes, and follows up on commitments

made.

Participating Agency - a MAD enrolled agency that has the expertise pertineritemeeds of

the individual. This agency may already be providing service to this individual or may be new to

the case.

Shared Decision Making- a key component of persaentered health care. It is a process in

which the individual and service providersmk together to make decisions and select the right
care for the i ndividual that balances ri

and values.

BH MANUAL
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D. Procedures

Interdisciplinary teaming provides the central learning, decisiaking,and service integrating
elements that weave practice functions together into a coherent effort for helping an individual
meet needs and achieve life goals.

E. Documentation

The Lead Agency, Participating Agencies and any other team members attending the

interdisciplinaryteammeetingmustbeidentifiedin thetreatmentecord.Capturingthe signature
(written or electronic)of thoseattending alongwith the dateandtime of the meeting fulfills this

requirement.

Documentatiomustincludeprogressowardthetreatmengoalsincludinganybarriergpreventing
goal achievementperiodicreassessmeitf thei n d i v nekdsand gdatsandthe revisionof
the treatmentplan. All issuesimpactingthei n d i v itrelment pladrs and/orthe discharge
planningshouldberecorded.

F. Exhibits/Appendices/Forms

Appendix M: Tip Sheet for Practitioners in Integrated Care SettirRygctice

Principles and Functions for use in behavioral health center
AppendixN: Al nt erdi sciplinary Teaming in Behavi
Appendix O: Practice Standards for Family Teaming

G. Billing Instructions

Therearetwo typesanddirectionsfor billing which areonly coveredfor outpatientservicesand
mustincludethe patient: 1) for seriousemotionaldisturbancgd SED), severementalillnessSMI,
substanceaisedisorder(SUD) and co-occurringconditions;and 2) all other BH diagnoseswith
otherco-occurringdiagnoses.

1) Forrecipientswith SMI, SED,andSUD conditionsandanyotherco-occurring
diagnosesequiringmultiple providerdisciplinesto be working together
conferencesrebillable whenacritical junctureor changen statusrequiresthe
treatmenplanto bechanged:

a. Theleadagercy
0) may only bel of thelllistedhere: CMHC, FQHC,IHS, Tribal
638,CYFD, hospitalOP,CSA,CTC,BHA, OTP,ora
governmentaagency;
(i) bill G0175 U1l for conferenceof 30-89 minutes (less than 30
minutesis notbillable);
@ii)  bill GO175 U1, 2 units for conferencé®0 minutesor more
b. Theparticipatingagency
) anyagencyor providertype
(i) 1 practitionerattendingfor 30-89 minutes: G0175, U2
(i) multiple practitionerdrom sameagencyattendingfor 30-89
minutes: G0175,U3
(iv) 1 practitionerfor 90 minutesor more: G0175 U2, 2 units
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C.

(v) multiple practitionerdrom sameagencyfor 90 minutesor more:
G0175 U3, 2 units

Only 3 agenciesnaybill for asinglesessionif morethan3 attendthe

groupdecidesphasedon level of changefor their discipline,which will

bill.

For recipientswith any BH diagnosisequiringmultiple providerdisciplinesto be
working together.

a.

Theleadagency

) any providertype;

(i) for a30-minuteconferencebill S0220,U1

(i)  foraconferenceof 60 minutesor more bill S0221 U1
The participatingagency

) any providertype;

(i) for a30-minuteconferencebill S022Q U2

(i)  fora60minuteor greaterconferenceill S0221 U2
Only two agencie®r providersmaybill for the samesession
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2.2 Treat First Clinical Model
A. Purpose

To clarify and define Treat First Clinical Model for specialized behavioral health services as used
throughout 8.321.RIMAC and specifically in 8.321.24 and 8.321.2.1RMAC.

This section will describe the Treat First Clinical Model, participation inftleat First Learning
community, data collection requirements and training expectations.

B. Policy

Currently, neshow ratesat many sites are between-80% and are usually because the client's
need (i.e., their reason for requesting services) was do¢sskd at the first visit. The Treat First
Approach corrects the problem of delay by emphasizing the initial clinical practice functions of
establishing rapport, building trust, screening to detect possible urgencies, and providing a quick
response for gnurgent matters when a new person presents with a problem and requests help
from theagency.

This policy provides an overview of a Treat First Approach and describes service elements and
activities associated with the first four visits or sessions pealvid a person requesting services.

It is intended to provide guidance fpractitionerswho are implementing the practice concepts
and steps

Use of a Treat First Approach overcomes historic difficulties encountered by a person requesting
servicesandhaving to wait until many required data collection tasks are completed before getting
help. Delays discourage some persons from returning for a second visit. Ensuring a timely and
effective response to a person's request for services is a first prattity Treat First Approach.

This strategy provides a way to achieve immediate formation of a therapeutic relationship and
initiation of a response to the person's concern while gathering needed historical, assessment and
treatment planning information ovéite course of a small number of sessiongwts.

C. Definitions

Clinical Practice Functions- Typical practice functions include: connecting with a person based

on a recognition of the personds i deuwdgentty an:c
problems; building positive rapport and a troased working relationship; engaging the person in
a positive lifec hange process; understanding the pers

defining wellness and recovery goals to be achieveddibgi common purpose and unifying
efforts through teamwork (when longerm services aréndicated); planning intervention
strategies, supports, and services; implementing plans; and tracking and adjusting strategies until
desired outcomes are achieved.

SelfCheck-In_Instrument - A four questionSelf CheckIn is conductedvith thepersonto assess
how well he/shes doing atthe beginningof the sessiorandto determinevhathaschangedsince
thelastsessionThisis repeatedor eachof thefirst 4 visits. Participatingagencieshallenterthe
datafrom theinstrumentsnto the TreatFirstweb-baseddatacollectionprogramon atimely basis.
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Session_CheclOut Instrument - A four question Session Che€kut is conducted with the

person at the end of eaohthe first 4 visits. Rating scale results are used by the practitioner to
evaluate the person's perspective on how useful and beneficial the session has been in making
progress. This is repeated for each of the first 4 visits. Participating agendiensdrahe data

from the instruments into the Treat First wedised data collection program on a timely basis.

Certificate _of Acknowledgement- A certificate issued by the Behavioral Health Services
Division (BHSD) to agencies who have: completed theafirst Participation Agreement;
regularly participated in the Treat First Learning Community, entered required data into the Treat
First webbased data system on a timely basis; and, attested to having their relevant clinical and
administrative staff aoplete internal training on the Treat First Clinical Model.

D. Procedures

The Clinical Model

A segment of the population of persons requesting behavioral health services may be served
successfully using a short intervention approach. For othersmadyo require longer, more
extensive or specialized interventions, the early steps in the Treat First Approach would enable the
service provider to gather sufficient assessment information in order to develop a clinical case
formulation and comprehensive giee plan by the fourth visitin any case, aprovisional
diagnosis must be obtained in each of the visitsThe concepts, principles, and processes used

in the Treat First Approach provide a responsive way of initiating a service process for a person
requesting help. Brief intervention techniques such as a Treat First Approach are part of a full
continuum of behavioral health care services provided in commbasigaervices. Highlights of
activities in the four visitsan be accessed AppendixP.

Tip sheets are provided AppendixQ for the practice functions usedtimefirst four interactions
of a Treat First Approach.

Useof ComprehensiveCommunity Support Services(CCSS)within the Treat First Clinical
Model

Whenidentifyinganeedfor Comprehensiv€ ommunitySupporiServicef CCSS)f theprovider
agencyis utilizing thefi T r [ ia tcnical model,the membemay be placedin this servicefor
up to four encounterswvithout having had a psychiatricdiagnosticevaluationcompleted. The
utilization of a provisional diagnosisis usedfor billing purposes. After four encountersan
individual must havea comprehensiveneedsassessmeng diagnosticevaluation,anda CCSS
treatmenplan.

E. Documentation

Theuseof the TreatFirst Clinical Model maybe billed with a provisionaldiagnosidor upto four
encountersAfter four encountersf continuingtreatments required adiagnostieevaluationmust
be performed,andsubsequenteimbursemenis basedon the diagnosisandresultingsavice and
treatmenplan
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Oneexceptiorto thefour encountelimit is for individualsatanASAM 0.5clinical levelrequiring
only groupparticipation In thesecasesaprovisionaldiagnosismaybeutilized until otherclinical
treatmenis requested.This level of careoftenbuildsawarenessf otherneeds.

F. Exhibits/Appendices/Forms

AppendixP: Highlights of the ¥ Four Encounteri the Treat First Clinical Mdel
AppendixQ: Treat Fist ApproachProtocol

AppendixR: Adult and Child Self Checekn and Session ChedRut Instruments
AppendixS: Treat FirstTalks: How to become a Treat First Agenoyw.treatfirst.org

G. Billing Instructions

1)

2)

3)

4)

5)

6)

BH MANUAL

OPtherapyandall specialservicescanbeinitiated and billed beforea
diagnosticevaluationhasbeencompleted. This maynot be completeduntil the
4" therapysession.

All claimswill containa provisionaldiagnosis. This shallincludeall
appropriatel CD 10 classifiedexternalcausesof morbidity (V, X, andY
diagnosiscodes) factorsinfluencinghealthstatus(Z diagnosiscodes),and
signs/symptomsandabnormallab values(R diagnosiscodes.

All' claims will bill with the appropriateCPT or HCPCS code until the final
diagnosishasbeenestablished.

CCSScanbebilled uponaninitial intake,if neededandbeforea SMI/SED
diagnosishasbeendetermined. A provisionaldiagnosiswhich may not bea
SMI or SED, will beutilized for billing purposes.

If acrisisinterventionis required,H2011 will be billed andconsideredutside
of the4 visits.

A FQHC,IHS or Tribal 638facility may bill morethanone encounteror OMB

rateon thesameday for completelydifferent servicessuchasa behavioral
healthvisit.
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2.3 The ComprehensiveAssessment

A. Definition

The ComprehensivéAssessmenis usedfor recipientswith SMI, SED and moderateto severe
SUD asdefinedby New Mexicoto determineame mb ene@edsslatedto physicalandbehavioral
health,long-term care,socialand communitysupportresourcegndnaturalandfamily supports.
The collection of informationanddatais usedto guideandshapetheinitial serviceplanandcan
be usedto highlight elementsthat needto be addressedn a serviceplan. The Comprehensive
Assessmenshouldbe completednot only with the individual in service butit may alsorequire
collectionof collateralinformationfrom othersupportsnaturalor paid.

It is notadiagnosticevaluation9079192)to determineeligibility; it isascreeningandassessment
tool to establishserviceneeds.If no diagnosisfrom previousrecordsis available,a diagnostic
evaluationmustalsobe completed.

B. Policy

1)

2)

BH MANUAL

The Comprehensivéssessment

1 Assessepreliminaryrisk conditionsandhealthneeds;

1 Must documenthata providercontactedand/ormetwith anindividual to
atleastbeginthe assessmentithin the mandatedimeframefor a specific
service

1 Must be conductedaceto-faceor throughtelemedicine

1 May enrollanindividual duringthefirst visit if usingthe TreatFirstmodel.

The Comprehensivédssessmentanbe completedoverthe courseof four
appointmentsivhencompletedthelevel of careor intensityof intervention
mustbedefined.

Note

i For children involved with the NM Children Youth and Families
Departmentin Protective Servicesand/or Juvenile Justice,a Child and
Adolescent Needs and Strengths assessmentnay also be indicated;
however the ComprehensivéAssessmeris still required.

1 Forageds0 to three it is recommendethefour encounterde conductedn
multiple sites;i.e. office, home,day care,etc.to obtaina completepicture
of interactionswith the child andsignificantothers

Thelnitial ServicePlan

Is developedvith theindividual to createa mgp toward self-managementof
physicalandbehaviorahealthcorditions andis specifically desgnedto assistan
individual in identifying needshow to meetthem,andhowto achievegoals The
ServicePlanis adocumentintendedo be updatedrequentlyto reflectidentified
neels andto comnunicatesavicesanindividual will receive. It sevesasashaed
plan for the individual, their family or representatres,andseavice providers.The
planis intendedo be supplementetly treatmenplans,dischargeplans,safety
plansand/or crisisplansdevelopedy practitionerasvhenappropriateandindicated
by servicetype.
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3)

4)

5)

6)
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TheServicePlan

i Requires active participation from the individual, identified family,
caregiversandteammembers;
1 Requiresconsultationwith interdisciplinary team experts, primary care

provider, specialists,behavioralhealth providers,and other participants

involvedinthei ndi v cadkeyal 0s

Identifiesadditionalhealthrecommendedcreenings;

Addressetong-termandphysical,behavioralandsocialhealthneeds;

Is organizedaroundani n d i v podls,parefedescesndoptimalclinical

outcomes,ncluding selfmanagementThe plan includesas many short

termandlong-termgoalsasneeded,

1 Specifiesreatmentindwellnesssupportghatbridgebehaviorahealthand
primarycare;

1 Includesindividualizedcrisis/emergencplanlisting stepsamembeiand/or
representativewill takethatdiffer from the standarcemergencyrotocolin
theeventof anemergency;

1 Includesindividualizeddischargeplan,thatis inclusiveof specificreferrals
for lower level of treatmentif necessaryand resourceinformation for
maintenanceandprogressiveecovery

i Is sharedwith membersandtheir providers;and

1 Is updatedwith statusandplanchanges.

= =4 =

ServicePlanUpdate

TheServicePlanUpdatealwaysincudegheindividual, significantmemberof that
i ndi v tedmardis pessonor family centerecanddriven by the needsof the
individual. Theserviceplanis updatecbaseduponneed. The ServicePlanUpdate
is to be completedunderthefollowing circumstance

1 Significantchangan level of care,healthstatusor changdn recovery;

1 No significantchangeover a period of time in which changeshouldhave
occurred,

1 Atthei ndi v brd u al drégaestd s

Independently licensed BH practitioners may conduct the comprehensive
asessmentand initial service plan. LMHCs, LMSWs, LAMFTs, LPCs,
psychology interns, postdoctoral students may conduct the comprehensive
assessmendnd initial service plan under the supervisionof an independently
licensedBH practitioner.Registerechurses may contributeto the assessmerand
initial serviceplanto the extentof forming clinical impressionsaandaccordingto
scopeof practice.

Agenciesareencouragedo utilize the Statedevelope comprehensivassessment
andserviceplan AppendixU for theadultversion,andAppendixV for the child
version.

Comprehensiveio-psychosociagéssessmerfor nonSMI, non-SED,andmild

SUDrecipientscanbeconductedytheagencytypeslistedbelowandpractitioners
listedabovein #4.
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C. Exhibits/Appendices/Forms

AppendixU: Comprehense Assessment ServicePlan- Adult Form
AppendixV: Comprehense Assessment ServicePlan- Child/Adolescentorm

D. Billing Instructions

1) Only thefollowing agencytypesarereimbursedor theseservices:
acommunitymentalhealthcenter(CMHC)
afederallyqualified healthclinic (FQHC)
anindianhealthserviceqIHS) hospital,clinic or FQHC
aPL 93-638tribally operatedchospital,clinic or FQHC
children,youthandfamiliesdepartmen{CYFD)
ahospitalandits outpatientacility
acoreserviceagency(CSA)
acrisistriagecentericensedby the departmenof health(DOH)
abehaviorahealthagency(BHA)

anopioid treatmenprogramin a methadonelinic
apolitical subdivisionof the stateof New Mexico3.1

S@~oo0oTp

x T

2) Forrecipientswith SMI, SED, or moderatdo severeSUD useHCPCS H2000
This codeinvolvesthe collectionof datafrom multiple sourcestherecipient;
providersalreadyinteractingwith therecipient;othercommunitysupportsand
naturalsupports.If takingmultiple encounterso developtheassessmerand
serviceplan,bill only thelastencountewhenit is completed.Always placethe
leadauthorin therenderingield if morethanoneproviderhadinput.

3) For all otherrecipientsuseHCPCS H0031 (no modifier)

4) Both codesincludethedevelopmenof theinitial serviceplanwith theassessment
5) Practitioners:317,431,435,436,444,445

6) FQHC: UB claimform; revenuecode0919for encounterate

7) IHS/638: UB claim form; revenuecode0919for OMB rate

8) For FQHC,IHS, andTribal 638: if preferring to utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau
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24  Crisis and Safety Planning

Crisis and safety are two different things, so there may be a neadifaiivadual to have a crisis

plan, a safety plan or both. Generally, individuals define what qualifies as a crisis for them, while
entities ftate orfederal government, providers, schools, etc.) set standards and definitions of safety
or what qualifiems fAsafe enough. 0

A crisis is different than a safety situation. Crises may create a sense of disequilibrium or a sense
of helplessness but may or may not require immediate action or reaction. A safety situation is a
time when basic health is compromdsand risk is high, and it requires immediate action or
reaction to keepraindividual or family safe.

Crisis planning can help people feel better and provide suggestions on how to manage, while safety
planning is intended to mitigate or reduce sewgrienminent risk.

For many individuals seeking behavioral health services, crisis should be: expected and
anticipatedgefined by the person having it; an opportunity to practice strévagéd and creative
interventions; and a gateway to develop a rafgelfcare and/or support activities.

A. SafetyPlan

A SafetyPlanis anin-communityin-theemomentool usedby anindividual to reduceor manage
worseningsymptoms promotewantedbehaviors preventor reducethe risk of harmor diffuse
dangerousituations.The specificsof the SafetyPlanmustbe meaningfulto, andactionableby,
theindividual.

For many individuals, such as those experiencing a first or infrequent crisis episode or who are
addressing behaviors in the home that are unlikelis&to the level of emergency services, this
will often be the one and only crisis planning tool that is used.

B. Crisis Plan

A Crisis Plan providesa methodfor individualsto communicatan advanceandin writing to
providersof crisissupportor intervention It pavesheway for future episode®f crisissupportor
interventionto morecloselymeetthe needsof the individual. In generala Crisis Planis useful
whenanindividual hasexperiencedrisisepisodesn the pastandexpectghatthere will bemore,
or whencommunications difficult during a crisis. The Crisis Planis generallybestcompleted
whenan individual feels ableto sort out and summarizepreferencesand previousexperiences,
mostlikely duringa low crisis period.A Crisis Plan givesanindividual a chanceto think about
likely crisisscenarioshowtheywould like thatfutureinterventionto unfold, andwhattheywould
like thosewho providefuture crisis supportor interventionto know.

C. Billing Instructions

There is noseparate reimbursement for the crisis and safety jptheg are included in the
reimbursement for the assessment and initial service plan.
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25 Treatment Plan

Treatment plans are specific to a servagel any specific instruction is contained witlatth
serviceds section.

A. Billing Instructions

Treatment plan development and updates are considered part of the service being performed and
are not billable as individual services.
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2.6 Psychiatric Evaluations, Counseling, Therapy, Peer Support, Activity
Therapy, and M edication Management

A. Billing

1)

2)

3)

4)
5)

6)

7)

8)

9)

10)

BH MANUAL

Instructions

Always enter the rendering provider when billihgequired as indicated on the
Behavioral Health Fee Schedule.

Pricing for Psychiatric Clinical Nurse Practitioners and Psychiatric Clinical
Specialists:

When the above clinicians are in private practice or group private practice, their
reimbursement is calculated at 90% of the reimbursenfigmoviding sevices
within an agency.

For all services listed below:

a) If serviceis deliveredafterregular business hours or fith, whichever
is earlier or for days for which the provider would otherwise be clpsed
add modifier UH

b) If serviceis delivered on weekends bolidays, add modifier TY
for any holiday for which the provider would be closadd modifier TV

Psychiatric diagnostievaluation: Use CPT cod#®791
Psychiatricevaluation w medical service: Use CPT c@@92

Individual therapy & counseling: Use CPT co@€832- 90838 and +90863
a) Code depnds on time spent with patient

Psychotherapy for crisis: Use CPT c@D839for first 60 minutes 880840for
add on30-minuteincrements
a) Original code: 1 unit; add on code 4 units

Family therapy: Use CPT cod86846- 90847
a) Unit = 1 hour
b) For functional family therapy EBP use modifier HK on CPT ced&47

Group therapy: Use CPT cod#8849 and90853
a) Bill for each member in group

Prolonged service billing:

a) 99354 99355are used to report the total duratioriaafe to-facetime spent
by a physician or other qualified health care professional on a given date
providing prolonged service in the office or other outpatient setting, even if
the time spendn that date is not continuous. These codes are reported
separately from #horiginal Evaluation and Management (E/\d)
psychotherapy session. Time spent performing separately reported services
other than the E/M or psychotherapy service is not counted toward the
prolonged services time.
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b)

d)

993561 99357are usd to report the total duration of time spent by a
physician or other qualified health care professional in an inpatient or
nursing facility on delivering facto-face service at the bedsided time

spent on t he paentaigiemdat® @wovidirlgprolongedr uni t

service, even if the time spent on that date is not continuous.

99354 or 99356re used to report the first hour of prolonged service on a
given date, depending on the place of service. They are to be listed
separately from the original®@ or treatment code.99355 or 9935are

used to report each additional 30 minutes. Either code may also be used to
report the final 180 minutes on a given date. Prolonged service of less
than 15 minutes beydrthe first hour or beyond the final 30 minutes is not
reported separately.

Any prolonged service of less than 30 minutes total on the same day beyond
the original session is not reported; it is considered included in the original
session.

Thefollowing tableillustratesthe correctreportingof prolonged
professionakervicein the office settingbeyondthe usualservicetime.

Total Duration of Prolongedservices Code(s)

Lessthan30 minutes Not reportedseparately

307 74 minutes(30minto 1 hr & 14 min) 99354Unit of 1

75- 104minutes(1 hr 15minto 1 hr 44 min) | 99354Unit of 1 and99355Unit of 1

105minutesor more(1 hr 45 min or more) or morefor eachadditional30

99354Unit of 1 and99355Unit of 2

minutes

11)

12)
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Thesecodescanbereportedby all licensedcliniciansdeliveringpsychotherapy
within their scopeof practice.Thepricingwill beincorporatedn the nextversion
of theBehavioralHealthfee schedule

Peer Support Servicésndividual or group: use HCPG3$0038

a)
b)
C)

Unit is for 15 minutes with a maximum of 12 units

Use modifier HQ for group setting

Providers: 430specialties 114 certified peer specialist; 115 certified
family peerspecialist; 117 coradional peer support specialist

Activity therapyi use HCPC%0176

a)
b)

Provider type: billable by the 13 agency types only
Rendering provider by those qualified by scope of practice or agency
policy
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C) Persession; 1 unit
d) Use modifier HQ for groups

13) Inpatientard ED consultationi telehealth: must identify both rendering &
referring on claim
a) 15 minutes G0406
b) 25 min- G0407
C) 35 min- G0408

14)  Comprehensive med servie&l2010

a) 15 min unit
b) Includes medication assessment, administration, monitoring and recipient
education
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2.7 Behavioral Health Pharmacology
A. Prior Authorization and Co-payments

1) Use of brand name drugs
A MCO can require a recipietd use a generic version of a drug prescribed as a
brand name unless the prescriber speci:
medically necessaryo. When the dAbrand
on the prescription (not a rubber stamp),fagr macy bil |l s wusing
wr i t t en o onithedatienal tCouncil for Prescription Drug Programs
(NCPDB transaction. In this case, the MCO must pay for the brand name version
this is a federal requirement.

2) Effective March 1, 2019, or agpproved by CMS:
There are cepayments for noipreferred prescription drugs for individuals in
Centennial Care. The quayment for nofpreferred prescription drugs is $8.00 per
prescription. Legend drugs that are classified as psychotropic drugs for the
treatment of behavioral health conditions are exempt from thpagment
requirement. Minor tranquilizers, sedatives, hypnotics, and stimulants to treat
attention deficit disorders are thoonsidered psychotropic medications for the
purpose of thigrovision andare included in the epayment requirement. See
NMAC 8.308.14 for details regarding the applicability and limitation of co
payment.

3) There can be no prior authorization for buprenorplimany formulationwhen
used to treat opioid use diserd. Any formulation of buprenorphine used for the
treatment of opioid use disorders is exempt from the gefiesiccoverage
provisions 8.324.4.12NMAC. Prescribers should specifically state on the
prescri pti on medrallywe ¢ & § 9 & phiadmacy thdh bills using
t he Adi s p e nisdeatoam thev NGPDRBesttliical practices when
prescribing buprenorphine for tireatment of opioid use disorders (e.g. systematic
checking of the prescription monitoringrograms and periodic rime drug
screening) should be addressed through a provider alert rather than a prior
authorization process.

4) There can be no prior authorization éxtended release naltrexolié.
B. Availability of Medically Necessary Drug Items

A MCO Preferred Drug ListRDL) cannot be used to remove recipient access to ideumng
absolutely. There must be a process that allows every drug to be available to a recipient if it is
medically necessary. This pertains to all drug items, not just to bealdvéalth drugs. The MCO

may review the medical justification to determine if the use is medically necessanever,a

MCO can construct their PDL as follows:

1) A preferred drug list with items that do not require prior authorization may also
note items that do require prior authorization. The items that require prior
authorization, including those that require step therapy, are often referred to as the
Asecond tiero of a PDL.
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2) All atypical antipsychotic drug items must be on thstfar second tier of the
PDL. Atypical antipsychotics must be available to the same extent as a non
atypical drug item. The requirement for accessing an atypical antipsychotic drug
cannot require step therapy when the medical justificationseofithe atypical
antipsychotic meets medical necessity requirements. Step therapy can only be
used when trying a neatypical drug is medically appropriate.

3) Even items that are not on the first tier or second tier of a PDL must still be
covered when a case for medical necessity is made. Thisdeal
requirement; unlike some commercial plans, the PDL cannot be used tacdesyg
to a drug item that is medically necessary.

C. Oversight and Monitoring of Controlled Substance Pescribing and Use

Centennial Care MCOs shall monitor the use of controlled substances retrospectively in order to
detect potential abuse or overuse and to assure the appropriate use of the drugs as the MCO would
for all drug items with diversion potentialn addition, the Centennial Care MCOs shall together
convene atask force to develop a standard monitoring program for controlled substance utilization.
The program, at a minimum, must include how monitoring will be conducted; the frequency of
monitoring; indicators and thresholds for suspicious utilization and suspicious prescribing
patterns; actions that will be taken when suspicious utilization and prescribing patterns are
identified; and plans for an ongoing MCO controlled substance oversight gratpeports
regularly to HSD and the Behavioral Health Collaborative, as requested. The MCOs shall notify
the appropriate providers in their networks regarding this initiative and shall inform providers that
utilization and prescribing patterns will beonitored.

D. Opioids

Opioid addictionis a brain diseaselt developsfrom fundamentallongterm changesto the
structureandfunctioningof the brain. Scientistclassifyaddictionasa chronicdiseaséecause
area®of thebrainarealteredfrom thenormalhealthystatein long-lastingways. Thesearephysical
changego thebrainthatcanstronglyinfluencebehaviori $a&hronicdiseasesis diabetesand
high blood pressureandis treatable.

In responseto the opioid crisis in New Mexico, the New Mexico Human Services
Departmen{HSD) is addressingpioid overutilizationin orderto preventoverdosaleaths
anddiversionof opioids by implementingopioid edits and limits accordingto someof the

strategiesecommendedh the Centersfor DiseaseControl and Prevention(CDC) Guidelinefor

Prescibing Opioidsfor ChronicPain- 2016
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2.8 Screenng, Brief Intervention, and Referral to Treatment (SBIRT)
Effectivel/01/2019%ubject to CC2.0 Waiver and State Plan Amendiagpitoval.

A. Purpose

To better address behavioral health concerns, often otherwise not assessed through medical
servicesSBIRT affordsthe ability to treat patients in a more holistic manner aimed at increased
patient awareness and minimizing behavioral health stigma and associated risks for the purpose of
maximizing improved whole person health outcomes.

Medical facilities will be cetified in accordance with an agreement, MOU or other instrument
outlining requirements and responsibilities of the entity with respect to delivery of SBIRT services.

B. Screening

A comprehensive universal screen will be administenmsthg the NM Healthy Lifestyle
Questionnaire (HLQ) screen or another validaeeeningool which hasbeenpsychometrically
testedfor reliability, validity, andsensitivity.

The StatedevelopedHLQ to assesdor mild, moderate and risky alcohol/anchet substance
use/misuse, with the intended outcomeaidingtoward reducing substance use and misuse. The
HLQ also identifies caccurring disorders as well as mental health disorders including anxiety,
depression and traumahe HLQ includes 3 questiofiom the AUDIT-10 as the alcohol screen,

2 questions from the DASTO as the drug screen, 2 questions from the PH® the depression
screen, 2 questions from the GADas the anxiety screen and 3 questions from the®@s the
trauma screen. Resultom the HLQ or other selectedreening instrument will be scored to
determine the following next step which can include:

1) SBIRT positivescore indicates neddr one of the following treatment categories:

a. Brief Intervention (Bl);
b. Brief Treatment (BT) or
C. Referral to Treatment (RT)

2) SBIRT negative prescreen
a. Screeningnly

Practitioners review screen scores to deter mi
score. Screen scoringjincluded in the more wdepthcertificationtraining manual.

1) If, during the course of conducting a Bl, the patient discloses more or different
information than the initial screen indicated, a second screen inclusive of more
accurate updated information should be completed.

2) BH providers may choose to also include additional instrumétus SBIRT
purposes, the following are the most commonly used
i AUDIT-10: Alcohol Screen
i DAST-10: Drug Abuse Screening Test
i PHQ-9: Patient Health Questionnaire
i GAD-7: Generalized Anxiety Disorder Screen
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T PCL-C: PostTraumatic Stress Disorder Checklist
C. Procedures

Screens should be given to established patients a minimum of every three months. @rya case
case basignore frequent screens may becessaryparticularly when there is an indication of
changes in circumstances which may suggest increased mental health distress or increasing
substance use.

Screens are to be given to patients at clinic or hospital éheok in examination rooms.
Assistance in completing the form may be offered by SBIRT trained practitioners. Once
completed, the instrument is scored by the SBIRT practitioner and determiaqubsisive or
negative sca. Negative scores need no actlmrt may include education. Positive scoring results

in the SBIRT practitioner conductirafaceto-facescorereview andorief intervention(Bl) with

the patient. The SBIRT practitionenay also provide referrals ttreatment when indicated.
Practitioners may alsonly review scores and then providewarmhandoff to another SBIRT
trained practitioner.

Warm hanebffs may involve the initial read on the HLQ scoring followed up whthp at i ent 6 s
consenffor a faceto-face introduction to another SBIRT practitiondérhis practitionewill then

conducta more thorough scoring review, conduct the Bhd when appropriateand with
permission from the patierassist with referrals to treatmet warm haneoff may also be given

to a Behavioral Health Counselor, either atn@use counselor, or to an outside Behavioral Health
professionaglin accordance with HIPAA.

D. Staff Training and/or Certification Requir

1) Generakequirements:
1 Attest to all agency/ clinic mandat or )
1 Evidence of current professional | i ceée
1 Peer Suppoeervti Wonrkeeresf current CPSW or
worker CEFRPSW) catiiom oolrasesneasoltlanerngc e
certification; and
i Evi dence of annual HI PAA training.

2) Specific training (all required):
i Harm Reduction 101;
i SBIRT 101 including -7r;evi@@WEH@fn dAudi t
DASTO and wafrfm phracnade s s ;

QPR (Suicide Prevention)
Community Reinforcement Approach (CR/#

1 Current 42an@FR part 2;
i Nal oxonepOeerctd s ®n
3) Suggested Trainings:
1 Seeking Safety
1 | MPACT
i Moti vati onal I nterviewing by a MINT t
1
1
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E. Documentation

All services including Screens/Scores, Brief Interventions, Brief Treatment, Referrals to
Treatment (inpatient or intensive outpatient) must be documented in accordance to clinic policy.
Service eligibility must be dSotcautnee nbtieldl iinng apcocl

I n addition to the standard client Frkeowrdgdobsul
reqguired dsoag nColPtSes i ccenti fying cliedestcreat memt
of stehrevi calalpr acitde i t i es;daunrdatlioocrata fons ef visee v s
2: 00 pm), behawnidonr edrealm@aispd amef er rvalenagency i
appropriate.

F. Exhibits/AppendicedForms

AppendixY: Healthy LifestyleQuestionnaire

Appendix YY:Healthy Lifestyle Questionnaire (Spanish)
Cuestionario Respecto a la Salud y la Vida

AppendixZ: DAST - 10: Drug Abuse Screening Test

AppendixZA: AUDIT - 10: Alcohol Screen

AppendixZB: PHQ9: Patient HealtfQuestionnaire

AppendixZC: PCL-C: Post Traumatic Stress Disordehecklist

AppendixZD: GAD-7: GeneralizedAnxiety DisorderScreen

G. Billing Instructions
1) Screening HO049
2) Brief Intervention- HO050

3) PractitionersMust all betrained in SBIRT
301, 302, 305, 30813,317,411, 430, 431, 435, 436, 438, 440, 443, 444, 445

4) FQHC: UB claimform; revenuecode0919for encounterate

5) IHS/638: UB claim form; revenuecode0919for OMB rate
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2.9 Other Screens

A. Definition

Validated screening tools which have been psychometrically tested for reliability, validity, and
sensitivityare covered services.

B. Billing Instructions

G04441 Behavioral health screeningo diagnosis needed
GO0443i Brief intervention; use a provisional diagnosis
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Section Three: SpecialOutpatient Servicesfor Adults & Children

3.1 Applied Behavior Analysis (ABA)
A. Policy

The Medical AssistanceDivision (MAD) paysfor medically necessaryempirically supported,
Applied BehaviorAnalysis(ABA) servicedor eligible recipientsl2 monthsupto 21 yearsof age
who havea documentednedicaldiagnosisof Autism SpectrumDisorder(ASD). ABA services
are provided to a recipient as part of a threestage comprehensiveapproachconsisting of
evaluation, assessmentand treatmentwhich stipulatesthat ABA servicesbe provided in
coordinationwith othermedicallynecessargerviceqe.g, family infanttoddlerprogramservices
(FIT), occupationatherapy speechanguageherapymedicatiormanagement)l heinformation
providedto the recipients parentor caregiveimustbeculturally responsivandunderstandable.

Following areferralto an Autism EvaluationPractitione(AEP) Stagel servicesdegin. The AEP
confirmsthepresencef or risk for ASD througha comprehensivenulti-modalevaluationvhich
resultsin the developmenbf an IntegratedServicePlan (ISP). At Stage2, the Autism Provider
(AP) a g e n Bepdvisr Analyst (BA) developsa TreatmentPlan basedon the resultsof the
Behavior or Functional Analytic Assessmentjnterviews with family and others, and ISP
recommendationsABA Stage3 servicesinclude implementationof the ABA TreatmentPlan,
family services(e.g., guidanceand social skills groups),ABA Stage3 CaseSupervision,and
Clinical Management.

Quality ABA servicesarecomplexandrequirehighly trainedpractitionerdo evaluateassesand

deliver services. MAD requiresABA Stage2 Behavior Analysts (BAs) to be certified by the

Behavior Analyst Certification Board (BACB®) or be a BACB recognized qualifying

psychologistlt is of value (althoughnot required)for a MCO or M A D 6Third-Party Assessor
(TPA) to employor contractwith a BCBA®, BCBA-D®, or a BACB Qualifying Psychologist
(Qualifying Psychologist}o reviewrequestdor ABA Stage3 prior authorizedservices.

B. Related Policies

ABA servicesmay be providedin coordinationwith other medically necessaryservices(e.g.,
family infant toddler program (FIT) services,occupationaltherapy,speechlanguagetherapy,
medicatiormanagemengtc.). ABA servicesarepartof the Early PeriodicScreeningDiagnosis
andTreatmen{EPSDT)program;see8.3202 and8.320.6NMAC. [CFR 42 section441.57].

Review8.302.2NMAC for generabilling instructions specifically, how to bill for lessthanfull
unitsof service.
http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Cod
€%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter#20302

02_2(3).pdf
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http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Code%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20302/8_302_2(3).pdf
http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Code%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20302/8_302_2(3).pdf
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ABA Services Delivered Via Telemedicine

See SubsectionM of 8.310.212 NMAC and 8.308.9 NMAC for detailed description of
telemedicineeoveredandnon-coveredservicesandthemanneiin whichthecoveredserviceanust
berendered.

TheBICC, BACB, andNew Mexico RegulationandLicensingDepartmen{RLD)p s y ¢ h o |
practiceboardallows and supportsthe useof telehealthto deliver ABA Stage2 and 3 services.
MAD allowsandencourageshe utilization of telemedicingo deliverMAD ABA Stage2 and3
serviceso assistAEPsand AP agenciegprovide costeffectiveandhomeand communitybased
servicedo rural andfrontier areasof New Mexico.

Telemedicinas notaserviceassuch,it isthewayaMAD approvedserviceis delivered. Theuse
of telemedicinedeliveredMAD ABA Stage2 and3 serviceds appropriateat the samelocations
asotherfaceto-faceservices.

Thereis no New Mexico telemedicinelicense for an in-state AEP, MAD ABA Qualifying
PsychologistBCBA-D, BCBA, BCaBA, RBT or BCAT, or a noncertified BT to renderABA
Stagel and3 servicegeliveredthroughtelemedicine.If the AEP is locatedout of state the New
Mexico MedicalBoarddoesrequirea MD or DO to obtainatelemedicindicense.

ogi st

http://www.hsd.state.nm.us/upldslfiles/Providers/New%20Mexico%20Administrative%20Cod
€%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20308/8 3

08_9(1).pdf

http://www.hsd.state.nm.us/providers/rutas-administrativecode.aspx

C. Definitions

Applied Behavior Analysis (ABA) - theuseof techniquesandprinciplesusedto bring
meaningfulandpositivechangesn behaviorsApplied behavioranalysi(/ABA) is thescience
in whichthe principlesof the analysisof behaviorareappliedsystematicallyto improvesocially
significantbehaviorandexperimentatioms usedto identify the variablesresponsibldor
behaviorchange.

Autism Provider (AP) - anagency approvedoy MAD to provideStage 2 and 3 ABA
services. The AP agencycontracts or employsBehavior Analysts (BA) to conduct the
Behavior or FunctionalAnal ytic Assessment. Utilizing theassessmeandtherecipients| SP
recommendations, the BA developsanind vidualized ABA Treatment Plan.

At-Risk for developing ASD - arecipientagesl2 monthgo 36 monthswho presentswith
multiplerisk factorsas evidenced by developmental delaysand/or deficits, characterigtics
often seen in children with ASD, and genetic status, but who maynot meet the full diagnostic
criteriafor adiagnossof ASD.

Autism Evaluation Practitioner (AEP) - a practitioner who meetstherequirementsto
conduct the Medical AssistanceDivison (MAD) approved ABA Stage1l Comprehensive
Diagnostic Evaluation (CDE), Targeted Evaluation, or Targeted Risk Evaluation. The AEP
compl etes Evaluation Reportsand developshel ntegrated Service Plan (1SP).
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Autism Spedrum Disorder (ASD) - aneurodevelopmentalisorder as defined by the latest
version of the Diagnastic and Stati stical Manual of Mental Disorders (DSM) or the
International Classification of Diseases(ICD).

Behavior Analyst (BA) - a practitionerwho s certified by the BehaviorAnalyst
CertificationBoard(BACB) to beaBoardCertified BehaviorAnalyst(BCBA) or a Board
Certified BehaviorAnalystD (BCBA-D), or a practitionerwho the BACB recognizesasa
Qualifying Psychologistvho arecollectivelyreferredto asBAs. TheBA mustbeapproved
to supervis(BACB BoardCertified AssistantAnalyst(BCaBA or BAA) oraBACB
RegisteredBehaviorTechnician(RBT or BT) or a BehavioralinterventionCertification
Council (BICC) BoardCertified Autism Technician(BCAT). A BCBA who hascompleted
the coursework andthe practicumhoursbut lackscertificationwhile waiting for the next
offeredexamor examresults,may performthe dutiesof a certified BCBS otherthan
supervisingprovidingthe BCB A owerk is supervised.

Behavior or Functional Analytic Assesanent - addresses needsassociated with both skil |
acquisition and meaningfulandpositivechangesn behaviors. The Behavioror Functional
Analytic Assessmemesultsin theindividualized development of an ABA Treatment Plan (as
appropriate for the ABA service modd).

Board Certified AssistantBehavior Analyst (BCaBA®) (BAA) - apractitionerwho is
certifiedby the BACB andapprovedy his or herBA andthe BACB to superviseBTs.

Behavior Analyst Certification Board (BACB®) - a nationalcertificationboardfor BAS,
BCaBAs,andRegisteredehaviorTechniciangRBTSs).

Board Certified Autism Technician® (BCAT®) - apractitionerwhois certifiedby the
BehavioralinterventionCertificationCouncil. TheBCAT isincludedin thetermBT. A BCAT
is supervisedy aBA, andif approveda BAA.

Board Certified RegisteredBehavior Technician (RBT) - a practitionerwho s certified by the
BACB. TheRBT rendersABA Stage2 and3 servicesunderthe supervisiorof aBA or, if
approveda SupervisingBAA. A RBT is includedin thetermBT.

Behavioral Intervention Certification Council® (BICC®) - anaional certificationcouncilfor
BCAT practitioners.

Behavior Tedhnician (BT) - aRBT, BCAT, or anon-certifiedbehaviortechniciantime
limited) practitionemwho assist@ BA in renderingABA Stage2 servicesandrendersunder
supervisionABA Stage3 services.

ComprehensiveABA - refersto oneof thetwo approacheso thetreatmenbf arecipient
wheretherearemultiple targetsacrosamostor all developmentatiomainshatareaffected
byther e c i pASIe. rFor &rscipientwho meetshe At-Risk Criteria, Comprehensive
ABA servicesareavailablefrom agel2 monthsup to 3 yearsof age. For arecipientwho
hasan AEP rendereddiagnosisof ASD, ComprehensivABA servicesareavailablefrom
agel2 monthsupto compulsoryschoolage.
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ComprehensiveDiagnostic Evaluation (CDE) - isamulti-informantand multi-modal
evaluatiorprocess that allows for the careful evaluation of the presence of symptoms
condstent withadiagnosisof ASD, and if adiagnossisrendered, allows for the careful
cons deration of medically necessary services, including ABA. A CDE includesathorough
reviewof therecipient'sbehavioranddevelopmenandincludesinterviewingthe parentsand
caregiverslt mayalsoincludeahearingandvision screeninggenetictesting,neurological
testing,andothermedicaltesting.This is a partof ABA Stagel services.

FocusedABA - refersto oneof thetwo approacheso thetreatmenbf arecipientfor a
limited numberof behaviorakargetslt is availableto recipientsl2 monthsup to the ageof
21 with an AEP renderedliagnosisof ASD.

Integrated Service Plan (I SP) - adetailed document which pull stogether the results of the
CDE intoaplanwhich prioritizesall medically necessary services. Resultsof the CDE,
TargetedEvaluation,or the TargetedRisk Evaluationareusedto developanISP.An ISPis
requiredunderABA Stagel servicesitherasaseparat@locumenbr asanembeddegbart
of the TargetedRisk Report. An AEP may conducta follow-up ISP without conductinga
CDE or TargetedevaluationwhenmedicallynecessaryWhena recipientwho hada
TargetedRisk Evaluationpresentatioomarkedlychangesthe AEP will conducta CDE and
issueaninitial ISP.

Level of Care (LOC) - theintensityof medicalcareprovided.

Specialty Care Practitioner (SCP)- a practitionerwho rendersspecializedABA Stage2
and3 servicedo recipientswho meetthe criteriafor SpecialtyCareservices.

Targeted Risk Evaluation - is conductedor arecipientagedl2 monthsto 3 yearswho
mees the At-Risk Criteriafor developingASD. The TargetedRisk Evaluationresultsin an
ISPembeddedn the Risk EvaluationReport. An AEP cannotconducta Targeted
Evaluationwhentherecipientonly hasa TargetedRisk Evaluation. If thereis marked
changanther e c i ppregentationghe AEP conductsa CDE.

Third Party Administrator_- the MAD contractorwho approvesABA Stage3 servicedor a
recipientutilizing his or her Feefor-Servicebenefitplan.

D. Identified Population

ABA services are provided to recipients 12 monthsup to 21 yearsof age. Ar eci pi ent 6
eligibility for ABA Stagel servicesrequiresa screeningof the recipientandthe resultsof

the screeningdeterminesaccesso ABA Stagel servicesA recipientés digibility for ABA

Stage? and3 servicesfall sinto one of two categories. At Risk for ASD or Diagnosed with ASD.

A recipientresidingin anout-of-homeplacementayreceiveABA Stagel, 2, and3 services.

An digiblerecipient must mest the leve of care (LOC) ABA AdmissionandABA Continuation

of ServiceCriteria detailed bel ow.

ABA Criteriafor Admission,Continuationof ServicesPDischargeandExclusion: MAD has
developedseparateriteriafor arecipientto enterinto ABA servicesgcontinueABA services,
andbedischargedrom ABA servicespr meetthecriteriato beexcludedrom ABA services.
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1)

2)
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Admission Criteria: &vicesare determined to be medically necessary when:

a.

Thedigiblerecipient cannot adequately participatein home, schoal, or
community activities becausethe presence of behavioral excesses
and/or theabsence of functional skillsinterfere with meaningful
participation in theseadivities, and/or
The eligible recipient presentsa safety risk to self or others. (The
presence of safety risk to self or others does not need to meet the
threshold criteria for out-of-home placement.)
There is a reasonable expectation that ABA services will result in
measurable improvement in the acquisition of functional, adaptive
skills, and/or the reduction of ndanctional, maladaptive behavior.
0] Thedigiblerecipient followsthe prescribed three-stage
comprehensive approad to evaluation, asessment, and
treatment.
(i) The digiblerecipient meetsone of the following two categories:
i At-riskfor ASD: An eligible recipient may be considered
AAt-Risk for ASD, and therefore eligible for time-
limited, ComprehensivA BA Servicesif heor shedoesnot
meet full criteria for ASD per the latest verson of the
Diagnaogtic and Statistical Manual of Mental Disorders
(DSM) or the International Classfication of Diseases
(ICD), and when he or she meets all of the following

criteria:

o] Is between 12 and 36 months of age; and

o] Presents with developmental differences and/or
delays as measured by standardized assesament;
and

o] Demondrates some characteristics of the disorder

(i.e,, impairment in social communication and
early indicators for the development of restricted
and repetitive behavior); and

o] Presents with at least one genetic risk factor (e.g.,
the digiblerecipient has genetic risk dueto having
an older sibling with a well-documented medical
diagnasis of ASD; the eligible recipient has a
diagnosis of Fragile X syndrome).

i Diagnosed with ASD: Eligible recipientl2 monthsipto
21 years of age who has anAEP rendered diagnosis of

ASD.

ContinuecEligibility Criteria (mustmed aand b for continuation of ABA

services)

a. Therecipient continuesto meet the ABA admission criteria.

b. The recipient responds positively to ABA services, as evidenced by
quantitative data submitted by the BA when requesting an ABA Stage 3
Service Authorization for the initial and ongoingntnth prior
authorization for continuation of ABA service.

C. If therecipient is not responding positively to ABA Stage 3servicesfor

reason(s), including but not limited to, inadequate family parti cipation,
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insufficient service intendity, or issues with the goals and/or associated

interventionsoutlinedinthe ABA Treatment Plan, the BA may workwith

the Managed Care Organizatié@@are Coordinator to addressidentified
barriers.

d. The BA mugt first make every attempt internally to identify and
addressthelack of response. However, if the coordinated eff orts of the
AP andMCO Care Coordinator do not result in postive behavior
change, the BA may request the AEP
Q) Complete a new CDE and ISP;

(i) Complete a Targeted Evaluation and new ISP (when a CDE has
been completed, but a full CDE is not required);

(i)  Complete a CDE and develop an ISP when only a Targeted Risk
Evaluation has been completed;

(iv)  Complete an updated ISP;

(v) Referto a Specialty Care Practitioner ér increased clinical
support;

(vi)  Provide alternative opportunities for a parent or caregiver
that is not able to attend ABA Stage 3 sessions at the
recommended level or

(vii)  Dischargefrom ABA servicesto allow timefor barriersto be
resolved.

E. DischargeCriteria

1) Dischargecriteria:therecipient mustmeetoneof a-d, below.

Individualized discharge criteria are devel oped with appropriate, realigtic, and

timely foll ow-up care and thesecriteriaareincluded intheinitial ABA

Treatment Plan. An dligiblerecipient may be discharged from ABA services

when:

a. Therecipient hasmet hisor her indvidualized discharge criteria; or

b. The recipient hasreached the defining ageli mit as specified for
At-Risk for ASD digibility or for Diagnased with ASD digihility;
or

C. The recipient can be appropriately treated at alessintensve leve
of care based on the most current ISP or Behavior or Functional
Analytic Assessment findinger

d. After exhausting item (d) undeZontinuedEligibility Criteria, the
recipient continues to demonstrate success in goals and the ISP
recommends prioritizing another service instead of continuing
ABA services at this time

2)  Exclusionarycriteria: A recipient may be excluded from ABA services when,
at the time the recipient requests ABA services, he or she is 11 months or younger
or has reached the maximum age of 21 years.
F. Screeningand Referral

Prior to areferralfor a CDE or TargetedRisk Evaluation,arecipientmustfirst be screenedy a
practitionerwhosescopeof practiceallowshim or herto performandscorea Level 1 screen.The
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screenersnustbe ableto administerandscoreLevel 1 ASD screen(e.g.,Modified Checklistfor
Autism in Toddlers, Revised with Follow-Up; M-CHAT-R/ F Br Social Communication
QuestionnaireSCQ).

If the screeningesultsare positive,a MAD approvedreferring practitionermay thenrefer the
eligible recipientto an AEP for ABA Stagel services.

If the eligible recipientcompleteda MAD CDE andan ISP within the pastcontinuous36-month
periodof time, andthe CDE led to the eligible recipientbeingdiagnosedvith ASD, the eligible
recipientmay begin ABA Stage 2 serviceswithout further screeningor evaluation. This may
happenwhena parentor caregiverdetermineshe eligible recipientis not readyfor suchservices
anddelaysthe startuntil he or sheis older.

Suspectedf havingASD for recipients12 monthsup to 21 yearsof agewho are suspecteaf
having ASD, referralto Stagel can be initiated following (a) screeningandif the resultsare
positive, (b) referral to an AEP for TargetedRisk Evaluation, ISP development,and the
determinatiorof medical necessityfor ABA.

1) An eligible recipientwho doesnot havean AEP renderedliagnosisof ASD may
bereferredto an AEP for TargetedRisk Evaluationif:

a. A Level 1 ASD screenefe.g.,Modified Checklistfor Autismin Toddlers,
Revisedwith Follow-Up; M-CHAT-R / F dt SocialCommunication
QuestionnaireSCQ)hasbeenadministeredandthe screeneyieldsa
positiveresult;and

b. Thereferringpartybelievesthe screeneresultsto bevalid basedon
his/herdirectobservatiororr e ¢ i pdevelopménsAlthoughnot
requiredthereferringpartyis encouragedo usea Level 2 screenefe.g.,
the Screeningrool for Autismin T o d d | & T & E frgather
additionalinformationthroughanotherclinical assessmemhechansm
whenevethe Level 1 screeneresultis inconsistentvith otherclinical
data.

2) A recipientmaybescreene@ndreferredto an AEP by:

a. Theprimarycareprovider(PCP)or anothelicensedhealthcare
practitionerincluding, but notlimited to, a speecHanguagepathologist,
occupationatherapistor aMAD recognizedehaviorahealth
practitionerwhois aLPCC,LISW/LCSW, psychologistCNP or CNS,
LMHC, or LMSW who alsohasqualificatiors to rendera Level 2 screen;
or

b. A Departmentf Health(DOH) Family Infant Toddler(FIT) Program
ServiceCoordinatorif therecipientis concurrentlybeingevaluatedor
FIT servicesor if heor shehasbeenevaluatedandis currentlyrecaiving
FIT interventionservicespr

C. A schootbasedhealthor educationaprofessionalnvolvedin the
r e c i pspeeialedugaioreligibility determinatiorprocess.

At-Riskfor developingASD for recipients12 monthsto 36 monthsof agewho areat risk for
developingASD basednthecriteriaidentifiedabove putfor whomaComprehensiv®iagnostic
Evaluationis notinitially indicated ABA Stagel is initiatedfollowing screeningandreferralfor
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aTargetedRisk EvaluationISP developnent,andthedeterminatiorof medicalnecessityor ABA

services.

1)

2)

A recipientmaybereferredto an AEP if thereis:

a. Concernonthepartof thereferringpartythatarecipientl2 monthupto
36 monthsof ageis at-risk for ASD by virtue of his or hergeneticstatus,
butdoesnot necessarilygcreempositiveon aLevel 1 ASD screenesuch
asthe Modified Checklistfor Autismin Toddlers,Revisedwith Follow-
Up EM-CHAT-R/ F End

b. Concernthattherecipientis demonstratinglevdopmentaldelay(s)and/or
difference(s)jncludingearlymanifestatiorof oneor moreASD
characteristics SeeAdmissionCriteriafor detailedinformation.

A recipientmaybereferredto an AEP by:

a. His or herPCPor anothelicensedhedth carepractitionerincluding,but
notlimited to, a speecHanguageathologistoccupationatherapista
MAD behaviorahealthpractitionerwhois a LPCC,LISW/LCSW,
psychologistCNP,CNS,LMHC or LMSW who hasthe qualificationsto
renderalevel 2 screenpr

b. A FIT ProgramServiceCoordinatorif therecipientor his or herbiological
siblingwith ASD is concurrentlybeingevaluatedor FIT servicesopr if
therecipientor his or herbiologicalsibling with ASD hasbeenevduated
andis currentlyreceivingFIT interventionservices.

G. Provider Typesand Qualifications for Servicesat Each Stage

STAGE 1

Provider Qualifications: Autism Evaluation Practitioner (AEP)

MAD enrollsindividual AEPs, not an agencythat emgdoys or contractswith AEPs. An AEP
conductsthe CDE, or TargetedEvaluation,or a TargetedRisk Evaluationanddevelopsthe ISP
for arecipient. An approvedAEP must:

1)

2)

3)

4)
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Be aNewMexico RegulatiorandLicensingDepartmen{RLD) licenseddoctorat
level clinical psychologisbr a physiceanwhois boardcertifiedor boardeligiblein
developmentabehaviorapedatrics,pediatricneurology,or child psychiatry;

Have experiencen, or knowledgeof, the medically necessaryise of ABA and
otherempiricallysupportednterventiontechniques;

Be qualified to conductand documentboth a CDE, TargetedEvaluationand a
TargetedRisk Evaluationfor developinganISP;

Have advancedraining andclinical experiencan the diagnosisard treatmentof
ASD andrelatedneurodevelopmerdisordersjncluding knowledgeabouttypical
and atypical child developmentand experiencewith variability within the ASD
population;
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5) Have advancedrainingin differentialdiagnosisof ASD from otherdevelopmental,
psychiatricandmedicaldisorders;

6) Sign anattestatioriorm affirming thatall AEP practitionerequirementasoutlined
abovehavebeenandwill continueto be,met.

Stage 1 Service Requirements

The AEP must develop a scheduling process ensure priority isgivento recipienswho have
the probability of being At-Risk for the development of ASD. The AEP will determine if the
recipientrequires a full CDE and ISP, a Targeted Evaluation and ISP, or Targeted Risk
Evaluation, Risk Report, and | SP; or smply an | SP based upon a current CDE.

It is the A E P desponsibilityto provide informationto ther e c i ppameni/ca@gvethat
describegshe currentpresentatiorof the recipientand all adjunctpractitionerswhoseinput is
necessaryo fully evaluate write the report,and completean ISP which detailsand prioritizes
medicallynecessargervicedo therecipient,includingABA serviceswhenappropriate.

Comprehensive Diagnostic Evaluation (DE)

The AEP determines the eligible recipient requires a CDE resulting in a thorough Evaluation
Report and ISP when:

1) The recipient has never received such an evaluation by andkEP;

2) The recipient has received such an evaluation byt or a practitioner meeting
the requirements to be an AEP, but not withie previous consecutive &tonths;
or

3) The recipient has received such an evaluation by an AEP or a practitioner meeting
the requirements to be an AEP within the previous consecutive 36 months, but
there is sufficient reason to believe t
markelly such that the previously rendered diagnosis may no longer be valid or
additional diagnoses may be present.

A CDE to confirm the presence of ASD must be conducted in accordance with current practice
guidelines as offered by professional organizatisnch as the American Academy of Child and
Adolescent Psychiatry, American Psychological Association, American Academy of Pediatrics,

and American Academy of Neurology. Although aspects of the evaluation will vary depending on

t he reci pi e mentaldeveh diagnostidestory,leto. pt is expected that the evaluation

be multiinformant, multtmodal, ASDspecific, and conducted by an AEP. It is expected of the

AEP conducting the CDE that the evaluation tools employed during the diagnostic @eess
used to aid in the development of the recipie

The AEP determines the eligible recipient requires a CDE resulting in a thorough Evaluation
Report and ISP when:

1) The recipient has never received such an evaluation by anoAEP;
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2) The recipient has received such an evaluation by an AEP or a practitioner
meeting the requirements to be an AEP, but not within the previous
consecutive 36 monther

3) The recipient has received such an evaluation by an AEP or a practitioner
meetingthe requirements to be an AEP within the previous consecutive 36
mont hs, but t her e S sufficient reeé
presentation has changed markedly such that the previously rendered
diagnosis may no longer be valid or additional dasgs may be present.

Targeted Evaluation

A Targeted Evalwuation is conducted when the r
specific aspects of the recipientds current p
CDE findings.Because a Targeted Evaluation was completed, an initial ISP based on the Targeted
Eval uati ondés rWhenunl AERIs called upoe tp nonduat a Targeted Evaluation

for the purpose of developing only the initial ISP, the AEP is expected tdingal discretion

regarding the evaluation tools needed to develop the ISP that theetse ci pi ent 6 s nee
Targeted Evaluation requires the same considerations and use oeinfouaftiants as clinically

indicated. This means that for the specifibdgors or lack of behaviors being evaluated, the

AEP must use his or her clinical judgement to determine whether other praadftiovmrt is

required to produce a valid report and ISP.

The AEP must include the following elements when completing th&udian Report and
devel oping the recipientods | SP.

Multi-informant: CDEs or a TargetedEvaluationmust include information from the recipient
himselfor herself viadirect obsarvation and interaction; and

1) Therecipientslegal guardian or other primary caregiver; and

2) Whenever possible, one additional informant who has direct knowledge of the
recipients functioning as it pertains to skill deficits and behavioral excesses
associated with ASD:

a. Recipiends educational or early interventionist provider; or

b. Recipienés PCP; or

C. Recipiengs physical, behavioral and long-termcare health provider (e.g.,
Speech-Language Pathologist, Social Worker, Occupational Therapist,
Physical Therapist, Psychol ogist, Psychiatrist, Behavior Analy<t, etc.).

Multi-modal: CDE or a Targeted Evaluationust rely on various modes of information
gathering, including but not li mited to:

1) Review of educational and/or early interventions, physcal, behavioral and
long-termcare health records; and

2) Legal guardian or primary caregiver interviews for historical information, as

well asdetermination of current symptom presentation; and
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3) Direct observation of, and interaction with the recipient and

4) Clear consgderation of, but ideally direct and/or indirect assessnent of multiple
areas of functioning, including but not limited to:

developmental, intell ectual, or cognitive functioning; and

adaptive functioning; and

social functioning; and

speech, language, and communi cative functioning; and

medical and neurol ogical functioning.

®oo o

ASD-spedfic: TheCDE or aTargetedEvaluatiormustbe specific enoughtoadequatdly assess
symptoms associated with ASD, yet broad enough to make a valid diff erential diagnossand
cond der possible co-morbid conditions. As such, the AEP should useone or more standardized
diagnosticinstruments (e.g., The AutismDiagnostic Observation ScheduleE , Second Edition
[ADOSE -2]; Autism Diagnostic InterviewE -Revised [ADI E R]), as well as asssssnent
tools (i.e, standardized assessnent measures, interviews, etc.) to evaluate symptoms
associated with ASD.

Stage 1 CDE or Targeted Evaluation Documentation Requirements

A copy of the following document s copysnustdee i nc|
provided to t he randthepCPeiidifférent fronetlgesdAEP. dhe &valdaitics n
Report must be signed by the AEP; and the ISP must be signed by the AEP, the recipient and the
recipientds | egal guar di an.

Evaluation ReportThis applies to either a CDE or a Targeted Evaluation. Within 60 calendar days
of completon of the evaluation, the AEP must issue a thorough report that documents the
evaluation process, evaluation results, and case conceptualization and formulaticpewith
consideration of the criteria for ABA services for the recipient.

If the CDE does not result in a diagnosis of ASD, an ISP is not reqtioedevert he AEPOSs
Evaluation Report must offer individualized, clinical recommendations to guide further
assessment and intervention services specific for the recipient.

Integrated Service Plan (ISPyhe AEP must issue an individualized ISP. If the AEP conducted
the CDE, the ISP must be issued within 90 calendar days of the conclusion of the CDE. Whis allo
for the AEP to issue the Evaluation Report in a timely manner (i.e., within 60 calendar days), but
allows 30 additional calendar days to refine and issue the ISP, if necessary.

However, in cases where the AEP is only tasked with evaluation for tip®gasr of ISP
development (i.e., the AEP is not tasked with completion D& because one was already
conducted) or when a Targeted Evaluation is conducted, an ISP must be issued within 30 calendar
days (or no more than 45 calendar days) at the conclasion t he AEPOGs eval ua
developing and issuing the ISP, the AEP must adhere to the following requirements:

1) If the AEP determines that ABA services are clinically indicated, the ISP must
include a statement that the AEP expects that the sespldBA services will
result in measurabl e I mprovement in the

associated behavioral excesses and deficits, and/or overall functioning, and ABA
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2)

3)

4)

5)

6)

7)

8)

9)

10)
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services are therefore prescribed.

The ISP must ensure that all areas of need are adequately addressed through ABA
and other medically necessary services (e.g., sdaaghage therapy,

occupational therapy, specialized physical, behavioral|argterm care health
follow-up).

The ISP must indicate what each recommended service provider should address in
the context of his or her therapeutic work (i.e., what domains of functioning and
what specific behavioral excesses or deficits they should target). As such, the

AEP may include broadly constructed intervention goals, but should refrain from
formulating specific objectivesRather, the clinicians to whom the recipient is
ultimately referred should be responsible for creating their own discipline and
domainspecific treatment plans, which should include this level of detalil.

The ISP must support access to, and participation in, services afforded through the
Individuals with Disabilities Education Act (IDEA), specifically Part C for infants
and toddlersand Part B for preschootaged children.

The AEP must ensure that, if services other than ABA are prescribed, they are
aligned with ABA such that the anticipated benefits to the recipient can be
realized. ABA alone has been shown to be less effective, and therefore it is
necessary that the AEP design and document an ISP that includes complementary,
rather than contraindicated, components.

The ISP must be linked to findings from the CDE and reftgmit from the

recipient (as appropriate for age and developmental level), legal guardian, or other
caretaker, as well as school staff and behavioral health professionals involved in
the recipientds care.

ISP development must include a re@tisissessment of available resources as

well as characteristics of the recipient that may affect the intervention positively

or negatively.

The | SP must be based on the recipiento
mindful of thelomg-t er m vi si on for the recipientos

The |1 SP must address needs-remtedsoci ated w
symptoms, as well as symptoms associated wHmadbid conditions.

Given that the needs of a recipient with ASD are chaiatitaily numerous, the

ISP must establish clear priorities such that the most significant skill deficits and
behavioral excesses are targeted first, with significance defined by the pivotal
nature of the skildl aabsénceoor betmyioral exoessr i s k
poses to the recipient or others.

The ISP must include a plan for ongoing monitoring across multiple areas of
functioning such that the plan can evol
presentation changes in regpe to treatment.
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Stage 1 Requirement Variations for Recipient$dentified as At-Risk

For recipients 12 months up to 36 months who may-biskafor developing ASD, but for whom
a CDE is not initially indicated, the Stage 1 Variation involves a Targeted Risk Evaluation and a
Risk Report with an embedded ISP.

1) Determine and documeriie r eci pi ent 6s genetic ri sk s
reviewing the medical records of the older biological sibling(s) with ASD, and/or
reviewing the recipientdéds own medical r

genetic condition associated with B%e.g., Fragile X).

2) Utilize various modes of information gathering, including but not limited to:
a. Review of physical, behavioral atmhg-termcare health records; and
b. Legal guardian and/or primary emiver interview for historical
information, with particular attention to the prenatal, perinatal, and
neonatal periods in order to gain information related to causal factors
associated with early developmental delays and/or differences; and

C. Legal guardian and/or primaryregiver interview for developmental
progression and current functioning; and

d. Direct observation of, and interaction with, the recipient; and

e. Direct and/or indirect assessment, or at minimum, consideration of the

reci pi ent 0 sosssdonming, inctuding bugnotdirnited to:
) Overall developmental functioning;

(i) Adaptive functioning;

(i) Social functioning;

(iv)  Speech, language, and communicative functioning; and
(V) Physical and neurological functioning.

3) Clearly document the developmental delay(s) and/or difference(s) that, when
coupled with consideration of the recip
or her risk for developing ASD.

Stage 1 Documentation Requirement for Variation for A-Risk Recipients

A copy of the following documents must be i nc|
provided to the r auwithp PEnit dfferent feorg thé AER.uTher Risk a n
Evaluation Report must be signed by the AEP; thredlISP must be signed by the AEP and the
recipientdos | egal guar di an.

Risk Evaluation ReporiVithin 30 calendar days of completion of the Targeted Risk Evaluation,

the AEP must issue a thorough Risk Evaluation Report that documents the Targeted Risk
Evaluation process, assessment results, and case conceptualization and formulation, with special
consideration of the criteria for accessing ABA services as aRigkt recipient. Rather than

issuing a separate ISP, the AEP must provide detailed recommesdfdrointervention and

ongoing monitoring in, or accompanying, the Risk Evaluation Report. The Risk Evaluation Report
must be signed by the AEP and the recipientos
as the recipient @sRepogaandiSP.ed Ri sk Eval uat:i
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Integrated Service Plan (Embedded in Risk Evaluation Rephgn developing and issuing the
recipientds Risk Evalwuation Report with embed
requirements:

1) If the AEP determines that ABA services are clinically indicated due to notable
risk for the development of ASD, the ISP must include a statement that the AEP
expects that the requested ABA services will result in measurable risk reduction,
and ABA services are therefore recommended.

2) The ISP must ensure that all areas of need are adequately addressed through other
medically necessary services, as indicated (e.g., sjp@eghage therapy,
occupational therapy, specialized physical, baral; andlong-termcare health
follow-up).

3) The ISP must support access and participation in services afforded through Part C
of the IDEA, if eligible.

4) The AEP must ensure that, if services other than ABA are recommended, they are
alignedwith ABA such that the anticipated benefits to the recipient can be
realized. It is imperative as an ISP that involves a mixture of methods, especially
those which lack proven effectiveness, have proven to be less effective than ABA
alone.

5) The ISP must be linked to findings from the Risk Evaluation and reflect input
from | egal guardians, caregivers, and o

6) ISP development must include a realistic assessment of available resources as
well as claracteristics of the recipient that may affect the intervention positively
or negatively.

7) The | SP must be based on the recipiento
mindful of the longterm vision for his or her potential.

8) ThelSPm st address needs assoelatedt ed with t
symptoms, as well as symptoms associated wHmadbid conditions

9) If the needs of the recipient are numerous, the ISP must establish clear priorities
such that the most significaskill deficits and behavioral excesses are targeted
first, with significance defined by the pivotal nature of the skill and/or by the risk
that the skill s absence or behavioral

10) The ISP must also incleda plan for ongoing monitoring across multiple areas of
functioning such that the plan can evol
presentation changes in response to treatment. Plans for monitoring should allow
for services to end once the risk #8SD is sufficiently reduced, or in unfavorable
circumstances where risk increases rather than decreases, support for a referral to
the AEP for a CDE.
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MAD Approved CDE and ISP Requirements

MAD will acceptfor a limited period of timénto ABA Stage 2 and 3 services an eligible recipient
who has an ASD diagnosis from a pARBP practitioner when that practitioner is one of the
following:

1) A New Mexico Regulation and Licensing Department (RLD) licensed
Psychologist

2) A New Mexico Boardf Nursing licensed
a. Psychiatric Clinical Nurse Specialistr
b. Certified Nurse Practitioner with a specialty in Pediatrics or Psychiatry.

3) A New Mexico Medical Board licensed MD or DO specifically licensed as a:
a. Psychiatrist who is BodrCertified in Child and Adolescent; or
b. Pediatrician.
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STAGE 2

Provider Qualifications: ABA Stage2 and 3 Practitioners

Behavior Analyst

A BA who conductghe Behavioror FunctionalAnalytic Assessmenprocessandis responsible
for the developmentof case supervisionand clinical managementand if applicable the
implementatiorof the ABA Treatmen®Plan is theonly practitionereligible to bill for ABA Stage
2 services.To beaMAD approvedBA, therearethreecertificationandlicensng BA pathsopen
to apractitioner

1)
2)

3)

Hold and maintain a BACB BCB® cetrtificate.

Hold and maintain a BACB BCBA cetrtificate.

Hold and maintain a New Mexico Regulation and Licensing Department Board of

Psychologist Examiners psychology licens certified by the AmericaBoard of
Professional Psychology in Behavioral and Cognitive Psychpkgywas tested
in ABA. This practitioner is also kmwen as a Qualifying Psychologist.

The secondtype is a Stage2 provider without BACB certification. This provider type is able
to assist but not work independently. This providertypewithout BACB certificationmust:
possess minimum of a master'slegreefrom an accrediteduniversitythat
wasconferredn behavioranalysis,educationpr psychologyor conferred
in adegregrogramin which the candidatecompleteca BACB® approved
coursesequence;

havecompletedyraduatdevelinstructionin thefollowing behavioranalytic
contentareagqb) (i) through(b) (x):
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(@)

(b)

(©)

(i)
(if)
(iii)
(iv)
v)
(vi)
(vii)

(viii)
(iX)

(x)

ethicalandprofessionatonduct(at least45 classroom
hours);

conceptsandprinciplesof behavioranalysig(atleast45
classroonmhours);

measuremer(at least25 classroonhours);
experimentatesign(atleast20 classroomhours);
identificationof the problemandassessmeratleast30
classroonmhours);

fundamentaklementf behaviorchangeandspecific
behaviorchangegproceduregat least45 classroomhours);
interventionandbehaviorchangeconsiderationgat least
10classroonmhours);
behaviorchangesystemgatleast10 classroonhours);
implementationmanagemengndsupervision(atleast10
classroomhours);

discretiorary courseworkatleast30 classroomhours);

have experiencein the design and delivery of ABA servicesthrough
supervisedndependenfield work (nonuniversitybased)of at least1500
hours, practicumexperiencguniversity based)of at least1000 hours,or
intensive practicumexperience(university based)of at least 750 hours,
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supervisedn accordancevith the B A C B Erégsirementsor supervised
experience;a significant portion (at least one third) of the supervised
experiencemust have been accued with an ASD or closely related
population(e.g.,FragileX, IntellectualDisability);

All Stage2 providersmustcomplete32 hoursof continuingeducationin
behavioranalysiseverytwo years.

The BCBA examis offeredfour timesperyearandresultsare not availablefor two months.(The
scheduleanbeviewedat https://www.bacb.com/examinationformation/exardates) A Stage
2 providerwithout BACB® certificationmay beginwork with supervisionhowever,within one
yearfrom the datethe providerstartsemploymentasa supervisor the provider mustsit for and
passheexam.The Stage2 providerwithout BACB® certificationmustpasshe examin orderto
continueworking.
BACB Board Certified AssistantBehavior Analyst® (BCaBA)
1) A BCaBA, alsoknownasaBAA, assistsa BA duringABA Stage2.
2) TheBAA mayprovideABA Stage3 servicesunderthesupervisiorof a BA.
3) Whenthe BAA meetsthe BACB requirementso supervisea BT, andhasthe
approvalof his or hersupervisingBA, the BAA mayrenderABA Stage3 Case
Supervisiorthe BAA may provideCaseSupervisiorof aBT.

4) A BCaBA mustsuccessfull}completea criminal backgroundegistrycheckand
possesandmaintainhis or herBCaBA certification.

ABA Stage2 and 3 Behavior Technicians

MAD recognizeshreetypesof BehaviorTechniciangBTs): two typesof certifiedBTsandanon
certified BT.

Certified BT
Thereare two typesof certified BTs: RegisteredBehavioralTechnician (RBT®) certified by
BACB; or BoardCertified Autism Technician® BCAT) certified by the Behaviorallntervention
CertificationCouncils®(BICC)
TheRBT or BCAT must:

1 Be atleast18 yearsof age;

2) Possesa minimum of a high schooldiplomaor equivalentand

3) Successfullycompletea criminal backgroundegistrycheck.

4) A RBT mustcompletefour hoursof ASD trainingincludingbut not limited to

trainingaboutprevalencegtiology,coresymptomsgcharacteristicsandlearning
differencesjn additionto anyotherBACB requirements
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Non-Certified BTs

MAD approvesa non-certified BT who is studyingto be certifiedasa RBT or BCAT to assista
BA completeanABA Stage? and3 servicefor upto six continuousnonthswhile workingtowards
his or herRBT or BCAT certification.If the non-certified BT fails to earnhis or her certification
within theallottedtimeframe the non-certified BT is to no longerassista BA completethe ABA
Stage2 assessmemindrenderABA Stage3 serviceauntl heor sheis certifiedasaRBT or BCAT.
Seebelowfor anexceptiorto this requirement.

The AP agencymustretainin thenon-certified BT's personnefile documentatiof thefollowing
requirementand mustprovide MAD a written attestatiorthat the non-certified BT meetsall of

thefollowing:
1)
2)
3)
4)

5)

6)

7)

8)

9)
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Be atleast18 yearsof age;
Possesa minimumof a high schooldiplomaor equivalent;
Successfullyrompletea criminal backgroundegistrycheck;

Completea minimumof four hoursof trainingin ASD includingbut notlimited
to trainingaboutprevalenceetiology,coresymptomsgcharacteristicsand
learningdifferencesprior to renderingABA Stage2 and3 services;

Completed0 hoursof trainingin ABA (providedby aMAD approvedBA) that
meetsRBT or BCAT certificationrequirements;

Priorto renderingABA servicesthenon-certified BT hascompletedat least20
hoursof therequiredRBT or BCAT trainingswith theremainingRBT or BCAT
trainingsaccruecho morethan90 calendaidaysfollowing thefirst dateof the
noncertified BT renderingservices;

Completeall otherrequirematsfor registrationrasa RBT® or BCAT® (e.qg.,
passingheidentified competencyassessmensubmittingthe necessary
documentatiortio the BACB or BICC); and

Secureandhold aRBT or BCAT certificatewithin thefirst continuoussix-
monthsfrom thefirst dateof renderedABA services.

If thenon-certified BT fails to earnhis or hercertificationwithin the allotted
timeframe thenon-certified BT is to nolongerassista BA completethe ABA
Stage2 assessmerd@ndrenderABA Stage3 serviceauntil heor sheis certifiedas
aRBT or BCAT.

a. However,astheRBT andBCAT testingdatesfor arenotavailableeach
monthandthe certificationboardmaytakeup to 2 monthsto providethe
resultsof testing,MAD is allowing anon-certified BT to renderABA
servicedor up to 2 monthsafterthe certificationtestingdatewhenthereis
documentegbroofin the non-certifiedB T GAB agencypersonnefile:
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) the noncertified BT has completedthe coursework within 90
calendadaysof thefirst dateABA servicesvererenderedand

(i) the non-certified BT registeredor the next availabletestingdate;
and

(i)  theproposedotificationdateof testingresults.

MAD encourages BCBA candidateto apply for a RBT, BCAT or a BCaBA certificatewhile
working on his or herBCBA certification. The sameis truefor a BCaBA candidateo applyfor a
RBT or BCAT certificatewhile working on his or her BCaBA certification.In this way the AP
agencyis ableto allow the candidateo assista BA for ABA Stage2 servicesandto bill asBAA
oraBT for renderingABA Stage3 servicedeforeandaftertakingtheBCBA examwhile awaiting
his or hertestingresultsto becomecertified.

Each provider type has standards for supervision:

BCaBA
https://www.bacb.com/wgontent/uploads/Standarfisr-Supervisiorof-BCaBAs 180924.pdf

RBT
https://www.bacb.com/rbt/responsikdertificants/

BCAT
https://behavioralcertification.org/Content/Downloads/BCAT_CANDIDATE_HANDBOOK.pdf

Requirements forupervisors oBCaBAs BCAT and RBTs
https://www.bacb.com/requiremerfty-supervisors/

Stage 2 Service Requirements

If the AEP recommend#\BA services as part of the recipients ISP, the BA conducts the
ABA Stage 2 Behavior or FunctionalAnalytic Assessment and developsan ABA Treatment
Plan. It isthe B A &espons bility to provide information which fully describes the current
presentation of the recipientand all adjunct praditioners whoseinput is necessary to fully
complete a Behavior or FunctionalAnalytic Assessnent and an ABA Treatment Plan. The
ABA Treatmen®Planprioritizesgoal s for therecipientto ensure the health and safety of the
recipientand hisor her family.

Approved ABA Stage2 and 3 Servicesin the Absenceof a CDE and ISP

With a referral from an approvenAEP practitionera recipient may receive ABA Stage 2 and

3 services for a limited period of tim&.he recipient, parent or guardian provides the AP agency

the recipientés ASD diagnosis rendered by on
exceptions under ABA Stagesgrvices.At this point the BA schedules a Behavior or Functional

Analytic Assessment, and upon completion, ABA Stage 3 service may begin.

After the start othe ABA Stage 2 and B the Absence of a CDE and IS following must
occur:

1 Therecip ent 6s parent or caregiver must sch.
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the AEP sufficient time to conduct and complete a CDE and ISP v@timanths
of the start of ABAStage 2 services.

2) The CDE and ISP must be completed withhmonths of the firstlate of ABA
Stage 2 services.

Termination of Services the Absence of a CDE and ISP
1) Failure to schedule the CDE timely may result in ABA Stage 2 and 3 services
terminating until a CDE and ISP are completed with the recipient diagnosed with

ASD.

2) The CDE does not lead to a diagnosis of ASD for the recipient. MAD allows one
month of transition ABA Stage 3 services in this situation.

Behavior or Functional Analytic AssessmenRequirements

TheBehavior or FunctionalAnalytic Assessment addressesneedsassociated with both sKill
acquigtion and behavior, and as a resultinforms an individualized ABA Treatment Plan.
The supervisng BA workswith the family to teachgeneralizabl&BA practicesandprovides
supportto family andthe recipient TheBA providessupervisiorof BAAs andBTs. TheBA
provides supervisionof BAAs and BTs. Basedon the individualized BCaBA supervision
contracttheBAA maybeallowedto supervisd8Ts underthedirectsupervisiorof themanaging
BA.

TheBA conductinga Behavioror FunctionalAnalytic Assessmerincorporateslevelopmentally
appropriatequestionsfor the recipient assessmensgtrategiesand assessmenteasures. The
Behavior or Functional Analytic Assessmentnust identify strengthsand weaknasesacross
domains.The datafrom the assessment the basisfor developingthe individualized ABA
TreatmentPlan. A Behavior Analytic Assessmenshould utilize data obtainedfrom multiple
methodsandmultiple informants,suchas:

1) Direct observatiorand measurement of behaviddirect observation,
measurement, and recording of behavior are defining characteristics of ABA
servicesThe data serve as the primary basis for identifyingiig@ment levels,
discharge goals, and evaluation of response to an ABA Treatment Plan. Direct
observation and measurement of behavior assists the BA in developing and
adapting treatment protocols on an ongoing basis. Direct observation of behavior
should happen ding naturally occurring opportunities as well as structured
interactions.

2) File review and administration of behavior scales or other assessments as
appropriate The types of assessments utilized by the BA should reflect the goal
of treatmat and should be responsive to ongoing data as they are collected and
analyzed.

3) Interviewswith therecipient,legal guardians,caregiversandother
professionals Legalguardianscaregiversandotherstakeholderareincluded
whenselecing treatmengoals,protocols,andevaluatingorogress.These
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interviews,rating scalesandsocialvalidity measuesshouldbe usedto assesshe
legalguardianandc a r e gperceptioim$ther e c i pskillkedefitité and
behaviorakexcesss,andthe extentto which thesedeficitsandexcessesnpede
thefunctioningof therecipientandhis or herfamily. Therecipientshouldalso
participatein theseprocesseasdevelopmentallyappropriate.

Seledion and M easurement of Goals

Oncethe Behavior or FunctionalAnalytic Assesament has been executed and data gathered,
the BA mustsdlect goal s for intervention and determine how thesegoal swill be measured.

1 Development of a target-behavior definition, method and frequency of
measurement, and data presentation must be individualized to eadh situation,
behavior, and avail ableresources.

1 Behavioral targets should be prioritized based on their risk to the recipients
safety, independence, and implicationsfor hisor her short and long-term health
and well-being.

1 Basdine performance should be measured, and treatment goals should be
deve oped for each critical domainand specifiedintermsthat are observableand
measurabl e sothat there isagreenent between stakeholders(i.e., the recipients
legal guardian, the AP agencyor the M CO regarding the presence, absence, or
degree of behavior changerdativeto treatment goalsand discharge criteria.

1 The ABA Treatment Plan should specify objective and measurable treatment
protocals.

Data collection and analysis by the supervising BA should occur ateachABA Stage3 Clinical
Managemensessiorto permit changes to intervention procedures at a rate that maximizes
progress. Data should be represented in graphical form, with visual inspection of graphed
performanceinforming treatment modification, whenever possble.

Service Model Determination Treatmentmay vary in terms of intensity and duration, the
complexity and range of treatmentgoals, and the extent of direct treatmentprovided. Many
variablesjncludingthe numberof behavioratargets specificaspectof thosebehaviorsandthe
recip i e mespdrseo treatmentprotocols help determinewhich model is most appropriate.
Althoughexistingon a continuum thesemodelscanbe generallycategorizecasFocusedABA or
ComprehensivABA

Focused ABA

Identified Population

A recipient 12 months up to 21 years of age with an AEP rendered CDE diagnosis of ASD,
as well as an ARisk recipient12 months up to 3 years of ageay receive Focused ABA
Stage 3 services. Focused ABA services are not restricted by cognitive levelamuciang
conditions.

FocusedABA ServiceRequirements

1) Focused ABA refersto treatment provided directly to the recipientfor a
limited number of behavioral targets.
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2) For arecipientidentified as being At-Risk for a diagnosis of ASD, Focused
ABA should not exceed 10 hours per week without prior authorization from
the recipientds MCO or TPA.

3) For arecipientwith an ASD diagnosis, focused ABA should not exceed 20
hoursperweek wi t hout pri or authorization fr
TPA; and

4) Although the presence of aproblem behavior may trigger areferral for Focused
ABA servicesmore often than skill deficits, the absence of appropriate
behaviors should be prioritized, as thisis often the precursor to serious
behavior problems. Therefore, arecipientwho needsto acquire skills(e.g.,
communi cation, tol erating change in environmentsand activities, self-help,
social skills)is alsoappropriate for Focused ABA.

5) All Focused ABA Treatment Plansthat target reduction of dangerous or
mal adapti ve behavior must concurrently introduce and strengthen more
appropriate, functional behavior.

6) Examples of skill acquisitiontargetsin aFocused ABA Treatment Plan
include, but are not limited to, establishing compliance with medical and dental
procedures, deep hygiene, self-care skills, and safe and independent
play/leisureskills.

7) Examples of behavior reductiontargetsin a Focused ABA Treatment Plan
include, but are not limited to, self-injury, aggresson towards others,
dysfunctional speech, stereotypic motor behavior, property destruction,
noncompliance and di sruptive behavior, and dy sfunctional social behavior.

8) MAD supports Focused ABA asddiveredin home, clinic, and community -
based settings.

9) ABA servicesmay be delivered in a school&s facility but must be rendered after
school hours and must not beincluded in a recipients Individudized
Treatment Plan that is part of hisor her Individual Education Plan (IEP)or
Individual Family Service Plan (IFSP)

A public or private school setting may be utilized for a BA, BAA or BT to render
ABA Stage 2 or 3 services during neducational instruction time. Rendering
ABA Stage 3 services at these facilities may be before or after school hours where
the public omprivate school is acting simply as a locationremderingABA Stage

2 or 3services

In order for a BA to develop an ABA Stage 3 Treatment Plan, he or she may be
required to observe the eligible recipient in a variety of situations, such as in the

eligible recipientdéds home, in the BAOGS
MAD does not allow ABA Stage 3 services
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educational instruction time. If an eligible recipient is receiving his or her

compulsory pblic education at a public and private school or home school, the

BA, BAA or BT cannot render ABA Stage 3
educational instruction time.

Specific to public and private schooling, the scheduling of ABA Stage 3 services

during recesses, lunch, and other breaks st ween t he el i gi bl e r
educational i nstruction time may or may
interest.If services are rendered during this time, the rationale for providing

services must be documented in the elig

must be taken to ensure ABA services are not rendered during compulsory
educationalinstruction time.

Example: ABA Stage 3 services cannot be rendered to assist an eligible
recipient transitioning from and to another classroom or school activity, such a
lunch.

Specific to home schooling, the Public Education Department requires a

compulsory schoehged student to have an educational instruction schedule.

ABA Stage 3 services may be rendered before or after the start or close of the
student s educational Il nstruction sched

Example: A student 6s hedakeebegins dt &30 bm angendsc h
at 11:30 am and then starts back at 1:00 pm to 5 pm. ABA Stage 3 services may
be rendered from 11:30 am to 1 pm and from 5 pm to 7 pm.

ABA Stage 3 services prior authorization requests must identify that
FocusedABA is being used.

ComprehensiveABA
Identified Population

1) A recipientwho meets the criteria fakt-Risk for ASD iseligible for
Comprehensive ABA services.

2) A recipient with an AEP rendered diagnosis of ASD is eligible to receive
ComprehensivéBA services when he or she has not yet reached the age for
compulsory school attendance. Compulsory school age is defined as a recipient
who is five years of age before 12:01 a.m. on September 1st of the year. Some
recipients whose fifth birthdays ocdotlowing the start of the school year will
be eligible to receive Comprehensive ABA after they turn five years ¢ffage
the continuation for ABA services criteria are met.

Comprehensive Services Requirements

Comprehensive ABA is an intensive intervention aefers to treatment where there are
multiple targetsacdossmogt or all developmental domains that are aff ected by the recipients
ASD. The overarching goal of early, intensive, behavioral intervention is to close the gap

80|Page
BH MANUAL



betweenthe recipientsleve of functioning and that of typically devel oping peers.

Comprehensive ABA (not to exceed 40 hour sper week) without prior authorization from
the recipientdés MCO or TPA.

1) Targets are drawn from multiple domains related to cognitive, communicative,
social, emotional, and adaptive functioning. Targets also include reducing
mal adaptive behavior suchasaggresson, self-injury, disruption, and stereotypy.
Given the nature of comprehensive intervention, there must be a prior authorization from
the recipientés MCO or TPA if services
average.

2) Treatment hours are increased or decreased as a function of the recipients
responseto treatment aswell astheintensity needed to reach treatment goals. In
some cases, direct treatment hours increase gradually, are maintained at
maximum intensity for aperiod of timeand arethen systematically decreased in
preparation for discharge. In other cases, treatment may begin at maximum
levels.

3) Initial treatmentisoftenintens veand provided mostly in structured intervention
sessons. Less dructured treatment approaches are utilized if the recipient
demondgrates the ability to benefit from them. As the recipientprogresses and
meets established criteria for participation in larger or different settings,
treatment in thosesettings and in the larger community should be provided.

4) Training and participation by legal guardians and caregivers are also seen as
Important components. This is also a required covered servit¢he parent or
caregiver is unable to participate in every ABA Stage 3 session, the BA is required
to provide alternative methods to the parent or caregiver for their participation.

MAD supports Comprehnensve ABA as ddivered in home, clinic, and
community-based settings. Due to the age of the eligible recipient, he or she may
receive child care servicesr be enrolled in Early Head Start or Head Staithe
receiving FIT service or other Part B services. ABA Stage 3 services may be
rendered duringhe time the eligible recipient is engaged in these services as they
are not public school compulsory educational services.

5) ABA Stage 3 services prior authorization requests must identify that
Comprehensive ABA is being used.

Seledion and M easurement of Goals

Oncethe Behavior Analytic Assessnent has been executed and data gathered, the BA must
select goals for intervention and determine how thesegoals will be measured. The MCO or
TPA will reviewthegoalsandprogressvhenprior authorizatiorfor ABA Stage3 servicess
requestedSelectionanddevelopmenbtf measurementndgoalsshouldinclude:
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1)

2)

3)

4)

Development of a target-behavior definition, method and frequency of
measurement, and data presentation must be individualized to each situation,
behavior, and avail ableresources.

Behavioral targets should be prioritized based on their risk to recipients safety,
independence, and implications for his or her short and long-term health and
well-being.

Basdine performance should be measured, and treatment goals should be
deve oped for each critical domainand specifiedintermsthat are observableand
measurabl e sothat thereisagreenent between stakeholders(i.e., the recipients
legal guardian, the AP, the MCO UR, TPA) regarding the presence, absence, or
degree of behavior changerdativeto treatment goalsand discharge criteria.

The ABA Treatment Plan should specify objective and measurable treatment
protocols. It should include the service setting and level of service for the
recipient. Data collection and analysis by the supervisng BA should occur
frequently enough to permit changes to intervention procedures at a rate that
maximizes progress. Data should be represented in graphical form, with visual
inspection of graphed performanceinforming treatment modification, whenever
posshble.

ABA Treatment Plan

The ABA Treatment Plan must identify all target behaviorsthat areto beaddressed by the BTs
and/or theBAs in directservice Thefollowing elementsarerequiredin thetreatmentplan:

1)

2)

3)

4)

5)
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Must be completedas expeditiouslyas possible but no later thantwo months
afterthe completionof the Behavioror FunctionalAnalytic Assessmerdéndbe
updatedho lessthanevery6 months;

Address the maladaptive behavior(s), skill deficit(s), and symptom(s) that
present a safety risk to self or others or prevent the recipientfrom adequately
partici pating in home, school, and community activities, which may necessitate
planned coll aboration withan ABA Specialty Care Provider;

Include agoal of working with the family or caregiveiof therecipientin order to
ass & with the acquisition, maintenance, and generali zation of functional skills;

Incorporatestrategiesfor promoting generalizationand maintenanceof the
g o abelagiorchangewith the parentor caregiver;

Specifywhereservicesaredelivered(e.g.,homeor clinic) in eachABA Stage
3 ServiceAuthorization- initial andongoing- andin the ABA Treatmen®lan
take into account all school or other community resources available to the
recipient provide evidence that the requested ABA Stage3 services are not
redundant with other servicesalready being provided or otherwiseavail able, and
coordinate therapies (e.g., from school and special education), with other
interventions and treatment (e.g., speech, occupationaltherapy, physical
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6)

7)

8)

9)

10)

11)

12)

13)

14)

15)
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therapy, individual and family outpatient counseling, and medication
managemenboth physicalandbehaviorahealth;

Include other interventions and treatment; (e.g., speechtherapy,occupational
therapy, physical therapy, family counseling, medical, and medication
managementbothbehaviorahealthandphysicalhealth);

Be signed by the BA responsible for ABA Treatment Plan development and
oversight of itsimplementation by one or more BAAs or BTSs, if servicesare not
implemented by the BA directly;

Be time-limited such that the ABA Treatment Plan can be executed within the
time authorized by MAD (i.e.,, Ssx months), with ongoingprior authorization
requests andduring the approvedServiceAuthorizationperiodaslong asthe
recipientcontinuesto meetthe continuationof servicescriteria,and with the
understanding from the MCO or TPA that clear and compelling postive
behavior change from comprehensive early intervention services may not be
observed following the initial and possiblenext six-month prior authorization
periods

Be child-centered, family-focused, and minimally intrusive, with a focus on
family engagement, trai ning, and support; if theparentor caregiveicannotfface
to-faceattendtheeligibler e c i psessionsthénetheropportunitieamustbe
explored,suchasthe parentor caregivermarticipatingvia telemedicindin reat
time or throughstore-andforwardmeans);

Be specific and individualized to the recipient with clear identification and
description of the target behaviors and symptoms,

Include obj ective data on the baseline level of each target behavior/symptom in
terms of directly observed and measured frequency, rate, latency, or duration,
and include scores and interpretation from criterion-referenced, norm-
referenced, and/or standardized assesgmnent tools (e.g., The Verbal Behavior
Milestones Assessment and Placemeant Program [VB-MAPP], The Assesgnent
of Basic Language and Learning Skills-Revised [ABLLS-R]), asapplicable;

Include a comprehensive description of interventions and intervention
procedures specific to each of the targeted behaviors'symptoms, including
documentation of approximatey how many service units(hours or partialhour)
will beallocated to eadh;

Establish treatment goals and objective measures of progress on each goeal
specified to be acamplished in the 6-month authori zati on period,;

I ncor porate strategi esfor promoti ng generali zati on and mai ntenance of behavior
change; and

Offer measurabl e discharge criteria and discharge planning that beginsthe first
date of ABA Stage3 services.
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STAGE 3

Stage3 ServiceRequirements

ABA treatmentmustbe renderedn accordancewith ther e c i pABA freaimentPlanand
within anyidentified constraintsassociateavith therequesfor prior authorizatiorof services.

1)

2)

3)

BH MANUAL

Throughout all phases of ABA treatment, including Stage 3 delivery of treatment,
the BA is ultimately responsible for ensuring that the follgn@ssential practice
elements are apparent:

a.

Behavior and Functional Analytic Assessment that describes specific levels
of behavior at baseline and informs subsequent establishment of ABA
treatment goals;

An emphasis on understanding the current aridre value (or social
importance) of behavior(s) targeted for treatment;

A practical focus on establishing small units of behavior which build
towards larger, more significant changes in functioning related to improved
health and levels of indepenaen

Collection, quantification, and analysis of direct observational data on
behavioral targets during treatment and foHopv to maximize and
maintain progress toward treatment goals;

Efforts to design, establish, and manage the social and learning
environment(s) to minimize problem behavior(s) and maximize rate of
progress toward all goals;

An approach to the treatment of problem behavior that links the function of
(or the reason for) the behavior to the programmed intervention strategies;
Use of a carefully constructed, individualized and detailed behavior or
functional analytic assessment to develop the ABA Treatment Plan that
utilizes reinforcement and other behavioral principles and excludes the use
of methods or techniques that lack corssemabout their effectiveness based
on evidence in peaeviewed publications;

Use of treatment that is implemented repeatedly, frequently, and
consistently across environments until discharge criteria are met;

An emphasis on ongoing and frequentedir assessment, analysis, and
adjustments (Clinical Management) to the ABA Treatment Plan (by the BA)
based on the recipientds progress
objective data analysis;

An emphasis on ongoing and frequent case supervisiore GAA or BT
rendering ABA Stage 3 services to the recipient;

Direct support and training of the
involved professionals to promote optimal functioning, generalization and
maintenance of behavioral improvementsj a

A comprehensive infrastructure for clinical management and case
supervision of all assessment and treatment by a BA, BAA, and BT.

A record must be maintained by the AP agency and, as appropriate, the ABA
Specialty Care Practitioner for eaatipient.

All CDE, Targeted Evaluations, or Targeted or Risk Evaluations, and Reports, ISP,
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4)

5)

6)

Behavior or Functional Analytic Assessments, and ABA Treatment Plans, along
with updates to the aforementioned documents, must be maintained as part of the
red pientdés record by the AP agency.

A contact log which documents the delivery of all billable services (including Case
Supervision and Clinical Management activities), as well as all clinically
significant norbillable services, must be maintained.

Each ABA Stage 3 session must be documented by a progress note. The note must
include the date of service, the time and duration of service, location/setting, the
practitioner(s) present during the delivery of service, parent or caregiver present,
and theclinical content of the session, quantitative data to support the clinical
content, and a plan for the next visit. Progress notes must be signed by the BAA,
the BT and the supervising BA, unless the service is rendered by the BA him or
herself,inwhichase only his or her signature

S

or caregiverods signature is not require

An ABA Treatment Plan Update and Progress Report must be prepared and
submitted with each ongoingronth prior authorization request and ntained
as part of the recipientds record.

Stage 3 Authorizations

Service Authorization for ABA Stage 3 Service Implementation

When the BA and recipient/family agrees to the developed ABA Treatment Plan (Stage 2), the BA
must submit a Service Authorizati request to the MCO or TPA prior to starting ABA Stage 3

services.

The Service Authorization request summarizes the Behavior or Functional Analytic Assessment,
critical el ements of the recipientds CDibh, Targ
corresponding ISPs and lists overarching goals for the recipient for ABA Stage 3 services, and
proposed discharge criteria.

Detailed descriptions of goals and protocols are found in4memh Prior Authorization requests.
Once approved by the MC@ TPA, Service Authorization allows for the implementation of ABA
Treatment Plan

Initial 6 -Month and Concurrent Prior Authorization of ABA Stage 3 Service

Thereare two typesof prior authorizationsinitial and Concurrent.Both must provide ample
informationto substantiatehe needfor services. The BA is to work with the MCO or TPA to
obtainthe mostcurrentprior authorizationrequestorm. Informationfor Initial and Concurrent
prior authorizationsnclude:

1)
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If the BA and family agree on services being rendered as outlined in the developed
ABA Treatment Plan (during ABA Stage 2), the BA must submit an initrab&th

Prior Authorization requesind concurrent Prior Authorization requests every 6
months thereafter
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2) When the Service Authorization is approved, the MCO or TPA will then review the
submitted initial and thereafter anfonth Prior Authorization of Stage 3 services

3) At any time during the Service Authorization period the family or BA may request
fromthe r eci pi entdés AEP, an | SP update or |
Functional Analytic Assessment if immediate changes are warranted to preserve
the health of the recipient or to meet the current needs of the recipient.

4) To secure the initial anshgoing 6month prior authorizations, the BA must submit
the request, specifically noting all of the following:

a. The requested treatment model (i.e., Focused or Comprehensive);

b. The maximum number of units or partial units by CPT code requested per
week; see 8.302.2 NMAC for information how units and partial units are
billed;

C. The number of units of Case Supervision requested per week, if more than

2 units (hours) of supervision per 20 delivered units (10 hours) of
intervention is requestedif the BA knows at the time of the request that
more than 75% of Case Supervision will be delivered via telemedicine, this
information is to be included in the request (see Supervision delivered
through Telemedicine section below);

d. The number of units (houref Clinical Management requested per week,
if more than 2 units (hours) of clinical management per 20 delivered units
(10 hours) of intervention is requested,;

e. The number of hours allocated to other services including Early
Intervention through FIT,peech therapy, physical therapy, and others for
the MCO or TPA to determine if the requested intensity (i.e., hours per
week) is feasible and appropriate;

f. The number of hours allocated for family individual or group services;
g. For ongoing énonthPrior Authorization requests, discussion of progress
made towards the eligible reckpientd

Month Service Authorization; and documentatidinat demonstrates
progress toward goal acquisition or barriers currently presdmgethe
eligible recipient;

h. Location of services; list all that are applicalffeo me clinic, d
office, riding in a vehicle, playgrounds, etc.); this may be general as the
authorization period is 6 months in advance;

i. The need for collaboratn with an ABA Specialty Care Practitioner, if such
a need has been identified; note that Specialty Care services may be
requested at any time during artonth Prior Authorization period; and

H. Case Supervision and Clinical Management

To achievethe desired, medically necessaryoutcome, all recipients must receive Clinical
Managementenderedby the supervisingBA, and CaseSupervisionrenderedby a BA or a
SupervisingBAA. As such, MAD requires at least one unit (one hour) each of Clinical
Managemenand CaseSupervisiorat or shortlyafterevery20 units (10 hours)of deliveredABA
Stage3 services.A BA mustprovideboththesefunctionsdescribecanda SupervisingBAA (as
approved)mustprovide CaseSupervisiondescribedjn a timely mannerwith documentationin
ther e c i pAP agencybles Failureto providetheseservicesasdescribedvill resultin possible
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recoupmenbfther e c i ppridclaims Bo ensurehigh-quality Clinical ManagemenandCase
Supervisionsuchthat ABA Stage3 servicesresultin the medicallynecessarypehaviorchange,
MAD requiresthe BA to bill for no more than 40 hoursof service(combinationsof clinical
managementcasesupervision,direct ABA Stage3 services)to Medicaid or non-Medicaid
recipientsper weekacrossno morethan24 caser a SupervisingBAA to bill for no morethan
40 hoursof service(combinationsof clinical managementasesupervisiondirect ABA Stage3
servicesYo Medicaidor non-Medicaidrecipientsperweekacrossno morethan20 cases.A BT
taskedwith implementingther e ¢ i pABA fireabnentPlan, requiresfrequentand ongoing
CaseSupervisiorandClinical Managementrom the BA. Provisionof both Clinical Management
and CaseSupervisionallows for the individualization of the recipient6 #ABA TreatmentPlan,
careful and detailed collection and analysis of data, and timely modificationsto treatment
protocols.all of which areessentiato ensuringtreatmeneffectiveness.

BACB and BICC supervisionrequirements

The BACB andBICC requirethata BA conductongoingsupervisionof a BCBA without
certification,BAA, aRBT or BCAT. Thecertifyingb o a rsupsndsiorrequirementarein
additionandseparatédrom MAD ABA Stage3 CaseSupervisiomandClinical Management
andis notreimbursabldoy MAD. A BA mustbea BACB Responsibl€ertificantwhich allows
the BA to providesupervisiorto aBCBA without certification,BAA, BCaBA,RBT, or BCAT
for the practitionerto remainin goodstandingwith his or her certificationboard.MAD requires
the samelevel of BACB or BICC supervisionof a non-certified BT by the BA whois a BACB
ResponsibleCertificant in addition to the ABA Stage 3 Case Supervisionand Clinical
Management. The nationalwebsitesare the sourcefor the supervisionrequirementsReferto
section7 of this policy manualfor thewebsites.

AP agenciesreinstructedto ensureheir clinical andbilling staff utilize the Physician'Current
ProcedureTerminology (CPT) code97155for ABA Stage3 Adaptive Behavior Treatmentby
ProtocolModification with onerecipient.This codeis utilized whena BA or SupervsingBAA is

renderingfaceto-face or telemedicinedelivered serviceswhere the BA or SupervisingBAA

solvesatleastoneproblemandmay,atthesametime coachthe BAA or BT andcaregiverjn how
to oversedhetreatmenprotocols.Therecipientmustbe presentluringthis sessionincludingthe
time instructionsare providedto the BAA or BT and caregiver.Billing for adaptivebehavior
treatmentvith protocolmodification(97155)is to beincludedin theinitial andongoing6-month
Prior Authorizations.

CaseSupervision
MAD has developed modifiers to utilize with CPT codes to distinguish between practitioner types
and services. In particular, the CPT code T1026 is used for Stage 1 and Stage 3 services.

Case Supervision CPT T1026 Modifier UD: Oné&Jnit = 1 Hour of Time

A second modifier is used to distinguish who rendered the Case Supervision service:
1 U5 for a Qualifying Psychologist;
1 U4 for a BCBAD;
1 U3 for a BCBAor BCBA without certificationand
1 U9 foraBAA.
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At leastoneunit (onehour)andup to two units (two hours)of CaseSupervisiormustberendered
for every 20 units (10 hours)of interventionper recipient.Up to two units (two hours)may be

renderedvithout anadditionalprior authorizatiorrequesthowever,if morethantwo units (two)

hoursof CaseSupervisionis required,a prior authorizationfrom ther e ¢ i pMCO It TEA
mustbe securedCaseSupervisiormustbe clearly differentiatedfrom staff trainingandfrom the
B A A or8 T @extificationrequirementswhich arenotreimbursabléABA services.

1) Given that both Direct and Indirect Case Supervision are crucial to producing good
treatment outcomes, MAD reimburses for both forms of supervision. Specifically,
billing for both Indirect and DirddCase Supervision is reimbursed in order for the
Supervising BA or Supervising BAA tgather observational data about the
reci pient response to intervention, as
the intervention. Ongoing, frequent supervisiomnpés changes to intervention
procedures at a rate that maximizes progress and allows treatment integrity issues
to be addressed expediently.

2) Direct supervision involves the Supervising BA or Supervising BAA observing the
BAAs or BTs in their deliverpf ABA Stage 3 services in real time, either in person
or via telemedicine. Indirect supervision involves the Supervising BA or
Supervising BAA meeting with the BAAs or BTs prior, tor following, their
delivery of ABA Stage 3 services.

3) For each recipient, the Supervising BA or Supervising BAA is responsible for
adhering to the following ratios for Case Supervision unless otherwise allowed
when Case Supervision is delivered via teleheal#xoesf the ratio below (see
Supervision and elemedicine below):

a. at least 50% of supervision must be direct case supervision; and

b. no more than 75% of direct supervision may be delivered via telemedicine;
and

C. up to 100% of indirect supervision may be provided via telemedicine.

Clinical Management

Clinical Management CPT T1026 Modifier UC: One Unit = One Hour of Time

A second modifier is used to distinguish who rendered the Clinical Management service:
1 U5 for a Qualifying Psychologist;
1 U4 for a BCBAD; and
1 U3 for a BCBA.

At least 1 unit (1 hour), and up to 2 units (2 hours) of Clinical Management must be rendered for
every 20 units (10 hours) of intervention, per recipient. Up to two units (2 hours) may be rendered
without a prior authorization request; however, if morantiiwo units (2 hours) of clinical
managemensr equi red, an initial or updated prior al
or TPA must be secured. Activities conducted by the BA that are associated with the delivery of
intervention, but are ndietter characterized as Case Supervision, may be considered Clinical
Management. An example of Clinical Management
ABA Treatment Plan with fidelity requires the BT to possess knowledge and skills that gd beyon

his or her knowledge base but does not exceed expectations regarding the scope of practice for
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BTs. Clinical Management hours may be used to develop the required knowledge and skills.
Clinical Management hour s ma yingedacatiorboeemedmate d f or
knowledge and skill deficits associated with ABA practitioner requirements and must be
di fferentiated from the BAAG6s or BTos certifi

Justification for Additional Hours

A numberof factors may be cited as justification for a short or long-term increasein Case
Supervisiorand/orClinical Managementncluding:

Treatmendosage/intensity;

Barriersto progress;

Issuefr e c i pheadhandsafety(e.g.certainskill deficits,dangerouproblem
behavior);

Thesophisticatioror complexityof treatmenprotocols;

Family dynamicsor communityenvironment;

Lack of progresor increasedateof progress;

Changesn treatmenfprotocols;

Transitionswith implicationsfor continuity of care.

= =4 =4

= =4 =4 -4 -9

l. Stage3 ABA Specialty Care Practitioner (SCP)

ABA SpecialtyCareservicesprovidedifferent areasof specializatiorof ABA Stage3 services
for example, areassuch as aggressionand selfinjury. Each ABA Specialty Care Area is
conceptualize@dsa continuum of services.The continuumextendsfrom leastto-mostintensive,
which is determinedby the level of servicerequiredto supportthe recipient.A moreintensive
level of servicerequiresthe BA to have extensiveeducationand training beyond his or her
certificationor licensingboardrequirementso practice.

Prior to requestingABA Specialty Care services,a Specialty Care Practitioner (SCP) must
completean ABA Stage2 FunctionalAnalytic Assessmergpecificto the area(s)f concern As
ABA Stage 2 servicedo notrequireprior authorizationno prior authorizations requiredfor this
service.

If, afterassessmenthe SCPdetermineghe medicalnecessityfor ABA SpecialtyCareservices,
the SCPsubmitsa 3-month Prior Authorizationrequest. Prior Authorizationrequestfor ABA
SpecialtyCareservicesaretypically givento supportmoderateto severecases.Justificationof
ABA SpecialtyCareservicess determinedy:

a frequencyjntensity,or chronicityof behavior;
b. potentialfor harmto self or others,
C. disruption of quality of life for the eligible recipgent and for his or her
family; or
d. combinationsf (a) through(c).
ABA SpecialtyCare Areas

The following areashave beenidentified as Specialty Care Areas. This list should not be
consideredxhaustive.ln coordinatiorwith the BA andthe SCP:

89|Page
BH MANUAL



1) ABA SpecialtyCare servicesmay be rendered,alongsidether e ci pABAnt 0 s
TreatmenPlanservicespr

2) ABA Stage3 servicesnaybe placedon atemporaryhold or reducedvhile specific
areasnf ABA SpecialtyCareservicesareinitiated. ABA TreatmentPlanservices
maythenbere-introducedat arateagreeduponby the BA andthe SCP.

Aggression- behaviorsthat place otherindividuals at risk of harm (e.g., hitting, kicking,
biting). At times,otherformsof behaviomotconsideregggressiomightplaceothersatrisk.
For example propertydestruction(e.g.,throwing chairs,breakingwindows) may imposea
risk to othersthatwarrantsspecialtycare.

Threatsof aggressiordo not typically warrantABA SpecialtyCare servicesThreats
may warrantABA SpecialtyCareservicesf thethreatis deemedplausible.Threatsof
aggressiomightwarrantcoordinatiorwith otherpractitionerge.g. psychiatristiand/or
utilization of othersupportge.qg. inpatienthospitalization).

Selfinjury -behaviorghatplacetherecipientatrisk of harm(e.g.,headbanging biting).
Thebehaviorsarenotlimited to harmresultingfrom selfinjury. For example elopement
might createasubstantiatisk of harm(e.g.,runninginto traffic).

Sleepdysregulation - the recipient'shoursof sleepis consistentlymuchlessthanthe
recommendedevels (e.g., National Sleep FoundationrecommendationsAmerican
Academyof Pediatricsrecommendationsand/ordisruptionof caregiveror family sleep
patternge.g.,missingwork dueto sleepdeprivation)yesultfrom unusuakleeppatternof
therecipient.

Feeding disorders - therecipientis at high-risk for healthissuesassociatedvith eating
(e.g.,shortgut,breathingoroblems) severdack of eating(e.g. lessthan20%of nutritional
needsy mouth),high levelsof inappropriatdoehaviorduringmeals,andingestionof non
edibleitems(i.e.,pica).

Food selectivity, increasingvariety, advancingexturesdo not typically warrantABA
FeedingSpecialtyCare unlesgherearefurthercomplicationsaslistedabove.

ABA Specialty Care Provider Requirements

ABA SpecialtyCareis renderedy a BA whohasthenecessargdvancedrainingandexperiences
necessaryo addresoneor moreof the ABA SpecialtyCareAreas.Therearemultiple methods
for demonstratingredentialingandtraining experiencestHowever,a practitionerseekingMAD
ABA SCPstatusmustmeetRequirement, andeitherRequiremen® or Requiremens, below.

Requirement1

The SCPapplicantmustbea BCBA, BCBA-D or a Qualifying Psychologist.

Requirement 2

ABA Specialtycarepractitionergraduatecourseworkandexperientiakraining:
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1)

2)

The SCPapplicantmusthold documentatiomf graduatdevel courseworkspecific
to theassessmemindtreatmenof anASD referralconcerrassociatedvith anABA
SpecialtyCareArea. The graduatdevel courseworkmustbe the equivalentof at
least one 3-credit hour coursei.e., 45 classroomcontact hours and 45 non
classroontontacthours,specificto the ABA SpecialtyCareAreaheor sheintends
to addressvith arecipient In otherwords,a SCPcanonly renderABA Specialty
Careservicesfor the ABA Speciatly CareAreafor which he or shehasmetthe
advancd trainingandexperienceequirementsand

Complete500 hoursin the specific ABA SpecialtyCare Area undersupervision
from a BCBA®, BCBA-D®, a Qualifying Psychologist,or other credentialed
practitionewhohas3 or moreyearsof documente@xperiencen thespecificABA
SpecialtyCareArea. The500hoursmustbein aspecificABA SpecialtyCareArea
implementingtreatmentprotocolsby either working directly with a recipientor
directinga BAA or BT working with a recipientwith at least125 delivery hours
acquiredpostmaster'slegree Not morethan350 delivery hoursmay be counted
from meetinghis or herBCBA, BCBA/D, or Qualifying Psychologistertification
requirementsimplementingthe specificABA SpecialtyCatre treatmentprotocols
with working directly with a recipientor directinga BAA or BT working with a
recipient. The 500 hours must include 25 hours of directly supervisedcase
managemenh the ABA SpecialtyCareArea.

Requirement 3

Experientialtrainingonly:

1)

The SCPapplicantmustcomplete:

a. 1,000hoursin thespecificABA SpecialtyCareAreaundersupervisiorby
a BCBA, BCBA-D, Qualifying Psychologist, or other credentialed
practitionerwho has3 or moreyearsof documente@xperiencen the ABA
Specalty CareArea.

b. The 1,000 hours must be in a specific ABA Specialty Care Area
implementing treatment protocols by either working directly with a
recipientor directinga BAA or BT working with a recipientwith at least
250deliveryhoursacquiredpostmager'sdegree.

C. Not morethan712.5delivery hoursmay be countedfrom meetinghis or
herBCBA, BCBA/D or Qualifying Psychologistertificationrequirements,
implementingthe specific ABA SpecialtyCaretreatmentprotocolswith
working directly with arecipentor directinga BAA or BT working with a
recipient.

d. The 1,000 hours must include 37.5 hours of directly supervisedcase
managemenh the ABA SpecialtyCareArea.

Enrolling asa SCP

BH MANUAL

91|Page



A currently MAD enrolled BA must submit a Specialty Care Provider attestationto Dauna
Howertonat BHSD.

For a SCP applicantwho is currently enrolledasa MAD ABA Stage2 and 3 BA, the SCP
attestationis addedto his or her provider file which allows the BA/SCP to now renderABA
SpecialtyCareservices.

For a SCP applicantwho is not a currently MAD enrolled BA, he or she must completethe
appropriaté&sCPattestatiorwhentheapplicantonly wishesto renderABA SpecialtyCareservices.

A SCPmay be employedor contractedwith morethanone AP agency.EachAP agencymust
completea SCPattestatiorfor eachSCPtheyemployor contract.

If the SCPapplicantelectsto renderABA Stage3 servicesthenheor shemustcompletea MAD
BCBA, BCBA-D, or aQudifying Psychologisattestatioralongwith the SCPattestation.

If the SCPattestations approvedthe SCPapplicantmustthenenrollasaMAD providerthrough
Conduent attachingor uploading his or her SCP approval letter provider agreementwhen
compktingthe enrollmentdocumentsGo to:

https://nmmedicaid.aesc.com/static/index.htrto completeandsubmitthenecessargnroliment
documents.

Billing asa SCP

The SCPbills ABA Stage2 CPT codes.ABA SpecialtyCareservicesare billed utilizing CPT
code0373Twith theappropriatdJ3, U4, or US modifier.

1 U3indicateshe SCPis aBCBA;
1 U4 indicatesthe SCPis aBCBA-D; and
1 U5 indicatesthe SCPis a Qualifying Psychologist

The approvedSCP may contractwith the MCOs by providing them a copy of his or her SCP
approvalletterto renderspecificABA SpecialtyCareAreaservices.

http://www.hsd.state.nm.us/uploads/files/Providers/New%&tb%20Administrative%20Cod
€%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20310/8 3
10 2%20Revised(1).pdf

http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Cod
€%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20308/8_3

08_9.pdf

J. Non-coveredServices
MAD doesnotreimbursefor thefollowing whenrenderingABA services:

1) Activities that are not designed to accomplish the objectives delineated in covered
services and that are not included in the ABA Treatment Plan;
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http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Code%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20310/8_310_2%20Revised(1).pdf
http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Code%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20310/8_310_2%20Revised(1).pdf
http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Code%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20310/8_310_2%20Revised(1).pdf
http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Code%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20308/8_308_9.pdf
http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Code%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20308/8_308_9.pdf
http://www.hsd.state.nm.us/uploads/files/Providers/New%20Mexico%20Administrative%20Code%20Program%20Rules%20and%20Billing/NMAC%20Program%20Rules/Chapter%20308/8_308_9.pdf

2)

Activities that are not based time principles and application of behavior analysis;

3) Activities that are not empirically supported (i.e., activities that are not supported
by a substantive body of pemviewed, published research);

4) Activities that take place during school hoargl/or have the potential to supplant
educational services;

5) Activities that are better described as another therapeutic service (e.g., speech
language therapy, occupational therapy, physical therapy, counseling, etc.), even if
the provider has expése in the provision of ABA,;

6) Activities that are characterized as staff training or certification/licensure

requirements, ratherdn ABA Stage 3 Case Supervision.
K. Exhibits/Appendices/Forms

All MAD attestatiortemplatesor ABA providersand SpecialtyCareProvidersarelocaed at:
http://www.hsd.state.nm.us/providers/provigerckets.aspx

TaskLists
RBT Task List https://www.bacb.com/wgontent/uploads/2017/09/1610RBT-tasklist-

english.pdf

BCAT TaskList https://www.behavioralcertification.org/Content/Downloads/TASKLIBICC-
2015.pdf

BCBA andBCaBA https://www.bacb.com/wsgontent/uplods/2017/09/16016BCBA-BCaBA-
tasklist-fourth-edition-english.pdf

Handbooks
BCAT
https://www.behavioralcertification.org/Content/Downloads/BCAT CANDIBEAHANDBOO

K.pdf

Standardg$or Supervision
BCaBA
https://www.bach.com/wggontent/uploads/161231€andardgor-supervisiorof BCaBAs.pdf

RBT
https://www.bacb.com/rbt/responsibdertificants/

BCAT

https://www.bdavioralcertification.org/Content/Downloads/BCAT Supervision Requirements.

pdf
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http://www.hsd.state.nm.us/providers/provider-packets.aspx
https://www.bacb.com/wp-content/uploads/2017/09/161019-RBT-task-list-english.pdf
https://www.bacb.com/wp-content/uploads/2017/09/161019-RBT-task-list-english.pdf
https://www.behavioralcertification.org/Content/Downloads/TASKLIST-BICC-2015.pdf
https://www.behavioralcertification.org/Content/Downloads/TASKLIST-BICC-2015.pdf
https://www.bacb.com/wp-content/uploads/2017/09/160101-BCBA-BCaBA-task-list-fourth-edition-english.pdf
https://www.bacb.com/wp-content/uploads/2017/09/160101-BCBA-BCaBA-task-list-fourth-edition-english.pdf
https://www.behavioralcertification.org/Content/Downloads/BCAT_CANDIDATE_HANDBOOK.pdf
https://www.behavioralcertification.org/Content/Downloads/BCAT_CANDIDATE_HANDBOOK.pdf
https://www.bacb.com/wp-content/uploads/161216-standards-for-supervision-of%20BCaBAs.pdf
https://www.bacb.com/rbt/responsible-certificants/
https://www.behavioralcertification.org/Content/Downloads/BCAT_Supervision_Requirements.pdf
https://www.behavioralcertification.org/Content/Downloads/BCAT_Supervision_Requirements.pdf

3.2 ComprehensiveCommunity Support Services(CCSS)
A. Purpose

The purpose of ComprehensiveCommunity Support Services (CCSS) is to surround
individuals/familieswith the servicesandresourcesiecessaryo promoterecovery rehabilitation
andresiliency. Communitysupportactivitiesaddresgoalsspecificallyin thefollowing functional
domains:independentiving, learning,working, socializingandrecreation. CCSSconsistsof a
variety of interventionsprimarily faceto-face andin communitylocationsthat addresarriers
thatimpedethe developmenof skills necessarjor independentunctioningin the community.

Comprédnensive Community Support Servicesalso includes assistancewith identifying and
coordinatingservicesand suppors identified in ani n d i v itreatmantpl@ars supportingan
individual and family in crisis situations;and providing individual interventions to developor
enhancani n d i v abiity ta nakesinformedandindependenthoices.

A licensedprovidermustdetermineCCSSeligibility by providing a diagnosisanddocumenting
impairmentin oneor moreof the 5 functionaldomains: 1) independenliving; 2) educationand
learning;3) working; 4) socializing;and,5) recreation This mustresultin a TreatmenPlan

B. CCSSTreatment Plan

The TreatmentPlan must specify natural and facilitated community supportsand any other
treatmentinterventionsneededor the individual. CCSSmustaddresshe goalsidentifiedin the
TreatmentPlan. Community supportactivities and providersmust be clearly identified in the
TreatmentPlanandbe coordinatedby the primary communitysupportworker andnot duplicate
CCSS provided by the primary community supportworker. The assessmentleterminesthe
r e c i preaeinessorschangeand identifies strengtls and challengeareasthat may affect
treatmentecisiongowardhisor herrecoveryandhisorherf a mi invglvérsentin therecovery
processlt utilizesa strengthbasedapproacto capitalizeon client, family andcommunityassets.

C. Procedures

Any designatedigencywishingto provide CCSSmustensurethattheir staff hasthe appropriate
trainingfrom stateapprovedrainers.Prior to renderingservice the designatecigencymust:

1 ContactBHSD with theirinterestin providingCCSS.

2) BHSD will acknowledgeheinterestby respondingvithin two weekswith a
requesfor the completecdattestation.

3) OnceBHSD receiveghe attestationthey will returnaletterto theagency
allowing provisionof CCSSandidentifyingthemashaving the specialtyservice
107.

D. Stdafa&ai Regqgirements

1 Mi ni mumf &irreiqrug rfecafZonminsu 8 u p pMorrtk e r
includes:
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b. Documentatiorof ongoingtrainingcomprisedf twenty(20) hoursis
requiredof a CSW everyyear,afterthefirst yearof hire, with contentof the
educatio baseduponagencyassessmeimif staff need.

NN AN AN NN NN NN

2) Minimumf airreiqrug rfesnemeé svi sor s:

a. Thesameve 2B uvorflso c umé n b eodciomg ienduvicnagt i on
asequfiareCdC SCSo mmusiu g wor ik ;

b. Anmtt eottataiiraegil mpedvictdli sgpalrovfhsenon
clisitadl .

E. DocumentationRequirements

| mddittoiheeh a ncdlairedncto du menegqui ofeoansle t stiiews | owi ng
reqguidredss:

1) Casenotesidentifying all activitiesandlocationof servicesgdurationof servicespan
(e.g.,1:00-2:00 pm); anddescriptionof the serviceprovidedwith referenceo the
comprehensiveerviceplanandrelatedservicegoalandobjective.

2) CCSTsr e atPrheamt:
Th@CStSr eapmmnsip et hdceoymmusu p poat her
treat ment vneenetfliendhiendi vCASrfaulsatd d nt digesa | s
i dent bhGE3ISr e ap mahbtj e cftoera gbahobé d
i denti afdidetda cotrs toshpsvac di ¢ hiedheggnobfj eedi ves.

F. Desi gAgd ndy@o mmu nSutpy Wo tr k(eC@ S W)

Thereis no certification processfrom DOH or CYFD. Instead an agencymustreceiveCCSS
trainingthroughthe Stateor UNM, andattesthattheyhavereceivedhistrainingwhencontacting
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the St a fiseabagentto add the specialtyservice107, CCSSto their existing enrolimentin
Medicaid. Oncetheyaddedhis specialtyjt remainswith themwithoutanytypeof re-certification
process.

| ndi vi hWiaadad tstea rpgoept u | cartii foe@ C SSe r vmucdets wercke si gnat ed
CCSaSg e aaplr i nEaSrwy hvaiith 4 v éper | maersy o ncst s iltshtaydgvi dual
anfdamwil ymp |l e mte m#CiStbg e a p malnht@ SW i & Il Is @k ernge mboefr
aniyndiesci pernepagntthhaegency.

G. Procedures
1) Assi sttbahnen di v ihchdeaV e |l coppmerctover ypraesi |l i enc
2) Devel oplpesnytc ha davt adniccee ct i v e .

3) Assessmemanidht er vemnissotsuanicobunseng
devel capnsceft r ipd iashs rcehc o ¢ meeazreli ypri sh e
i ndi vcdusal 66 god Ina pesr epseurpspoorsetbs!,t ernat i ves
e mer gckenjcayre a hidn p ag e rewnitc e s .

4) Revictilce ipdiamer masoemde wil d/ent r f penddh at
i knowbef f efcdrhieredi vi dual

5) I ndivi doakr zwidtt hfeonh 4§ oWwij gt i ves:
a. Coachhihdge v el oopf nmetnetr pceornsnmourmadlp g n d

f unctsikainrddd a d a p ttabtoimeer h @ owlo r k

environmehuding:

1 Soci alsikziatliso;n

1 Devel op mentessl;

1 Dailliyvsi knigl | s ;

1 ScheowWorlkadaoeswindi es;

1 Educadtniaocncur t i ng@ss.

Encourtahdee el capnmle e ns wead ecstsatommupports

i wor kplnadlcdewmwVironment s;

C. As s i sithaenacrenyi rmpgino mi t amidl n ghensdsn age ment
s ki(lelssg mptmamagernelngp & & esnktiikolmsw | cefd g e
me di candierief eacticst i vat ideneall /apinaeknltn g
medi cagrn @encirnheard e mtnidf pni mhneeeg at i v e
ef febymptwdintcshnt ewiftehiem di v d d it B lva sndg
S uppiordisvti daliandsrap Inoyawmsglohoehur e ;

d. Pr oivisgll p monacdoacthdonerdi Miodbuahmai nt ai n
st albbduesi ng.

6) ThagepcyyvICLiSWigmaede v eerfyftoprrto \sied eviihchees
co mmu miutt y@ it dl ésneitctTihregppanmusu p wor tkne ptr ovi de
fol-Upwget el thiseeea vaiccceess s®die q unaetitdileydi vi dual 6
needs.
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7) Th@SWi ind keev eerfyftoerntg & gien d i vaindd &dlea mi h y
ac hi etvri emagt mengd alexovery

8) BehawWiamra g ei metnetr vaernebci oonnssitdbe«€ @ ipr ehensi ve
CommuBuppSoeerrtva sckho b & d | ul neddeerh aMaobagement
Services.

H. Billing Instructions
1) HCPCScodeH2015
2) Renderingprovideris required

3) 15 minuteunit

4) Modifier is required

1 HO = masterdevel practitioner
i HN = bachelordevel practitioner
1 HM = lessthanabacheloror peerspecialist

5) For CCSSdeliveredin the communityaddmodifier CG asa secondmodifier
6) FQHC: UB claimform; revenuecode0919for encounterate
7) IHS/638: UB claim form; revenuecode0919for OMB rate

8) For FQHC,IHS, andTribal 638: if preferringto utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau
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3.3 Crisis Intervention Services

A. Purpose
1) Insure individuals and families experie
i mmedi ate care
2) Reduce use of hospital emergemnacnyd r oo ms
3) Divert individuals who experience a beh

appropriate treatment.
B. Definition
Crisis services always includeage, deescalation, and stabilization
C. Policy
1) Crisis servicesin mobile units, clinics or stabilization centers must have a
partnershipwith the New Mexico CrisisandAccessLine (NM Cal), or their own

24-hourcrisisline.

2) Partnershipsvith local EMS andpolice departmentsvith agreeduponprocesses
mustbein placefor all crisisservices.

3) Crisisstabilizationcentersareoptimally open24 hours,7 daysaweek,but
recipientstaysmustbelessthan24 hoursto constituteoutpatientstatus.

4) If acrisisstabilizationcenteris openlessthan24/7,policy andproceduremustbe
in placetoassureani n d i v stabilizatioreforeclosing. This couldmean
remainingopenuntil a safealternatieis in place.

D. Staff Education & Competencies

1) Received 20 hours of crisis intervention training by a trained crisis worker,
i.e. a licensed independent mental health professional with two years crisis work
experience.

2) Six hoursof trainingmust be received prior to workiral crisisservicesthe
balance is received within the first 12 hours.

3) The six (6) hours of crisis training prior to providing services must include:

a. De-escalation techniques
b. Traumainformed approaches
C. Patient rights and least restrictive methods

4) Supervised crisis call experience

5) Received documented training in:
a. Assesgg individual functional strengths and needs;
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6)

E. Billing

1)

2)

3)

4)

BH MANUAL

S@roo0o

Symptoms of mental illness and substance related disorders;
Medications and side effects;

Recovery, resiliency and natural suppprts

Psychiatric advance directives

Accessing and utilizing community resources and services;
Pertinent referral procedures and criteaiagl

How to provide crisis services wittulturalhumility.

Ten (10) hours of crisis related continuing education annually.

Instructions

Crisiscall center(telephone):

a.
b.

H2011U1 - 15min units
Usecall centerbilling NPIin renderingfield

Clinic crisisservices:

a.

b.
C.
d.

H2011U271 15min units

Usefacility NP1 in renderindfield

FQHC: UB claimform; 0919revenuecodefor FFPrate
IHS/638: UB claimform; 0919revenuecodefor OMB rate

Mobile crisisteam:

PO T

H2011U371 15 min units,coverstransportatioranddirect patientcontact.
2-personteamincludedin rateof service

UseagencyNPI in renderingfield

FQHC: UB claimform; 0919revenuecodefor FFPrate

IHS/638: UB claim form; 0919revenuecodefor OMB rate

OP Crisisstabilizationcenters:

a.

Billed servicesmustbe mutuallyexclusive,.e.only 1 serviceatatime,
with the singleexceptionof a practitionerworking directly with the
recipientwhile the peersupportworkeris working with family supportor
navigation/referls,on behalfof therecipient
Immediatecrisisassessmenti2011U4 - 15 min unit

Peersupport asnavigationservicesor faceto- faceliving roomsupport:
HO0381 selthelppeersewices- 15 min unit; max48 units

Family supportservicefMCO memberonly) i S5110
Counseling:Usefeeschedulecodesandratesfor therapyandcounseling
services

Physicalexamination:

1 ForMD or CNSor CNP utilize E & M codes

1 ForRNT T1001for 30 min (nursingassessment/evaluation)
Observatiorservicegenderedy anurse: G0493(Skilled servicesof an
RN for theobservatiorandassessmemf thep a t i ecomditiod,sachl5
minutes (thechangan thep a t | conditiobrequiresskilled nursing
personneto identify andevaluatehep a t i reedforgpassible
modificationof treatment)
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Medicationadministration/managemelny anRN: H2010for 15min; max
4 units

Medicationassistedreatment:BuprenorphinendNaloxone: J0571oral
Buprenorphinel mg; J0572w/Naloxone3 mg; JO753w/Naloxoneé mg;
JO574w/Naloxonel0 mg; JO574w/Naloxoneover 10 mg; andJ0592
Naloxoneinjection(mustbelicensedasrequiredby the Boardof
Pharmacy)

Onsitelaboratoryservices: Usefee schedulecodesandrates.The
providermud beCLIA-certified. Paymenfor Medicaid-coveredab
serviceonly

Collectionof blood by routinevenipuncture:36415
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3.4 Crisis Triage Centers(CTC)

A. Living Room Model

Clinical staff run residential crisis care models have been found to provide outcomes comparable
to those of hospital care to patients who are willing to accept voluntary treatment (Fenton et al.,
1998 and Fenton et al., 2002).

An example of diving room model described below is a practical example of what this may look
like in New Mexico.

PeerHybrid crisis respite is The Living Room, located in a Chicago suburb, and is a community
crisis respite center that offers individuals in crisis an alternative to obtaining services in an
emergency department (EDO)he Living Roonutilizes one counser, one psychiatric registered
nurse, and three peer counselors for staffing on a regular basis, all of whom have extensive
experience working with persons in crisis (Heyland, 2013). In its first year of opefdi®hjving
Roomhosted 228 visits by 83 i st i nct i ndividuals (termed fAgue
EDs on 213 of those visits a 93% deflection rate. These deflections represent a savings of
approximately $550,000 to the State of lllinois since guestsThad Living Roomwere
overwhelmimgly individuals with Medicaid or no insurance of any kind. On 84% (n=192) of the
occurrences in which guests were deflected from EDs, they alleviated their crises sufficiently to
decide to leav@he Living Roonand return to the community. These guestentep an average
decrease of 2.13 points on the Subjective Units of Distress Scale. (Heyland, 2013).

Until the Department of Health has promulgated the licensing ruleshich all NM CTCs are
subject no futher development of this section will occur.

B. Billing Instructions: Crisistriagecenterservicesarereimbursedhroughanagency
specificcostbasedoundledraterelativeto type of servicegendered.

(1)  Bill bothtypes,specialty246i residential/nofresidentialandspecialty
24771 nonresidatial onaUB claimform utilizing revenuecodes

(2) Forresidential/norresidential:
a. Bill revcode0169,roomandboardif stayingmorethan24 hours
b. Bill revcode0513,psychiatricclinic if stayinglessthan24 hours
C. Typeof bill is 089X

3) For nonresidentialoutpatientonly) centers:
a. Bill revcode0513,psychiatricclinic
b. Typeof bill is0131

(4) Forbothspecialtytypes,residential/norresidentiandnonresidential
only bill anyof theserevenuecodesf thatspecific servicewasrendered:

090571 IntensiveOP - psychiatric

09067 intensiveOP chemicaldependency

091471 Individualtherapy

091571 grouptherapy

09167 family therapy

09441 drugrehab

0945- alcoholrehab

0961- psychiatric

S@roo0oTp
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I. 0984- medicalsocialservices
J- laboratory: userev codespecificto type of lab service
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3.5 Family Support Services(MCO membersonly)

A. Billing
1)
2)

3)

BH MANUAL

Instruction s
HCPCScodeS5110 15 min units max 32 units renderingoroviderrequired
FQHC: UB claimform; revenuecode0919for encounterate

IHS/638: UB claim form; revenuecode0919for OMB rate
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3.6 Family PeerSupport Services(FPSS)

A. Definition

FPSS supportsparentsand other primary caregiversto ensuretheir voice is heard,that their

preferencesare incorporatedinto theirc h i | dplares of @ase, and that their natural support
systemsare strengthened. FPSS helps families gain the knowledge,skills and confidenceto

effectively manageheir own needsandultimately moveto morefamily independence Family

PeersSupportWorkers (FPSWs)serve as role models demonstratingeffective relationships,
interactionsandbehaviorssharingtheir experierte, asappropriateto establisha bondbasedon

similar experience.

The FPSWsare primary caregiverswho havefi | i-e/> e r iofeb@ing actively involved in
raisinga child or youth who experiencegmotional,behavioralmentalhealthand/orsubstance
usechallenges.Thisincludeschildrenandyouthwith neurobiologicatlifferencesaswell asthose
diagnosedvith aseriousemotionaldisorderor asubstancesedisorder. FPSWshaveexperience
navigatingchild-servingsystemsandhavereceivedspecializdtrainingto empowerotherfamilies
who areraising children or youth with similar experiences.FPSWsusea strengthsbasedand
culturally sensitiveapproachthat recognizesthe individual child, youth and family identity,
culturalhistory,life experiences beliefs,andpreferences.

B. Policy

1) Family PeerSupportServices mustbeidentifiedasaserviceneedin the

recipients comprehensivassessmemr diagnosticevaluation;

a. If the Medicaidrecipientis a child or youth,the needfor supportfor
their parentor otherprimarycaregivemustbeidentifiedin the Medicaid
r e c i pcongrehedswassessmenr diagnosticevaluationjor

b. If the Medicaidrecipientis aparentor primary caregiverstrugglingwith
supportof their child with aBH diagnosisthe needfor FPSSmustbe
identifiedin their comprehensivassessmermr diagnosticevaluation;or

C. If the Medicaidrecipientis anadultprovidingprimary supportto eithera
partneror sibling or otheridentifiedfamily memberthe needfor FPSS
mustbeidentifiedin the Medicaidr e ¢ i pcongpreteldsassessment
or diagnosticevaluation;or

d. If the Medicaidrecipientis anadultthatis beingprimarily supportedy a
partneror sibling or otherfamily membertheneedfor FPSSfor that
supportingfamily membemustbeidentifiedin theMedicaidr e ci pi ent & s
comprehensivassessmerar diagnosticevaluation.

2) All family peer support servicesare delivered under the supenision of an
independenpractitioneror personnetrainedor certifiedin supervisingpeers

3) Servicegnustinclude:

a. Reviewof theexistingsocialhistoryandotherrelevantinformationwith
thememberandfamily;

b. Reviewof the existingserviceandtreatmenplans;

C. Identificationof therecipientandfamily functionalstrengthsandany

barriersto resiliency;
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d. Educationor referralfor educatiorfor thefamily onther e ci pi ent 0's
behaviorahealthconditionandits effecton behavior;and
e. Participationin serviceplanningwith the memberandfamily.

4) Thespecificservicegrovidedaretailoredto theindividual need=f therecipient
andfamily accordingothei n d i v trehtmenbr&esviceplanandmay
include butarenotlimited to, supportneededo:

a. Directthe memberandfamily towardrecovery resiliency,restoratim,
enhancemerdandmaintenancef theme mb dunadianing;

b. Increasghef a mi abiltyaseffectivelyinteractwith the member

C. Navigatethe communitybasedsystemsandserviceghatimpactthe
me mb dife; arsl

d. Skills building for thefamily to supportthe memberandmayinvolve
supportactivitiessuchas:
) Identifying naturalandcommunitysupports;

(i) Assistingthe memberandfamily to understandadijustto, and
manageehaviorahealthcrisesandotherchdlenges;

(i)  Facilitatingeffectiveaccessanduseof the behaviorahealth
servicesystento achieverecoveryandresiliency

C. Training for Family PeerSupport Workers (FPSW)

The NM Children, Youth and Families DepartmentBehavioralHealth Services(CYFD BHS)
collaborated with the HSD Behavioral Health Services Division (BHSD) and the NM

Credentialing Board for Behavioral Health ProfessionalstNMCBBHP) to develop FPSW
certification, to include the protocolsfor training, coaching,ethics,exams,and recertification.
Trainingandcertificationbeganin spring,2018.

CYFD BHS offers a training programfor individuals seekingto work as Certified Family Peer
SupportWorkers(CFPSW), utilizing the Family Run ExecutiveDirector LeadershipAssociation
(FREDLA) ParentPeer Support(PPS) PracticeModel Participant,Supervisor,and Train the
Trainercurricula. Thefive-day CFPSWitraining coverstopicssuchas:building family strenghs,
leadership, responsibility, communication, resources,systems, and behavioral health and
treatmentTherearethreegoalsof this training: 1) to assistCFPSWsn developingthe skills and
resourceso servefamiliesof childrenandyouthwith mental,emotional,or behavioraldisorders;
2) to enhanceandbuild uponexpertisebasedn lived experiencesand3) to prepareCFPSWdor

roles and responsibilitieson treatmentand planningteams.To be consideredor CFPSW and
supervisortrainings,an applicaton mustbe submittedto CYFD BHS. This includesa written

applicationand a brief interview to confirm that eligibility requirementsare met. Following

successfutompletionof thetrainingandendorsemenby CYFD BHS, participantsarepermitted
to takethe NMCBBHP credentialingexamto obtain certification. Recertificationoccursevery
two years.

BHSD, soon will offer Family PeerSupportWorkertrainingasan adjunctto their PeerSupport
Worker Training. This role will servethe samelisted services to adult family peers;that is
partnerssiblingsor othersignificantsupportsystemdor adultswith mentalhealthor substance
usedisorders.
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D. Billing Instructions
1) UseHCPGs codeH0038in 15 min units, Peersupportfor self-help
2) Usemodifier HQ for group
3) FQHC: UB claimform; revenuecode0919for encounterate

4) For FQHC,IHS, andTribal 638: if preferringto utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau
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3.7 Intensive Outpatient Program for SubstanceUseDisorders
A. Policy

An Intensive Outpatient Program (IOP) provides a time-limited, multi-faceted approachto
treatmenfor individualswho requirestructureandsupportto achieveandsustainrecovery. IOP
mustutilize aresearckhasedmodelandtargetspecificbehaviorswith individualizedbehavioral
interventionsModelsalreadyapprovedare:

Matrix Model Adult TreatmenModel
Matrix Model AdolescenfTreatmentModel
MinnesotalreatmenModel

Integratel Dual DisorderTreatment
SevenChallenges

= =4 =4 -8 -

Any modelsotherthanthoseidentifiedabovemustbe approvedoy the Interdepartmentalouncil
for Medicaid or the Collaborative,as appropriatefor other funding sources.The processfor
approvalis asfollows:

1) Theagencysubmitsa narrativeexplainingwhy theabovemodelswill notwork for
their servicedeliveryandoutlinestheir alternativeEBP or evidencanformed
model,

2) Theinterdepartmentatouncilreviews the modelandrequest;

3) Theinterdepartmentatouncilandthe agencyenterinto a discussioraboutthe
request;

4) If deemedappropriatethe IDC will senda letterof approvalto theagency if not
deemedhppropriatethe IDC andagencywill remainin dialogueuntil an
appropriatdevel, revision or middle groundhasbeenestablished.

Servicesarea combinationof individual, groupand family work. AdolescentiOP is offeredat
least6 hoursaweekandadultlOP minimally 9 hoursaweek. This programis highly structured
targetssubstancaise, and often co-occurring mental health disorders. The IOP servicesare
provided through an integratedinterdisciplinary approachor through coordinated,concurrent
servicewith mentalhealthproviders,andcannotexcludeconsumerswith co-occurringdisorders.

Servicesarelinguistically andculturally-sensitiveandincorporaterecoveryandresiliencyvalues
into all serviceinterventionsThe servicerequiresa compgehensiveassessmentvhich identified
IOP as a need and the findings must carry through IOP treatmentplanning,interventionand
discharge. The IOP agencyis requiredto incorporateand utilize a systemof programoutcome
evaluation

B. Interdepartmental Council (IDC)

OverseesdOP servicesandmanageshe applicationprocesdor providerswantingto addIOP to
their menu of services.The IDC is comprisedof the Medical AssistanceDivision (MAD),

107|Page
BH MANUAL



BehavioralHealthServiceDivision (BHSD), andthe Children,Youth and Families Department
(CYFD).

C. Procedures
Before engagingin an IOP program,the consumemust have a DiagnosticEvaluationand an
IndividualizedServicePlanthatincludeslOP asaninterventionandaddresseasll behaviorahealth

concerns

IOP programcoreservices

1) discharge/transitioserviceglanning
2) individual andgrouptherapy(groupmembershipnaynot exceedl5 in number)
3) psychoeducatiofor theindividual andtheir family

Treatmentfollows the p r o v i IORRmMode$ and must maintain fidelity to the model. The
intedisciplinary teamusesONE serviceplan to direct coordinatedjndividualized carefor all

persongnrolledin the IOP, includingwhenmental healthcounselingputsideof IOP serviceis in

place. Treatmentservicesmay include medicationmanagemento overseeuseof psychotropic
medications.

Duration

Thedurationof IOP interventionis typically 3 to 6 monthswith treatmentplanupdatesvery90

days.After 6 months the agencymustdemonstratéhroughtreatmentplan updatesand ongoing
documentatiothatthe serviceis appropriateandmeetsmedicalnecessityTheamountof weekly
servicegperindividual is directly relatedto the goalsandobjectivesspecifiedinthei ndi vi dual 0
treatmenplan.

If dischargeplanningincludesotheroutpatientservicesreferralsaremadebeforetherecipientis
dischargedrom the program.

D. Staff Training

IOP personnebndagencyrecordsmustcontaindocumentatiorof the training of IOP staffin the
chosermodel.

E. Application Processfor an Agencyto Add IOP asa Medicaid Covered Service
1) Communicatenterestin developinghe servicewith the BHSD Clinical Services
Manager(CSM) for anadultprogramor CYFD IOP leadstafffor anadolescent

program.

2) BHSD CSMor CYFD IOP leadstdf will sendapplicationmaterialsto theagency
within 5 businesglays.
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3) Agencyreturnsmaterialsto the BHSD CSM or CYFD IOP lead staff, who then
bringsthe materialsto the InterdepartmentaCouncil for review. Materialswill
include: Attestation form, Certification tool, Policy & Proceduresand other
documentsaccompanyinghetool.

4) Thereviewwill becompletedwithin 30 days,andif qualified,theagencyis
issueda provisionalapproval. If theapplicationis lacking,theagencywill be
askedo submitadditionalinformation.

5) Whenprovisionalapprovalis attained the agencyreceivesa lettergranting
provisionalapprovalwith the understandinghe servicewill beinitiatedwithin 90
days.

6) Agencysendsall renderingprovidersto modeltraining.

7) AgencyprovidesapprovaletterwhencontactingMAD fiscal agentfor theaddition
of IOP to their providerprofile list of specialservicedor which theyareapproved.

8) Agencytakesapprovalletterandcontactsall MCOsto addprogramto their
contract.

9) AgencynotifiesBHSD CSMor CYFD IOP leadstaffthefirst dayservicesare
delivered. TheIDC schedules sitevisit 180daysfrom thenotice.

10)  After thesitevisit, theagencywill receivenoticeof correctiveactionor become
fully approvedor theservice.

11)  Agencieswith multiple sitesmayhavemorethanonesitereviewed.

12)  ThelDC reservesheright to makeannualsitereviews,if deemecdecessary.

F. Procesdfor Approval of New EvidenceBasedPractice (EBP)

To requestapprovalof a differentpracticemodelthefollowing domainsmustbe described:

1)
2)
3)
4)
5)

6)

BH MANUAL

Traumainformed;

Culturally andlinguistically relevantto the populationbeingserved,;
Recoveryandresiliencyoriented;

Consistentvith nationalbestpracticeguidelines;
Evidencebasedpr evidencanformed;and

Fidelity monitoringandquality management.
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G. Exhibits/Appendices/Forms

ZF. IOP Attestation Form

ZG: |OP Certification Tool

ZH: 10OP Provider Certification Information
Zl: IOP Provider Application

ZJ. IOP Site Visit Preparation Form

ZK: 10OP Process Flow

ZL: 10OP Site Visit Tool

H. Billing Instructions
1) HCPCSHO00157 1 hourunit

2) UseagencyNPlin renderingfield

3) FQHC: UB claim form; revenuecode0919for encounterate F oMa na g e d
Carpea,y mema daet hhei gdifelneen c o u ratt &dfreesec hedul e
a mo uonetn,e g o triaattee d
4) For FQHC,IHS, andTribal 638: if preferringto utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau
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3.8 Intensive Outpatient Program for Mental Health Conditions
A. Policy

An Intensive Outpatient Program (IOP) provides a multi-faceted approachto treatmentfor
individualswho requirestructureandsupportto achieveandsustainrecovery. IOP mustutilize a
researckbasedmodelor providecareconsistentvith nationalclinical bestpracticeguidelines.All

modelsmustbe approveddy the InterdepartmentaCouncil.

Servicesarea combinationof individual, groupandfamily work. AdolescentiOP is offeredat
least6 hoursa weekandadult IOP minimally 9 hoursa week. If anindividual is consistently
requiringmorethan18 hours/weekthelevel of careshouldbereviewed. This programis highly
structuredtargetsmentalhealthconditions andoften co-occurringsubstanceisedisorders. The
IOP servicesareprovidedthroughanintegratednterdisciplinaryapproactor throughcoordinated,
concurrentserviceswith other providers [OP servicescannotexclude consumerswith co-
occurringdisorderaunlessthe presencef theseconditionsincreaseshe acuity of the recipientto
suchadegreehata higherlevel of careis required.

Servicesaretraumainformed,linguistically andculturally-sensitive andincorporateecoveryand
resiliencyvalues into all serviceinterventions.The servicerequiresa comprehensivassessment,
and the findings must carry through treatmentplanning, interventionand discharge.The IOP
agencyis requiredto incorporateandutilize a systemof programoutcomeevaluaiton.

Before engagingin an IOP program,the consumemust have a DiagnosticEvaluationand an
individualizedServicePlanthatincludeslOP asaninterventionandaddresseasll behaviorahealth
concerns

B. Interdepartmental Council (IDC) & Approval of Practice Model

OverseesOP servicesandmanageshe applicationprocesdor providerswantingto addmental
healthlOP to their menuof services. TheIDC is comprisedof the Medical AssistanceDivision
(MAD), BehavioralHealth ServicesDivision (BHSD), and the Children, Youth and Families
Departmen{CYFD).

To requestapprovalof a practicemode]| the specificimplementationplan must be described
addressinghefollowing domains

1 Traumainformed,;

2) Culturally andlinguistically relevantto the populationbeingserved,;
3) Recoveryandresiliencyoriented;
4) Consistentvith nationalbestpracticeguidelines;
5) Evidencebasedpr evidencanformed;and
6) Fidelity monitoringandquality management
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C. Procedures
1) Assessment;
2) Treatmenplan;
3) Dischage/transitiorservicesplanning;

4) Individual grouptherapy andfamily therapyor multi-family therapyif
indicated;and

5) Psychoeducatiorilinessmanagementandrecoveryskills for the
individual andfamily, if indicated.

Treatmentfollows the p r o v i IORRmoded and must maintain fidelity to the model. The
interdsciplinary teamusesONE serviceplan to direct coordinated jndividualized carefor all
personsenrolledin the IOP, including whenotherrelatedservicesoutsideof IOP servicearein
place.

Treatmentplan updatesoccur every 90 days. The amountof weekly servicesper individual is
directly relatedto the goalsandobjectivesspecifiedin thei n d i v tretmenpldns

If dischargeplanningincludesotheroutpatientservicesyeferralsaremadebeforetherecipientis
dischargedrom the program.

D. Staff Training
IOP personnelndagencyrecordsmustcontaindocumentatiorof thetraining of IOP staffin:

1 Traumainformedapproach;

2) Cultureandlinguisticsrelevantto the populationbeingserved;

3) Recoveryandresiliency;

4) Consistencyvith nationalbestpracticeguidelinesfor choserclinical model;

5) Evidencebasedpr evidencanformedpractice;and

6) For supervisoryandadministrativestaff, fidelity monitoringandquality
management.

E. Application Processfor an Agencyto Add IOP asa Medicaid Covered Service

1) Communicatenterestin developingthe servicewith the BHSD Clinical Services
Manager(CSM) for anadultprogramor CYFD IOP leadstafffor anadolescent
program.
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2) BHSD CSMor CYFD IOP leadstaffwill sendapplicationmaterialsto theagency
within 5 businesglays.

3) Agencyreturnsmaterialsto the BHSD CSM or CYFD IOP lead staff, who then
bringsthe materialsto the InterdepartmentaCouncil for review. Materialswill
include:Attestationform, Certificationtool andPolicy & Procedures.

4) Thereviewwill becompletedwithin 30 days,andif qualified,theagencyis
issueda provisionalapproval. If theapplicationis lacking,theagencywill be
askedo submitadditionalinformation.

5) Whenprovisionalapprovalis attainedthe agencyreceivesa lettergranting
provisionalapprovalwith the understandinghe servicewill beinitiatedwithin 90
days.

6) Agencysendsall renderingprovidersto modeltraining.

7) Agencytakesapprovalletterandcontactsall MCOsto addprogramto their
contract.

8) AgencynotifiesBHSD CSMor CYFD IOP leadstaffthefirst dayservicesare
delivered. TheIDC schedules sitevisit 180daysfrom thenotice.

9) After thesitevisit, theagencywill receivenoticeof correctiveactionor become
fully approvedor theservice.

10)  Agencieswith multiple sitesmayhavemorethanonesitereviewed.

11) ThelDC reservesheright to makeannualsitereviews if deemechecessary.
F. Billing Instructions

1) HCPCSHO0015- 1 hourunit

2) UseagencyNPl in renderindfield

3) FQHC: UB claim form; revenuecode0919for encounterate F oMa na g e d
Cayrpeay memadaet hhei ghifelneen c o u ratt &freesec hedul e
a mo uonetn,e g o triaattee d
4) IHS/638: UB claim form; revenuecode0919for OMB rate
5) For FQHC,IHS, andTribal 638: if preferring to utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau
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3.9 Medication AssistedTreatment for Buprenorphine (MAT)
A. Procedurefor Delivering MAT with Telemedicine

Underthe RyanHaight Act of 2008,wherecontrolledsubstanceare prescribedy meansof the
Internet,the generalrequirements thatthe prescribingPractitionemmusthaveconductecht least
onein-personmedicalevaluationof the patient.U.S.C.8 829(). However,the Act providesan
exceptionto this requirement. 21 U.S.C. 8 829(e)(3)(A). Specifically, a DEA-registered
Practitionelactingwithin theUnited Statess exemptfrom therequiremenbf anin-persormedical
evaluatiorasa prerequisitdo prescribingor otherwisedispensingontrolledsubstanceby means
of the Internetif the Practitioneris engagedn the practiceof telemedicineand is actingin
accordancevith therequirement®f 21 U.S.C.8 802(54).

Under21 U.S.C.8 802(54)(A),(B),for most(DEA-registeredPractitionersn the United States,
including Qualifying Practitionersand Qualifying Other Practitioners( i Me d i Asaidted o n
TreatmenP r o0 v i @ieoarsusingk-DA approvedscheduldll -V controlledsubstancet treat
opioidaddictionthetermii p r aaft € Ic € me raardhe pra&cticeof medicinein accordance
with applicableFederaland Statelaws, by a practitioner(otherthan a pharmacistwho is at a
locationremotefrom the patient,andis communicatingvith the patient,or healthcareprofessional
who is treating the patient using a telecommunicationsystemreferredto in (42 CFR §
410.78(a)(3)which practiceis beingconducted:

1) While the patientis beingtreatedby, andphysicallylocatedin, a DEA-registered
hospitalor clinic registeredunder21 U.S.C.8§ 823(f) of this title; andby a

practitioner
a. whois actingin the usualcourseof professionapractice;
b. whois actingin accordancevith applicableStatelaw; and

C. is registeredunder 21 U.S.C.8 823{f) with the DEA in the Statein which
the patientis located.

OR

2) While the patientis beingtreatedby, andin the physicalpresencef, a DEA-
registeredpractitioner

a. whois actingin the usualcourseof professionapractice;
b. whois actingin accordancevith applicableStatelaw; and
C. isregisteredunder21 U.S.C.8 823{f) with the DEA in the Statein which

thepatientis located.

ThedistantPractitionerengagedn the practiceof telemedicinanustberegisteredvith the DEA
in the statewherethey are physicallylocatedand in everystate wheretheir patient(s)is (are)
physicallylocated.21U.S.C.§822(e)(1);21 CFR§ 1301.12(a); Notice 69478FederaRegister
Vol. 71,No. 23], Friday,Decembet, 2006.

All recordsfor the prescribingof an FDA approvedarcoticfor thetreatmenof opioid addiction
needto bekeptin accordancevith 21 CFR8 1304.03(c)21 CFR 8§ 1304.21(b)andwith all other
requirement®f 21 CFRPart1300to End.
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HHS has developed the following case scenario to provide clinicians with an example of a
clinical practice engagement consistent with the DEA statement and applicable HHS
administered authorities.

1 A patient is being seen in a rural health clinic staffgc nurse practitioner
licensed in the state and has a DEA registration consistent with the nurse
practitionerods scope of practice.

1 The nurse practitioner conducts an examination of the patient and determines that
treatment with buprenorphine for opiaddiction is clinically indicated, and the
patient agrees to treatment.

1 The nurse practitioner does not have a DATA 2000 waiver to prescribe
buprenorphine for the treatment of opioid addiction, but the clinic has an
agreement with an addiction speciairst large city in the same state (or in
another state so long as the remote addiction specialist is also registered with the
DEA and licensed in the state where the patient is located) to provide remote
telemedicine services for addiction treatment.

1 Theremote addiction specialist has a DATA 2000 waiver to prescribe
buprenorphine for the treatment of opioid addiction and is licensed and DEA
registered in the state where the rural health clinic is located.

1 At the patient visit, the nurse practitioner cents the patient to the remote
addiction specialist via an appropriately safeguarded interactive
telecommunications system.

1 The addiction specialist, after engaging with the patient rema@hgurs with
the nurse practitioner that buprenorphine is céity indicated for this patient and
issues a prescription for a specific formulation and dosage of a buprenorphine
product to be filled at the patientos

1 After the initial encounter, the patient continues to have his/her buprenorphine
treament managed by the remote DATA 200@ived practitioner (who remains
the buprenorphine prescriber of record) in collaboration with the local nurse
practitioner.

1 The patient will be considered a patient of the DATA 20@0ved practitioner
for purposes of 21 U.S.C. § 823(g)(2), and 42 CFR Part 8, Subpart F when
applicable.

B. BestPractice Guidelinesfor MAT via Telemedicine

All efforts mustbe madeto furnish telemedicineservicesconsistentvith nationalbestpractice
and comply with HIPAA regulations.Pleasesee American TelemedicineAssociationPractice
Guidelinedor TelementalHealthwith ChildrenandAdolescent$2017),AmericanTelemedicine
AssociatiorPracticeGuidelinedor Video BasedOnlineMentalHealthServiceg2009),American
TelemedicinA s s o ¢ i EvidenceBased’racticdfor TelementalHealth(2009),andAmerican
TelemedicineAssociationPracticeGuidelinesfor Video-conferencingBasedTele mentalHealth
(2009). Thefollowing aresomelinks for furtherinformation:

https://www.telehealthresourcecenter.org/

https://www.telehealthresourcecenter.org/tooHnoodule/legaissuesprivacy-and-contracting
services
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https://www.telehealthresourcecenter.org/
https://www.telehealthresourcecenter.org/toolbox-module/legal-issues-privacy-and-contracting-services
https://www.telehealthresourcecenter.org/toolbox-module/legal-issues-privacy-and-contracting-services

https://www.telehealthresourcecenter.org/tooHnoodule/gettinestarted

https://www.telehealthresourced¢enorg/toolboxmodule/facilitiesprovidersite

C. Billing Instructions

1) Diagnosingassessingyrescribingandinitial induction
a. Practitionersawith the DATA 2000waiver;physiciansCNS,andCNP
b. UseE & M codesfor history& physical

C. Induction: HO033
2) MedicationAdministration(afterinitial induction)
a. Practitioners:RN (317)or PA (305)undersupervisiorof anM.D. or
CNP
b. H2010

3) SubsequenvID/CNP/PAVvisits: useE & M codes
4) FQHC: UB claimform; revenuecode0919for encounterate

5) IHS/638: UB claim form; revenuecode0919for OMB rate
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https://www.telehealthresourcecenter.org/toolbox-module/getting-started
https://www.telehealthresourcecenter.org/toolbox-module/facilities-provider-site

3.10 Partial Hospitalization Servicesin Acute Care or Psychiatric Hospital

A. Billing Instructions

1) Facility billing

a.
b.

C.

Bill onaUB; revenuecode0912

HCPCS codeS0201perdiem. However theratefor SO201represent8

hoursof partialhospitalization.If therecipientis in the partial

hospitalizatiorprogramfor lessthan8 hours,the quantityof servicemust
bebilled in the unitsof 0.25(2 hous); 0.5 (4 hours),or 0.75(6 hours). If
therecipientis in the partialhospitalizatiorprogramfor morethan8 hours
in oneday,theunitsmaybeincreaseds1.25(10 hours) 1.5(12 hours)

1.75(14 hours) or 2 (16 hours)

) Includesall hospitalstaff thatarerequiredfor the PH program:
independentlyicensedsupervisoryegisterechurse,non
independenbehaviorahealthpractitioner;

(i) Includesoptionalstaff suchaslicensedpracticalnurse physician
assistantpeersupportworker,andmedicaltechnician.

Typeof bill 131

2) Professionabilling
For otherprofessionakervicesy physician psychiatristpsychologistcertified
nursepractitioner clinical nursespecialistindependentlyicensedbehavioral
healthpractitionersandoccupationatherapistsbill ona CMS 1500claim form.

a.
b.

C.

BH MANUAL

975301 occupationatherapy therapeuti@ctivities,eachl5 minutes
G041071 Grouppsychotherapgtherthanwith a multiple-family group,in
a partialhospitalizatiorsetting,approximatelyt5 to 50 minutes
GO04117i Interactivegrouppsychotherapin apartialhospitalization
setting,approximately45 to 50 minutes

908321 90838i Individual Psychotherapy
Evaluationandmanagemendervicesutilize E & M codeswith fee
schedulgeimbursement

90870908711 Electroconvulsivel herapyTreatment

Bill professionakervicesonthe CMS 1500format(837P)
Othermedicalserviceghatarenotrelatedto the purposeof the partial
hospitalizatiorcanbereimbursedf theyaremedicallynecessary
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3.11 PeerSupport Services
A. Definition

Peersupportservicesare deliveredby individualswho havecommonlife experiencesvith the
people they are serving (retrieved from: SAMHSA.org.) A Certified Peer Support Worker
(CPSW)is anindividual in recoverywith mentalhealthand/orsubstanceiseconditionswho has
successfullycompleteda training class and passeda certification exam. CPSWSs use their
experienceo inspirehopeandinstill in othersasensef empowermentTheyaretrainedto deliver
anarrayof supportservicesandto help othersidentify and navigatesystemso aid in recovery.
Throughwisdomfrom their own lived experiencetheyinspire hopeand belief thatrecoveryis
possible. Thefollowing aresomeexampleof peersupportservices:

1) Providingsupportfor c | i ehydicall@ealthconditionsor concerns

2) Giving assistancevith independenliving skills (e.g.moneymanagement
problemsolving, establishingboundariesteducingstress)

3) Workingtogetherto developsocializationandrecreationakkills;

4) Settinga planto provideaid andcomfortto a personin crisis, and

5) Developingrecoveryandresiliencyskills.

B. Purpose

TheCertifiedPeerSupportWorkeris anintegralandhighly valuedmembeiof theinterdisciplinary
team.They provide formalizedpeersupportand practicalassistancéo peoplewho haveor are
receivingservicesto help regaincontrol over their lives in their own uniquerecoveryprocess.
Throughacollaborativepeemrocessinformationsharingoromoteshoice self-determinatiorand
opportunitiedor the fulfillment of socially valuedrolesandconnectiorto their communities.

C. Policy

1) PeerSupportServices mustbeidentifiedasa serviceneedin therecipients
comprehensivassessmerar diagnosticevaluation;

2) All peersupportservicesaredeliveredunderthe supervisiorof anindependent
practitioneror personnetrainedor certifiedin supervisingpeers

D. Procedures

1) Prerequisite$or applyingto becomecertified:
a. 18 years of age or older
b. Selfidentify as a current or former consumer of mental health and/or
substance abuse services
C. High schooldiploma or GED

d. A minimum of two years in recovery with a required reference letter for
verification and
e. Have no convictins for domestic violence, sexual offenses or other

serious crimes against persons.
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2) Complete odine application at:
https://nmpeers17.wufoo.com/forms/m186ziiq19b6fkk/

3) Complete the Peer Support Worker training offered through the Office of Peer
Recovery and Engagement by State Approved Trainers.

4) Complete 40 hours of pexposure hours at a community based behavioral health
agency.

5) Supply a letter of r&frence and/or support from a person familiar with your
recovery including contact information for the reference.

6) Take and pass CPSW examination. Offered by the New Mexico Credentialing
Board for Behavioral Health Professionals (NMCBBHP):
http://www.nmcbbhp.org/examinatiegates.html

7) Agree to abide by the New Mexico Certif
Ethics.

E. Billing Instructions
1) HO0038; 15 minuteunit
2) Add modifier HQ for groups
3) FQHC: UB claimform; revenuecode0919for encounterate F oMa n

a
Ca rpea,y memda daet hhel gdvfe lneen c o u it éfreesec h e d
a mo uonetn,e g o triaattee d

ged
ul e

4) IHS/638: UB claim form; revenuecode0919for OMB rateu n | ®tstser wi s e
negotwiatheedci | i t vy.
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https://nmpeers17.wufoo.com/forms/m186ziiq19b6fkk/
http://www.nmcbbhp.org/examination-dates.html

3.12 RecoveryServices(Managed Care/Centennial Care enrolleesonly)
A. Definition

The processf recoveryis highly personalandindividualized.Its definition is reflective of what
challenge®achpersonhasovercomesothatchallengenolongerimpedesn thatp e r squality s
of life. Recoveryis characterizedby continual growth and improvementin o n eh@adth and
wellness,socid and spiritual connection,and renewedpurpose A p e r s recov@ryreflects a
p e r sstrengilstalents,copingabilities,resourcesandinherentvalues.lt is holistic, addresses
the whole person the personin their community,andis supportedoy peers,friends,andfamily
members.

B. Purpose

Recoverymay include clinical treatment,medications,faith-basedapproachespeer support,
family support, self-care, and other approachesTheserecovery support servicesshould be
culturally and linguistically appropriateand assistindividuals and families working toward
recoveryfrom mentaland/orsubstanceiseproblemsand/ortrauma.Recoverysupportservices
incorporateafull rangeof social,legal,andotherserviceghatfacilitaterecoverywellnessjinkage
to andcoordinationamongserviceprovidersandothersupportsshownto improvequality of life
for peoplein, andseekingrecoveryandtheir families.

C. Procedures

1) Servicesoccurindividually or with consumersvho supporteachotherto optimize
learningnewskills. This skill enhancemernthenaugmentshe effectivenessf
othertreatmentandrecoverysupportinitiatives.

2) Focuseonthei n d i v weallinessbngangrecoveryandresiliency,relapse
preventionandchronicdiseasenaragement.

3) Recoveryservicesactivitiesinclude,but arenotlimited to:
a. screeningengagingcoachingandeducating
b. emotionalsupportthatdemonstrateempathy caring,or concernto bolster
theper® n del-esteemandconfidence;

C. sharingknowledgeandinformationor providinglife skills training;
d. provisionof concreteassistancéo help othersaccomplishtasks and
e. facilitation of contactswith otherpeopleto promotelearningof socialand

recreationaskkills, creding communityandacquiringa senseof belonging.
D. Billing Instructions

1) HCPCScodeH2030in 15 min units

2) Renderingproviderrequired

3) H0038;(PeerSupport)15 min units

4) FQHC: UB claimform; revenuecode0919for encounterate
5) IHS/638: UB claimform; revenuecode0919for OMB rate
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3.13 Smoking CessationCounseling

Smoking cessation:MAD covers tobacco cessation services for a pregnant eligible recipient and
for an eligible recipient wter the age of 21.

A. Eligible practitioners

1) By or under the supervision of a physician; or
2) By any other MAD enrolled health care professional authorized to provide other
MAD services who is also legally authorized to furnish such services under state
law;
3) Counseling service must be prescribed by a MAD enrolled licensed practitioner.
B. Covered Services
1) Tobacco cessation drug items prescribed by a practitioner.
2) Counseling plus medication provides additive benefits. Treatment may include
prescribing any combination of tobacco cessation products and counseling.
Providers can prescribe one or more modalities of treatment. Cessation counseling
session requires fage-face contact.
3) Intermediate session (greater than three minyigs @0 minutes);
4) Intensive session (greater than 10 minutes).
C. Documentation for CounselingServices

Ordering and rendering practitioners must maintain sufficient documentation to substantiate the
medical necessity of the service anddkevices rendered

D. Referrals

Department

of Health offers a smoking cessation program which can be accessed at

www.nmtupac.com

E. Billing Instructions (Individual counseling only
1) 994@®%: 37 10 minutes
2) 99407: Over 10 minutes
3) FQHC: Use CM3500 at fee schedule rates
4) IHS/Tribal 638: Use CM3500 at fee schedule rates
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http://www.nmtupac.com/

Section Four: Special Outpatient Services for Children and
Adolescents

4.1 Behavioral Health RespiteCare

A. Billing Instructions
1) MCO coverageonly
2) Providertypesthatcanbill areCSA (446), BHA (432),or TFC (218)
3) HCPCS codeT1005in 15 min units

4) Annuallimit of 720hoursor 30days If needingmore,requesto MCO with
medicalnecessity

5) FQHC& IHS/Tribal 638bill ascontractedvith MCO(s)
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4.2 Behavior ManagementServices(BMS)

Theseinstructionsapply in conjunctionwith applicablelegislation,laws, codesand any future
amendment$o suchregulationsor supersedingegulations Theyaresupplementalandsubject
to changewith concurrenthangesn theabove.

A. Definition

Behavior Management Services are individualized, trauma informed care which provides skill
development through an individualized treatment plan designddvelop, restore, or maintain

skills and behaviors that result in improved function or which prevent deterioration of function.
Behavior management skills development services are delivered to clients in need of intervention
to avoid inpatient hospitaation, residential treatment or separation from his/her family; or require
continued intensive or supportive services following hospitalization eofgidme placement as

a transition to maintain the client in the least restrictive environment posdtaleh certified
service agency is responsible for establishing and following written policies and procedures that
specify how applicable Certification Requirements are met. Services aredclignt, evidence

based best practices based on outcomes.

B. Policy

1) Initial Screening(7.20.11.23NMAC)

a. Initial screeningconductedatadmissionpf physical,psychologicaland
socialfunctioning,to determinghe client'sneedfor treatmentcare,or
servicesandthe needfor furtherassessmen

b. Assessmenfor risk of behaviorthatis life-threateningor otherwise
dangerouso theclientor others,includingthe needfor special
supervisioror intervention.

2) Comprehensivassessmer{7.20.11.23and7.20.11.28\NMAC)

a. The agencyconductsa comprehensivassessmertf eachc | i elmitab s
needs prior to writing the comprehensive treatment plan. The
comprehensivassessmercludesthefollowing:

(1 assessmendf the c | i epersobagfamily, medical and social
history;

(i) relevantpreviousrecordsandcollateralinformation;

(i) relevant family and custodial history, including nonfamilial
custodyandguardianship;

(iv)  clientandfamily abuseof substances;

(V) medicalhistory,includingmedicaions;

(vi)  history, if available,as a victim of physicalabuse,sexualabuse,
neglect,or othertrauma;

(vii)  historyasa perpetratoof physicalor sexualabuse;

(viii) thei ndi v armlfu a i idédergepteonof his or her currentneed
for savices;

(ix) identification of the i ndi v iaddufad nisktrerigths and
resources;

(x)  evaluationof currentmentalstatus;
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(xi)  apsychosociatvaluatiorofthec | i estatusshdneedgelevanto
thefollowing areasasapplicable:
Psychologicafunctioning
Intellectualfunctioning
Educational/vocationdlinctioning
Socialfunctioning
Developmentafunctioning
Substancabuse
Culture
Leisureandrecreation
(xii)  Evaluationof highrisk behaviorsor potentialfor such;and
(xiii) A summaryof information gatheredin the clinical assessment
process,in a clinical formulation that includes identification of
underlying dynamicsthat contribute to identified problemsand
serviceneeds.
If thecomprehensivassessmeis comgetedprior to admissionijt is updatedat
thetime of admissiorfor eachcertifiedservice;
Assessmennformationis reviewedandupdatedasclinically indicated,andis
documentedn thec | i eeaadrdd s
For clientswho havebeenin theservicefor oneyearor longer,anannualmental
statusexamandpsychosociaassessmerareconductecanddocumentedn the
c | i eendrdasanaddendunto previousassessment(sand
Theagencymakeseveryeffort to obtainall significantcollateralinformationand
documentsts effortsto do so. As collateralinformationbecomesvailable the
comprehensivassessmeris amended.

=4 =4 =8 -8 _98_9_98_2

3) BMS Treatmen®lan(7.20.11.28NMAC)
Clinical review of assessmenhformationenableghe completionof the BMS treatment
planwithin 14 daysof admissiorto BMS. Thetreatmenplanincludes:

apop

Clientneeds;

Measurableyoals;

Interventionsand

A dischargeplandevelopedhroughpartnershipvith otheragencieor
individualsinvolvedin thec | i eareinéulinglinks or referralsto aftercareas
indicated.

4) DischargePlanCriteria(7.20.117 and7.20.1128 NMAC)

a.
b.

C.

d.

e.

f.

Establishes projecteddischargeadate;

Describedehavioralandotherclinical criteriaasconditionsunderwhich
dischargewill occur;

Includeslevel of care,specificservicedo bedelivered,andtheliving situation
into which dischargas projectedto occur;

Listsindividualsresponsibldor implementingeachactionspecifiedin the
dischargeplan;

Identifiesbarriersto dischargeand

Identifiesdischargeplanrevisions asindicated.

5) Clinical Supervision7.20.11.77.20.11.16and 7.20.11.28\NMAC)
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All servicesare provided underthe supervisionof a clinical director who is a
licensedndependenpractitionerthatprovidesclinical oversightof the program;
All supervisiorto agencystaffis documented,

Supervisiormaybedirect,or mayoccurthrougha clinical supervisowhois
directly supervisedy theclinical director;

Whenthetherapistandclinical supervisorarethe samepersonanotherproperly
credentialedtlinician, eitherfrom within theagencyor from outsidethe agency,
providessupervisiorat leastonetime permonthto theclinical supervisor.

6) BMS-SpecificSupervision

a. BMS specialistgeceivesupervisiorby a New Mexico licensedpractitionerwith a
doctoralorma s t degre&from anaccreditednstitutionin ahumanservice
relatedfield who hasatleasttwoy e aexpei@encavorkingwith children,
adolescentandfamilies;

b. Exception: If asupervisowith theabovequalificationscannotberecruitedthe
supervisomustpossessataminimum,aB.S.W.,B.A., B.S.,orB.U.S.ina
humanservicerelatedfield plusfoury e aexe@encevorkingwith seriously
emotionallydisturbedor neurobiologicallisorderecthildrenandadolescents;

C. Supervisions providedfor aminimumof two hourspermonth,dependingipon
the complexityof theneedgpresentedby clientsandthe supervisoryneedsof the
behaviormanagemergkills developmenspecialistand

d. All clinical supervision/consultatioils documenteéndincludes:

1 Theme

1 Date

1 Lengthof time of supervision

1 Signature®f thoseparticipating
C. Related Policies

1) Certification Requirementdor Child and AdolescentMental Health Services,
7.20.11INMAC

2) LicensingRequirementor Child andAdolescenMentalHealthFacilities,7.20.12
NMAC

3) HealthFacility SanctionsandCivil MonetaryPenalties7.18NMAC

4) NewMexicoC h i | dQodeNMS#a 197832A-1-1 et Seq.(1997)

5) Governing Background Checks and Employment History Verification, 8.8.3
NMAC

6) Specialized Behavioral Health Provider Enrollment and Reimbursement,
8.321.2.11and8.321.2.2MNMAC

D. Billing Instructions

1) H2014: 15min units

2) Practitioners430, specialtyl13(BMS worker)

3) Utilize agencyNPI in renderingfield

4) FQHC: UB claimform; revenuecode0919for encounterate

5) For FQHC, if preferringto utilize CMS 1500andfeescheduleates please
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4.3 Day Treatment Services(DTS)

Theseinstructionsapply in conjunctionwith applicablelegislation,laws, codes,and any future
amendment$o suchregulationsor supersedingegulations. They aresupplementalandsubject
to changewith concurrenthangesn theabove.

A. Policy

Day Treatnent Servicesare individualized,traumainformed careprovidedin a schoolor other
communitysettingandaredistinctfrom partial hospitalizatiorservicegprovidedin a psychiatric
hospital. Educationservicesare providedthroughthe public-schoolsysem or througha New
Mexico accreditedprivate school in coordination with this service. Coordinatedintensive
structuredherapeutiservicesareindividualizedandprovidedfor children,adolescentandtheir
familiesliving in thecommunity. Eachcertified serviceagencyis responsibldor establishingand
following written policiesandprocedureshatspecifyhow applicableCertificationRequirements
aremet. Servicesareclient-driven,evidencebasedestpracticeshasedn outcomes.

B. Related Policies
1) CertificationRequirements$or Child andAdolesceniMentalHealthServices,
7.20.1INMAC

2) NewMexicoC h i | dQodeNMS# 197832A-1-1 et Seq.(1997)

3) GoverningBackgroundChecksandEmploymentHistory Verification, 8.8.3
NMAC

4) SpecializedBehavioralHealthProviderEnrolimentandReimbursemeng.321.20

C. Day Treatment ServicesTreatment Plan (7.20.11.7,7.20.11.23and7.20.1127
NMAC)

The treatmentplanning processis individualized and ongoing It includes initial treatment
planning, comprehensivdéreatmentplanning, dischargeplanning, and regular re-evaluationof
treatmenplansanddischargecriteria

1 Initial TreatmenPlan
a. Developedanddocumentedvithin 72 hoursof admissiorto the service
b. Individualizedtreatmenigoalsandobjectivesaretargetedhefirst 14 days
of treatment

2) Comprehensiv@reatmenPlan

a. Developedanddocumentedvithin 14 daysof admissiorto theservice
b. Basedon thecomprehensivassessmentievelopedvithin 14 daysof
admission
3) Initial andComprehensivd@reatmenfPlanRequirements
a. Involvesthefull participationof treatmenteammembersincludingthe

clientandhis or herparents/legafjuardianwho areinvolvedto the
maximumextentpossible

b. Reasongor nonpatrticipatiorof clientand/orfamily/legalguardianare
documentedn thec | i eecadrdd s
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4)
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Conductedn alanguagdheclientand/orfamily memberscanunderstand,
or is explainedo theclientin languagehatinvitesfull participation

Designedo improvethec | i enotivaficsandprogressandstrengthen
appropriatéamily relationships
Designedo improvethec | i eeiftlefesninatiorandpersonal

responsibility

Utilizesthec | | etremgths

Is conductedunderthedirectionof a personwho hasthe authorityto

effectchangeandwho possessethe experiencendqualificationsto

enablehim/herto conducttreatmenplanning

Treatmenplansmeetthe provisionsof theC h i | dQodeMNBISA 1978,

Sections32A-6-10, asamendedandareotherwiseimplementedn

accordancevith the provisionsof Article 6 of theC h i | dQoden 6 s

Documentsn measurabléerms:

) Specificbehaviorakchangesargetedjncluding potentialhigh-risk
behaviors

(i) Correspondingime-limited intermediateandlong-rangetreatment
goalsandobjectives

(i)  Frequencyanddurationof programspecificintervention(s}o be
used,ncludingmedicationsbehaviormanagemenpracticesand
specificsafetymeasures;

(iv)  Staffresponsibldor eachintervention

(V) Projectedimetabledor the attainmenbf eachtreatmengoal

(vi) A statemenbf the natureof the specific problem(s)andneedof

theclient,

(vii) A statemenandrationalefor the planfor achievingtreatment
goals;

(viii)  Specifiesandincorporateghec | i earmadesncylan,for clients

in the custodyof the departmentand

(ix)  Provideghatclientswith knownor allegedhistory of sexually
inappropriatebehavior sexualaggressiomr sexualperpetration
areadequatelgupervisedo ensureheir safetyandthat of
others

DischargePlanningRequirements:

a.

=3

~0 Qo0

= Q

Establishes projecteddischargedate whichis updatedasclinically
indicated

Describesehavioralandotherclinical criteriaasconditionsunderwhich
dischargewill occur,

Requireghattheclient hasachievedhe objectivesof thetreatmenplan;
Evaluateshigh risk behaviorsor the potentialfor such
Documentghatdischargeas safeandclinically appropriatdor theclient,
Documentdevelof care,specificservicego bedelivered,andtheliving
situationinto which dischargas projectedo occur,
Establishespecificcriteriafor dischargdo alessrestrictivesetting
Exploresoptionsfor alternativeor additionalserviceghatmaybettermeet
thec | i @eedss s

Documentsindividualsresponsibldor implementingeachactionspecified
in thedischargeplan
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J- Identifiesbarriersto dischargeand
K. Revisesplanasindicated

D. Billing Instructions
1) H2012: 1hourunit
2) Utilize agencyNPlin renderingfield
3) FQHC: UB claimform; revenuecode0919for encounterate
4) IHS/638: UB claim form; revenuecode0919for OMB rate

5) For FQHC,IHS, andTribal 638: if preferringto utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau
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4.4  Multi -systemicTherapy (MST)
A. Concurrencewith Other Legislationand Regulations

Theseinstructionsapply in conjunctionwith applicablelegislation,laws, codes,and any future
amendment$o suchregulationsor supersedingegulations. They aresupplementalandsubject
to changewith concurrenthangesn theabove.

B. Multi -systemic Therapy for Youth with Problem Sexual Behaviors
Basic Program Description

MultisystemicTherapy(MST) is an intensivefamily and community,evidencebasedreatment
thataddressethe multiple cause®f seriousantisocialbehavioracrosskey systemswithin which
youthareembeddedfamily, peersschool,andneighborhood)MST for sexualoffenders(MST-
PSB)focuseson aspectf a youth'secologythat are functionally relatedto the problemsexual
behaviorandincludesreductionof parentand youth denial aboutthe sexualoffensesandtheir
consequencespromotion of the developnent of friendships and ageappropriate sexual
experiencesandmodificationof theindividual'ssocialperspectiveakingskills, belief systemor
attitudesthatcontributedto sexualoffending.

Target Population

Youth, 10to 17.5yearsold who havecommitted or havebeenaccusewf committing a sexually
victimizing offenseagainstanotherY outh canbebothadjudicatecdandnonadjudicatedandyouth
may presentwith otherantisocialor delinquentbehaviors. The programwill alsoacceptyouth
retuming homefollowing residentialor out of homeplacementServicesrequirethe willingness
of atleastonecaregiverto activelyparticipatein the program.

ServiceDelivery

Referredfamilies receive servicesin the home and community for a period of 5-7 months.
Therapistshave3-5 families on their caseloadsndare availableto the family 24 hoursa day 7
daysaweek basedntheneedsf thefamily andtheyouth.

Primary Treatment Goals

1) Eliminateor significantlyreducethe frequencyandseverityof they o u treflerad
behavior(s);

2) Empowerparentswith theskills andresourcemeededo independenthaddress
theinevitabledifficulties thatarisein raisingchildrenandadolesents,andto
empoweryouthto copewith family, peer,school,andneighborhoogroblems.

Exclusionary Criteria

1) Youth living independentlyor youthfor whoma primary caregivercannotbe
identified despiteextensiveeffortsto locateall extendedamily, adultfriendsand
otherpotentialsurrogatecaregivers.
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2) Youthreferredprimarily dueto concerngelatedto suicidal,homicidal,or
psychoticbehaviors.

3) Youthswhosepsydiatric problemsarethe primaryreasorieadingto referral,or
who havesevereandseriouspsychiatricproblems

4) Youthwith moderatdo severdifficulties with socialcommunicationsocial
interaction,andrepetitivebehaviorswhich maybe capturedoy a diagnosisof
autism

C. Billing Instructions

1) H2033 modifier required
a. HO = Masterdevel rendering
b. HN = Bachelordevel rendering

2) Unit=15min

3) Providertypes: BHA, CMHC, CSA, FQHC, Tribal 638,IHS

4) Utilize agencyNPlin renderingfield

5) FQHC: UB claimform; revenuecode0919for encounterate F oMa n

a
Ca rpea,y memda daet hhel gdvfe lneen c o u it éfreesec h e d
a mo uonetn,e g o triaattee d

ged
ul e
6) IHS/638: UB claim form; revenuecode0919for OMB rateu n | ®tstser wi s e

negotwiatheedci | i t vy.

7) For FQHC,IHS, andTribal 638: if preferringto utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau
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SECTION FIVE: SPECIALIZED OUTPATIENT SERVICES FOR ADULTS

5.1 Assertive Community Treatment Services(ACT)

A. Policy

The ACT modeldefinesaninterdisciplinarymentalhealthstaff asanaccountablemobile mental
healthagencyor group of treaterswho function interchangeablyo providethe treatmentreha
bilitation, andsupportserviceghat personswith severementalillnesseseedto live successfully
in thecommunity.The primarygoalsof ACT treatmentre:

1)

2)
3)
4)

5)

To lesseror eliminatethe debilitatingsymptomsof mentalillnesseachindividual
clientexperienceandto minimize or preventrecurrentacuteepisode®f the
illness;

To meetbasicneedsandenhancejuality of life;

To improvefunctioning in adultsocialandemploymentolesandactivities;

To increasecommunitytenure;and

To lesserthefamily's burdenof providingcare.

ACT is avoluntarypsychiatric,comprehensiveasemanagemenand psychosocialntervention
programprovided on thefollowing principles:

1)

2)

3)

4)

5)
6)

7

8)

9)
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Theserviceis available24 hoursa day, sevendaysa week;

Theserviceis providedby aninterdisciplinaryACT teamthatincludestrained
personnehlsdefinedin SubsectiorA of 8.321.2.1NMAC;

An individualizedtreatmenplanandsupportsaaredevelopedcandmustbe
reviewedandupdatedeverysix months;

Approximately90 percenpf servicesaredeliveredascommunitybasednon
office-basedutreachserviceqin vivo);

An arrayof serviceds providedbasedntheeligibler e c i pneeglint 6 s
Theserviceis recoveryoriented;

Followingthe ACT evidencebasedidelity modelguidelinesthe ACT team
maintainsalow staffto patientratio;

Mobilized crisisinterventionis providedin variousenvironmentsuchashomes,
schoolsjails, homelessheltersstreetsandotherlocations;

Theteamis notjust a consortiumof mentalhealthspecialistsbutincludes
collaborativeassessm# andtreatmenplanningfor eachrecipient;crosstraining
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of teammembersgaily teammeetingsuseof anopenoffice formatto promote
teamcommunicationandateamapproacto eachr e ¢ i pcareandsedvies;
and

10) Theteamwill assis$theeligible recipientto acces®therappropriateservicesn
thecommunitythatarenot fundedby MAD.

B. Target Population

The ACT modelis indicatedfor adultswith severeand persistentmentalillnesses,which are
psychiatric disordersthat causesymptomsand impairmentsin basic mental and behavioral
processesACT servicesareintendedprimarily for individualswith psychiatricillnesseghatare
most severeand persistentjncluding schizophreniaand other psychoticdisorders. In addition,
ACT servicesare appropriatefor somepeoplewho experiencesignificantdisability from other
disordersandwho havenot beenhelpedby traditionalmentalhealthservices.Symptomsof these
psychiatricillnessesare primarily psychotic(e.g. hallucinatons, delusions thoughtand speech
disorganization)affective (e.g. depressioneuphoria,or irritable mood, increasedor decreased
thinking andactivity, impulsivity), or anxietyrelated(e.g.obsessiong;ompulsionspanicattacks)
andtypically occurin acuteepisodeghat canlastweeksto monthsandrecurseveraltimesover
thelife span. During an episode peopleareoften unableto adequatelycarefor themselvesand
needintensiveservicesandsupportsjncluding hogitalization. The symptomscompletelyremit
with effective treatmentfor the majority of clients,thoughfor manyindividuals the symptoms
remit only partially, and they continuouslyexperienceghem. In somedisorders symptomsare
continuouswith fluctuatinglevelsof intensity.

In additionto symptomsa significantnumberof personswith severegpsychiatricconditionshave
persistentimpairmentsthat are the major causeof long term disability and poor community
functioning. Themostprominentimpairmentsoccurin thefollowing areas:

1) Thinking andplanning- slowedthinking, decreasedapacityto deviseandcarry
outsolutionsto problems;

2) Problemsn focusingattention rapidforgettingof newly learnedinformation,and
difficulty makingdecisionsand

3) Sociabilityandemotionalexpression restrictedor bluntedaffect,reduced
spontaneityandcuriosity, socialawkwardnesandwithdrawal,reducedability to
experienceleasurdi.e.,anhedonia)andmoodinstability.

Wherea historyof repeatedhospitalizationsor incarcerationslueto mentalillnessarepresent

Thedefinition of clientsin greatesheedinclude peoplewho havemajor symptomshatimprove
only partially or not at all with medicationandothertreatmentge.g.,greaterthanonequarterof
thosewith schizophreniaShepherdWatt, Falloon,& Smeeton]1989; Kane & Marder,1993;
Marder,1996)andwho, asaresult,have

(1)  Severepersistenor intermittentsymptomshatcreatepersonabkufferingand
distresqe.g.,halucinating anddelusionaimosthoursof thedayand,
consequentlyfearful andisolated) or
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(2) Seriousdisability resultingfrom mentalandbehavioraimpaiments(e.g.,
multiple evictionsbecaus®f poorcareof residenceanddisruptionof neighbors
job lossessecondaryo poorconcentratiorandanxietywith co-workers).

Persondn greatesineedare also individuals who may have coexistingsubstanceaisedisorder,
physicalilinesseqe.g.,diabetes)or disabilities(e.g.,visualimpairmentkhataggravatgsychiatric
symptomsandimpairmentsandmagnifyoverall serviceneeds.

C. Quality Measurement

AnACT p r o g rsacoesssevaluateasednoutcomesvhichmayincludebutarenotlimited
to: improvedengagementy theeligible recipientin medicalandsocialservicespecreasedates
of incarceration;decreasedatesof hospitalization;decreasedise of alcohol or illegal drugs;
increasedousingstability; increasedelationshipsof the eligible recipientwith his or herfamily
(asappr@riate);increasecemploymentiandincreasedattainmentof goalsselfidentified by the
eligible recipientfor hisownlife. Fidelity to thespecificevidencebasedACT servicemodelwill
alsobemeasuredo assurghat ACT, ratherthansomeotherform of intensivecasemanagement,
is beingprovided.

1) ACT serviceamustbe providedto theeligible recipientby thetreatmenteam
members.

2) ACT programprovidesthreelevelsof interactionwith aneligible recipient:

a. faceto-faceencountersareapproximately60 percentof all ACT team
activitieswith approximately90 percentof ACT encounter®ccurring
outsideof the ACT a g e n affige)(is vivo);

b. acollateralencountewherethe collateralsarememberof theeligible
r e c i pfamdyrothouseholdr significantothers(e.g.landlord,
criminal justicestaff,andemployer)who regularlyinteractwith him or
herandaredirectly affectedby or havethe capabilityof affectingthe
eligibler e ¢ i pcondition,andareidentifiedin theserviceplanas
havingarole in treatmenta collateralcontactdoesnotincludecontacts
with othermentalhealthserviceprovidersor individualswho are
providinga paidservicethatwould ordinarily be providedby the ACT
team(e.g.meetingwith a shelterstaffthatis assistingan ACT eligible
recipientin locatinghousing);

C. assertiveoutreachconsistof the ACT teambeingd a s s eabouti v e 6
monitoringandconnectingwvith aneligible recipientandactingquickly
anddecisivelywhenactionis calledfor, while increasingheeligible
re c i p independersceheteammustcloselymonitortherelationships
thattheeligible recipient haswithin the communityandinterveneearlyif
adifficulty arises.Thistypeof outreachs keyto ACT, andis defined,in
the ACT manual,asnot merelydischargingor lack of engagementr no-
showsbut beingaggressivén trying to find and engag with the patient.
For homelessndividuals,or individualswho mayleavetheir homethisis
akeyto success;

d. collateralencountersandassertiveoutreachcombinedmustnot exceed40
perceniof thetotal ACT teamactivitiesfor eacheligible recipient;and
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e all theaboveactivitiesmustbeindicatedin theeligibler e c i pserdcet 6 s
plan.

D. Procedures
Agenciesnterestedn pursuingACT sevicesshoulddo thefollowing:
1) Attendthe stateapprovedACT training;

2) Communicatevith the BHSD Clinical ServicesManagertheir interestin
developingheservice;

3) Reviewtheimplementatiormanualandstartup guide;

4) Determineif they havethe ability to: build the ten-personteam;administratively,
financidly and clinically meetall expectedstandard outlinedin this BH Policy
Manual andmeet8.321.2.12NMAC regulations

5) Build agencyPolicy andProcedurdor theimplementatiorandoversightof the
service;and

6) Submitan ACT applicationandaccompanyingnaterialsso the BHSD CSM.
E. Exhibits/Appendices/Forms

AppendixZM:  ACT Readines§ ool

AppendixZN:  ACT ReviewTool

AppendixZO:  DACTS/GOI: DartmouthAssertiveCommunityTreatmeniScale
AppendixZP: ACT ChartAudit Tool

AppendixZQ:  ACT ServiceAudit Tool

AppendixZQQ: TMACT UpdatedFidelity Tool

AppendixZR:  ACT Proces$-low

F. Billing Instructions

1) HO0039: 15 min unit
2) Modifier required:

a. U1l =faceto-face
b. U2 = collateralencounter
C. U3 = assertiveoutreach

d. U4 = group

3) Utilize agencyproviderID andNPI in renderingfields

4) FQHC: UB claimform; revenuecode0919for encounterate

5) IHS/638: UB claimform; revenuecode0919for OMB rate

6) For FQHC,IHS, andTribal 638: if preferringto utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau
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5.2 Cognitive EnhancementTherapy (CET)
A. Purpose

To help peoplewith schizophreniaand relatedcognitive disorderamprove brain and cognitive
developmentsocialcognition,andincreasevocationalcapabilities.

B. Description

Cognitive Enhancement Therapy (CET) is a cognitive rehabilitation training program for adults
with chronic or earlycourse schizopienia or schizoaffective disorder (per DSM criteria) who are
stabilized and maintained on antipsychotic medication and not abusing substances. CET is
designed to provide cognitive training to participants to help them improve impairments related to
neurocgnition (including poor memory and problesolving abilities), cognitive style (including
impoverished, disorganized, or rigid cognitive style), social cognition (including lack of
perspective taking, foresight, and social context appraisal), and squ&thaeht (including social,
vocational, and family functioning), which characterize these mental disorders and limit functional
recovery and adjustment to community living. Through CET, participants learn to shift their
thinking from rigid serial procesgirto a more generalized processing ofdbeeor gist of a social
situation and a spontaneous abstraction of social themes.

CET is manualy-drivenanddeliveredovera periodof 18 months beginningwith approximately
3 months of weekly 1-hour sessionsof computerassistedneurocognitiveattention training
conductedwith pairs of participants.As the treatmentproceedsover 18 months, participants
engagdn 60 hoursof targeted performanceébasedneurocognitivetraining exerciseso improve
their attenton, memory, and problemsolving abilities. After approximately 3 months of
neurocognitivdraining, participantsstartto attendsociatcognitivegroupsessionswhich lastfor
1.5 hourseachandareheld weekly; therearea total of 45 sociatcognitivegroup sessionsn the
program.In thesesessionsglinicians help groupsof six to eight participantsimprove sociat
cognitive abilities (e.g., taking perspectivesabstractingthe main point in social interactions,
appraisingsocial contexts, managingemotons) and achieve individualized recovery plans.
Participantsalso use experiential learning and reatlife cognitive exercisesto facilitate the
developmenbf socialwisdomandsuccessn interpersonainteractionsgnhancesocialcomfort;
respondo unretearsedocialexchangegpresenhomeworkandleadhomeworkreviews;provide
feedbacko peers;andreceivepsychoeducationn socialcognitionandschizophreniaClinicians
provide active, supportivecoachingto keep eachparticipanton task andto encouage greater
understandingf socialcognitionandgreaterelaborationprganizationandflexibility in thinking
and communication.After socialcognitive group sessionsbegin, neurocognitivetraining and
sociatcognitivetraining proceedconcurrentlythroughoutthe remaindeiof the program.

C. Staffing

Both neurocognitivdrainingandsociatcognitivegroupsessionsre facilitatedby master'devel

clinicians,psychologistspr CSWswho haveatleast2 years'experiencavorking with adultswith
seriousmentalillnessandwho haveparticipatedn a specializedraining suchasthat offeredby
CET Cleveland CET Training LLC or anothertraining curriculumapprovedoy BHSD. CET is
designedo beimplementedn agencyandcenterbasedreatmensetings.
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D. Additional Requirements

Agenciesseekingto be designatedo deliver CET must participateand completea training
programapprovedby BHSD suchas CET Clevelandor CET Training, LLC. The computer
assisted training modules and intervention manuals can be obtained as part of the
training. Agencieshatareactivelyparticipatingin approvedrainingandsupervisiorcan bill for
servicegleliveredwhile completingsupervisiorrequirements.

E. Billing Instructions
1) GO051571 15 min units

2) Agencies: CMHC, FQHC,IHS, Tribal 638,CSA, CLNM HH, BHA with
SupervisonCertificate

3) Utilize agencyproviderID andNPI in renderingfields.
4) FQHC: UB claim form; revenuecode0919for encounterate F oMa na g e d
Carpea,y menna chd hhel ginfelneen c o w mt dfipesec h eaad ent |

omnegotriaatee d

5) IHS/638: UB claim form; revenuecode0919for OMB rateu n | ®etstser wi s e
negotwiatheedci | i t y.

6) For FQHC,IHS, andTribal 638: if preferringto utilize CMS 1500andfee
scheduleates pleasecontactMAD Policy Bureau

136|Page
BH MANUAL



5.3 Opioid Treatment Program (OTP)
A. Purpose

1) To clarify anddefineOpioid TreatmenfProgramsandto accompanys.321.2
NMAC,;

2) Be consistentvith, andcomplementaryo, the SAMHSA/CSAT regulationsand
the OTP accreditatiorrequirement®f nationallyrecognizedaccreditatiorbodies
approvedby SAMHSA/CSAT,suchasCARF, TICandCOA;

3) Ensureaccesdgo treatmentavailability for otherchronicmedicalconditions;

4) Considerthe possibleadversémpacton communitiesn whichthe OTP providers
arelocatedwhenmakingapplicationapprovaldecisionsandto providemeasures
to promotemutually satisfactoryrelationshipdetweenOTP providersandtheir
communitiesand

5) To providemedicationassistedreatmenfor opioid addictionto aneligible
recipientthroughanopioid treatmententerasdefinedin 42 CFR Part8,
Certificationof Opioid TreatmenfProgramgOTP)for which thefollowing
servicednclude,butarenotlimited to:

a. theadministratiorof methadonéopioid replacemeninedication)}o an
individual for detoxificationfrom opioidsand/ormaintenancéreatment;
b. theadministration/supervisiowhich is deliveredin conjunctionwith the

overalltreatmenbasedupona serviceplan,which mustinclude
counseling/therapycasereview, drugtesting,andmedicationmonitoring.

B. Policy
Approval & Accreditation

Agencies,n additionto receivingapprovalsoutlinedin 8.321.2.30NMAC mustbe approvedby
the StateOpiateTreatmentAuthority within the BehavioralHealthServiceDivision (BHSD).

BHSD shall considerthe operatinghistory of the OTP providerin makingits determinatiornto
grantor denyan applicationto a previously approvedoprovider. Any existingOTP providerwith
the sameownerand/orsponsoron a correctiveactionplanwill be considerechon-adherentind
will notbegrantedapprovatto operatean OTP until adherencés achieved.

Renewalof Approval to Operate
OTPproviderswhowishto renewtheirapprovato operateshallsubmitarenewalapplicationand
currentPolicy & ProceduregP&P) and any otherrequestedlocumentatiorwithin 90 calendar

days,andno morethan180calendadays,beforeits licens expirationdate.

BHSD shall considerthe operatinghistory of the OTP providerin makingits determinationto
grantor denyan applicationto a previouslyapprovedorovider. Any existingOTP providerwith
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the sameownerand/orsponsoron a correctiveaction planwill be considerechonadherentand
will notbegrantedrenewalto operatehe OTP until adherencés achieved.

Supervisor Certification
OTPsmayapplyfor andmaintainSupervisoryCertificationthroughBHSD.
Admi ssi ons
1) Theprogramsponsoishallensureghroughpolicy andprocedurdhatanindividual
is only admittedfor opioid dependencyreatmentfterthe programmedical
directordeterminesanddocumentsll component®utlinedin SubsectiorC of
8.321.2.30NMAC.
2) A programsponsoshallensurghatanindividual requestindong-termor short
termopioid treatmenwithdrawaltreatmentvho hashadtwo or more
unsuccessfubpioid treatmenwithdrawaltreatmenepisodesithin a 12-month

periodis assesedby the programmedicaldirectorfor otherformsof treatment.

3) The OTPshallensurghateachpatientat thetime of admission:

a. provideswritten, voluntary,programspecificinformedconsento
treatment;

b. is informedof all serviceghatareavailableto the patientthroughthe
programandof all policiesandprocedureshatimpactthep at i ent 6 s
treatmentand

C. is informedof thefollowing:

) the progressiorof opioid dependencgndthep a t | appaterdt s
stageof opioid dependence;

(i)  thegoalandbenefitsof opioid dependencyreatment;

(i)  thesignsandsymptomsof overdoseandwhento seekemergency
assistance;

(iv)  thecharacteristicef opioid dependencyreatmenmedication,
sweh asits effectsandcommonsideeffects,the dangersof
exceedingheprescribedlose andpotentialinteractioneffects
with otherdrugs,suchasothernon-opioid agonisttreatment
medicationsprescriptiormedicationsandillicit drugs

(v)  therequiremenfor astaff memberto reportsuspectedr alleged
abuseor neglectof a child or anincapacitatear vulnerableadult
accordingo statelaw;

(vi)  therequiremenfor astaff memberto complywith the
confidentialityrequirement®f title 42 CFR part2 of the codeof
federalregulationsjncorporatedy reference;

(vii)  drugscreeningandtoxicologicaltestingprocedures;

(vii)  requirementso receivetakehomemedication;

(ix) testingard treatmentvailablefor HIV andothercommunicable
diseasegheavailability of immunizationfor hepatitisA andB,
andtheavailability of harmreductionservices;
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x) availability of counselingon preventingexposurdo and
transmision of humanimmunodeficiencyirus (HIV), sexually
transmitteddiseasesandblood-bornepathogens;

(xi) thep at i reght to flesacomplaintwith the programfor any
reasonjncludinginvoluntarydischargeandto havethep at i ent 0 s
complainthandledn afair andtimely manner.

4) A programsponsosshallensurehatthe programmedicaldirectoror medical
practitionerdesigneeonductsa complete fully documentegbhysical
examinatiorof anindividual who requestadmissiorto the programbeforethe
individual receivesa doseof opioid dependencyreatmenmedicationandthat
the physicalexaminatiorincludes:

a. reviewingthei n d i v bodlily systeins;

b. obtaininga medicalandfamily historyanddocumentatiorof current
informationto determinechronicor acutemedicalconditionssuchas
diabetesrenaldiseasedhepatitis HIV infection,tuberculosissexually
transmitteddiseasepregnancyor cardiovasculadisease;

C. obtaininga history of behavioralhealthissuesandtreatmentjncluding
anydiagnosesndmedications;
d. initiating thefollowing laboratorytests:

0) aMantouxskin test;

(i) atestfor syphilis;

(i)  alaboratorydrugdetectiontestfor atleastopioids,methadone,
amphetamineg;ocaine barbituratesbenzodiazepineasndother
substanceasmaybeappropriatepaseduponpatienthistoryand
prevailingpatternsof availability andusein thelocal area;

5) Recommendingdditionaltestsbaseduponthei n d i v histonyandghysical
condition,suchas:

completeblood count;

EKG, chestX-ray, papsmearor screeningor sicklecell disease;

atestfor hepatitisB andC; or

HIV testing.

apop

6) Thefull medicalexaminationncludingtestresultsmustbe completedwithin 14
daysof admissiorto the program

7) A patientre-admittedwithin threemonthsafterdischargedoesnot requirea
repeatphysicalexaminatiorunlessrequestedy the programmedicaldirector.

8) A programsponsosishallensurehattheresultsof ap a t i physitab s
examinatioraredocumentedn the patientrecord.

9) A patientmaynotbeenrolledin morethanoneOTP programexceptunder
exceptionaktircumgancessuchasresidencen onecity andemploymenthat
requiresextendedabsencefrom thatcity, which mustbedocumentedn the
patientchartby the medicaldirectorsof bothprograms:

a. an OTP shallmakeanddocumengoodfaith effortsto determinethata
patientseekingadmissions notreceivingopioid dependencyreatment
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medicationfrom anyothersourcewithin the boundsof all applicable
patientconfidentialitylawsandregulations;

the OTP shallconfirm thatthe patientis notreceivingtreatmenfrom any
otherOTP,exceptasprovidedin Subsectiorf of 7.32.8.19NMAC,
within a50-mile radiusof its location,by contactinganysuchother
program,or by usingthe centralregistrydescribedn SubsectiorG of
7.32.8.19NMAC, whenestablished.

Program Requirements

1)

2)
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Both clinical servicesandsupervisiorby licensedpractitioneramustbein accord
with their respectivdicensingboardregulations.

Programsnustbe staffedby:
MedicalDirectorwith thefollowing responsibilities:

a.

(i)
(ii)

(iii)
(iv)
V)

(vi)

(vii)

(viii)
(ix)
(x)

Ensuringthatall medicalprotocolsarein writing;

Ensuringthat all medicalprotocolsare reviewedand approvedby
appropriatgorogramofficials on anannualbasis.

Ensuringthatthe mannerin which medicalfunctionsmaybe
delegatedo otherstaffis clearlyarticulatedn the protocols.
Ensuringthatindividualsseekingadmissiorto the OTP meetthe
admissiorcriteriain 42 CFR Part8 andin Section 5 of thisrule.
Establishingclinical standardsor the following:

1 The induction of treatmentmedicationfor a patientupon
admission;

1 Thetitration of a patienton treatmenmedication;and

1 Thetaperingof a patientoff of atreatmentmedicaion.

Ensuringthe following:
1 Patientsaadmittedto the OTP shallhavea completephysical

examination;

1 Theresultsof the physicalexaminatiorshallbedocumented
inthep a t i recortis@rsd

1 Referralis madefor identified servicenot providedby the
OTP.

Ensuringthe following:

1 All  patients voluntarily choose maintenance opioid
addictiontreatment;

i All relevant facts concerning the use of a treatment
medication are clearly and adequatelyexplainedto the
patient;and

i Eachpatientprovideswritteninformedconsento treatment.

Ensuringthe signingor countersigninginddatingof all medical
ordersasrequiredby federalor statelaw.
Ensuringthateachpatient'sdoseof treatmenmedicationis
approprige for the patient'sneeds.
Ensuringthatappropriatdaboratorytestsor studieshavebeen
performedandreviewed.

140|Page



(xi)  Ensuringthatthe programcomplieswith all federal,state,and
local statutesprdinancesandregulationgegading thetreatment
of opioid addiction.

Further,it is the responsibilityof the Medical Director to ensurethatthe OTP is operatingasan
interdisciplinaryteam,whereproviderswith differing expertisearemonitoringandmanaginghe
serviceplanand servicedelivery.

b.

A ProgramPhysician,licensedn the Stateof New Mexico, who mayalso

bethe MedicalDirector,or work underthe supervisiorof the Medical

Director,with therequiremenbdf beingphysicallypresenin thefacility

for aminimum of tenhoursperweekfor everyfive-hundred(500)

enrolledpatients;up to a maximumphysicianpatientratio of oneprogram

physicianperonethousand1,000)enrolledpatients.

A ProgramDirectorwith:

0] threeyearsof work experiencerovidingservicego individuals
with substanceisedisorder;

(i) aminimumof abachelor'slegredan arelatedfield; and

(i)  threeyearsof work experiencen administratioror personnel
supervisionn humanservicesspecificto OTP services.

Theprogramdirectoris responsibldor thefollowing:

) theday-to-dayoperationof the OTP;

(i) deliveryof treatmenservices;

(i) thesupervisiorof OTP staff; and

(iv)  managingall otherfunctionsdelggatedby the medicaldirector.

Clinical Supervisor(s)whareapprovedy their respectiveBoardsas

Supervisors.For psychologistor BH clinicians:

) licensedpsychologis{to superviseotherpsychologists)or

(i) licensedindependensocialworker;or

(i) licensedprofessionatlinical counselorpr

(iv)  licensedmarriageandfamily therapistiand

(V) Certified NursePractitioneror Clinical NurseSpecialistor
physicianto superviseRNs/LPNs.

The OTP musthold SupervisoryCertificationto employ norrindependentlylicensedproviders
underthe supervisiorof the Clinical Supervisor(s).

e.

Registeredurseor licensedpracticalnursewith experiencedreating

substanceisedisorderdor a minimum of onefull -time equivalentof forty

(40) hoursperweekfor everytwo hundredenrolledpatients Nursesmust

meetthefollowing:

0) maintainappropriatdicensedo performdelegatecindassigned
nursingfunctions

(i) Supervisgéhe administeringof medicationto OTP patients;

(i)  Performotherfunctionsdelegatedy the medicaldirectoror a
programphysician.

A registerechurseor licensedpracticalnursemay administeropioid treatmentmedicationonly

underthe following circumstances:l) whenactingasthe agentof a practitionerlicensedunder
statelaw andregistereduindertheappropriatestateandfederallawsto administeropioid treatment
medication;or 2) whensupervisedy, andunderthe orderof, a practitionerlicensedunderstate
law and registeredunderthe appropriatestateand federallaws to administeropioid treatment

medication.
f.
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Full time or parttime pharmacist
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g. Counselors, under appropriate supervision, that meet the following
requirements:
) ma s t level @acatiorandlicense;or
(i) LADACS; and
(i) training,or experienceo do thefollowing:

1 contributeto theappropriatéreatmenplanfor the patient;
1 monitor patientprogressowardidentifiedtreatmengoals
h. LSAAs andPeerSupportWorkers,underappropriatesupervisionto render

educationpehaviorakchangeandrecoveryandresiliencysupport.
Provider/Patient Capacity of the Clinic

Theagencymustidentify thecapacityof theclinic. Capacityincludesthenumbe of providersthat
arequalifiedandavailableto administerandmonitor treatmenidoctors,nursescounselorspeer
supportworkers)and how many private counselingspacesare available.OTPsmustnotify the
StateOpiateTreatmentAuthority (SOTA) whentheyreach90% currentcapacityto discusgheir
planfor maintainingserviceprovisionwhile continuingto admitnew patients.

Caseloads

Proceduredor establishingsubstancebusecounselorcaseloadsnd counselorto patientratios
arebasedon the intensityanddurationof counselingrequiredby eachpatient. Theratio for one
full time counselorshall not exceed75 patients. The OTP mustrequestwaiver from BHSD to
temporarilyexceedhe counseloito patientratio of 75. The requesimustexplicitly statewhy the
OTPrequiresaratio exceptionrandhow the OTP will returnto the establishedatio.

Central Registry

EachOTP, asaconditionof approvaltto operatemustparticipaten thecentralregistryasdirected
by the StateOpiateTreatmeniAuthority (SOTA). All personsn New Mexico who arepatientsof
a New Mexico OTP programmustbe enrolledin the centralregistryto preventpatientsfrom
surreptitiouslyreceivingmedicationfrom morethanone OTP. OTPsarerequiredto uploadtheir
patiert dataeachdayto the centralregistry.

C. Procedures

Written policiesandproceduresredevelopedimplemented¢compliedwith andmaintainedatthe
OTPfor all servicegprovidedandmustinclude,but arenotlimited to thefollowing procedures:

1) Preventiorof a patientfrom receivingOUD (opioid usedisorder)treatmenfrom
morethanoneagencyor physicianconcurrently.

2) Meetingthe uniqueneedsf diversepopulationssuchaspregnanivomen,
children,individualswith communicablaliseases(e.g.,hepatitisC, tuberculosis,
HIV or AIDS), or individualsinvolvedin thecriminal justicesystem.

3) Conductinga physicalexaminationassessmerndlaboratorytests.
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4) Establishingsubstanc@busecounselorcaseloadsyasedon theintensityand
durationof counselingequiredby eachpatient.Counselingcanbe providedin
personor via telehealth. Counseloto patientratiosshouldbe sufficientto ensure
thatpatientshavereasonablandpromptaccesdo counselor&ndreceave
counselingservicesattherequiredlevelsof frequencyandintensity. Theratio for
onefull time counseloshallnotexceedr5 patients. The OTP mustrequest
approvalfrom BHSD to exceedhe counselotto patientratio on atemporarybasis
to permithiring newstaff whennewadmissiongausearatio imbalanceor when
currentstaffleaveandmustbereplaced.

5) Criteriafor whenthep a t i oondsdrwnlevelsshouldbetestedandprocedures
for havingthetestperformed.

6) Performinglaboratorytests,suchasurinedrugscreensr toxicologicaltests,
includingproceduregor collectingspecimendor testing.

7) Addressingandmanagingap a t i cancurréndiseof alcoholor otherdrugs.

8) Providingtakehomemedicationto patientso includeinsuringproperdisposalof
methadoneontainersThis shallincludepatienteducatioraboutproperdisposal
of emptycontainers.

9) Conductingopioid treatmentvithdrawal.

10) Conductinganadministrativewithdrawal;administrativewithdrawalis usually
voluntaryandusedonly whenall therapeutioptionshavebeenexhaustedGiven
the shorttimeframein which administrativewithdrawaloccursandthe poor
prognosisof patientsthatareinvoluntarily dischargedthe preferredapproachs
for OTPsto referor transferpatientsto a suitablealternativetreatmenprogram.
Becausef therisksof relapsdollowing detoxification,patientsshouldbe offered
arelapsepreventionprogramthatincludescounselingnaloxoneandopioid
replacementherapy.

11) Voluntarydischargeincludingarequirementhata patientdischarged/oluntarily
be providedor offeredfollow-up servicessuchascounselingor areferrd for
medicaltreatment.

12) Makinganimmediate temporaryor permanentransferof a patientfrom the OTP
to anotherOTPthatincludesprovisionsto stipulatethatpatientsafetyandcareis
paramountindthatall aspect®f the patientfile are sentto receivingclinic;
proceduresvill includethefollowing:

a. Programgeserveheright to acceptor denyanytransferhoweverOT P 6 s
shallnotdenyareasonableequesfor transferandshalldocumenteasons
for denyingatransfer;

b. OTPswill sendor receivethereasorfor transferandprovidethe most
currentmedical,counselingandlaboratoryinformationwithin five days
of therequestunlessanimmediatetransferis warranted emergencies,
behavioraissues).Receiptof this informationis not requiredprior to
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13)

14)

15)

16)

BH MANUAL

acceptancandthefailure to receivethisinformationdoesnot preclude
acceptance;

Thereceivingclinic shallcontinuethep a t i authdriZedlrugdosage
andtakehomeschedulainles newmedicalor clinical information
requireschanges.The patientmustbeinformedof thereasorfor the
changeandit mustbedocumentedn the medicalrecord;
Thereceivingc | i mhysic@mwill initiate anorderfor continuation;
Patientsvho transferarecontinuingtreatmentthereforethe sending
clinic will includethelasttreatmenplanand lastphysicalexam. Neither
admissiorproceduresior physicalexamsneedto berepeatedor transfer
patients.

Receivung thetemporaryor permanentransferof a patientfrom anothefOTPto
thereceivingOTP.

Minimizing thefollowing adverseevents:

a.
b.
c.

Se~oo

— —

Ap at i lessof abikty to function;

A medicatiorerror;

Harmtoap a t i fammly nGesberor anotherindividual resultingfrom
ingestingap a t i reeditatios;

Saleof illegal drugson the premises;

Diversionof ap a t i reeditafios;

Harassmenor abuseof a patientby a staff memberor anothermpatient;
Violenceonthepremises;

Any eventinvolving law enforcement;

Patientdeath;and

Incarceration.

Respondingo anadverseevent,including:

a.

b.

C.
d.

e.

A requirementhatthe programsponsoimmediatelyinvestigatethe
adverseeventandthe surroundingcircumstances;

A requirementhatthe programsponsordevelopandimplementa plan of
actionto preventa similar adverseeventfrom occurringin the future;
monitorthe actiontaken;andtakeadditionalaction,asnecessaryto
preventa similar adversesvent;

A requirementhatactiontakenunderthe planof actionbedocumented;
A requirementhatthe documentatiofoe maintainecat the agencyfor at
leasttwo yearsafterthe dateof theadverseevent;

Proceduresor infectioncontrol.

Criteriafor determininghe amountandfrequencyof counselinghatis provided

to apatient;

a. A minimum of one-hourfaceto-facecounselingpermonthshallbe
providedto patients;

b. All counselingsessionshallbedocumentedn thepatientrecord. If
additionalsessiongareclinically indicatedbasedn assessmenthis is
justified anddocumentedn the patientrecord,;

C. Provisionof unscheduledreatmenbr counselingo patients.
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17) Ensuringthatthef a c i physicajJappsarances cleanandorderly.

18) A procesdor resolutionof patientcomplaintsjncludinga provisionthat
complaintswhich cannotberesolvedthroughthec | i mprocesdsaybe
mediaedby the programdirectorandthe BHSD:

a. A complaintprocesswvhichis explainedo the patientat admission;

b. Thepatientcomplaintprocesswhichis postedorominentlyin its waiting
areaor otherlocationwhereit will be easilyseenby patientsandincludes
the BHSD contactinformationfor usein the eventthatthe complaint
cannotberesolvedthroughthec | i mprocess.s

19) A procesdor employeecontinuingeducatiorthatincludesrecoveryand
resiliency,traumainformedcare crisisinterventionandsuicideprevention.

20) A written quality assurancelanthatis developedandimplemented.
21) Informationandinstructionsfor the patientwhich areprovidedinthep at i ent 60 s
primarylanguageand,whenprovidedin writing, areclearandeasily

understandablby the patient.

22)  Opioidtreatmenthatis providedregardles®f race,ethnicity,genderage,or
sexualorientation.

23)  Theprogramfacility whichis compiant with the Americanswith DisabilitiesAct
(ADA).

24)  Opioidtreatmenwhichis providedwith consideratiorfor ap a t i iedividuals
needsculturalbackgroundandvalues.

25) Unbiasedanguagewhichis usedin thep r o v ipdnenmat@réas, electronic
media,andothertrainingor educationamaterials.

26)  HIV testingandeducatiorwhich areavailableto patientseitheratthe provideror
throughreferral.

27) A patientwhois HIV -positiveandwho requestdreatmenfor HIV or AIDS:

a. is offeredtreatmenfor HIV or AIDS eitheratthe provideror through
referral;and

b. hasaccesgo anHIV or AIDS-relatedpeergroupor supportgroupandto
socialservicesegitheratthe provideror throughreferralto acommunity
group; and

C. for patientswith acommunicablaliseasesuchasHIV, AIDS, or Hepatitis

C, theproviderhasaprocedurdor transferringap a t i apinid 6 s
treatmento a nonprogrammedicalpractitionerntreatingthe patientfor the
communicableliseasavhenit becomeghep a t i Eimarydealth
concern.
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D. Clinical Supervision

Clinical Supervisioninvolves observationgvaluation,feedbackfacilitationof thes uper vi see 6
selfassessmengnd acquisitionof knowledgeand skills by instruction,modeling,and mutual
problemsolving,andis conductedn acompetentanneincorpoitingethicalstandardsClinical
supervisoresponsibilitiesreto providesupportconsultationandoversightofp a t i teeatrhestd
to include assessmendf needs;diagnoses/differentialiagnosegMH, SA, and COD); clinical
reasoningand case formulation; teaming with other stakeholderstreatmentplanning and
implementation;refining treatmentgoals and outcomes;selectinginterventionsand supports;
coordinationof care;tracking and adjustinginterventions.Clinical Supervisionaddresseshe
treaments t a dtepsto@nsureac o n s u ackveirdvelvementat all levelsandthatconsumer
voice and choice are clearly representecand documented. Clinical Supervisionassureghat
dischargeplanningstartsat the initiation of treatmentandis continwally developedhroughout
treatmentThedischargeplanassure®ngoingsupportfor thec o n s u comltinuédsecoveryand
success. Clinical Supervisioninvolves observation,evaluation,feedback,facilitation of the

s u p e r selfassessinengnd acqusition of knowledgeand skills by instruction,modeling,
and mutual problemsolving and is conductedin a competentmannerincorporating ethical
standards. Clinical Supervisorswill include the documentedtrends they observein their
supervisoryactivities in their Clinical Practicelmprovemengprogram.

TheClinical Supervisorshallhaveaminimumof one(1) yeardocumentedupervisoryexperience
anda minimum of two (2) yearsdocumentedxperiencen clinical practicewith the population
for whomclinical supervisions beingprovided.

Clinical Supervisions to beprovidedto all treatmenstaffaminimumof 4 hoursamonthin either
anindividual or agroupsetting. Individual supervisioris requirednolessthantwo hoursamonth.

All Clinical Supeavision mustbe documentednd mustincludenameof superviseedate,length
of time of supervision)D numbersof patientsdiscussedandoutcome/nexstepsfor eachpatient.
For supervisionfocusedon clinical issuesand not patientsspecifically documetation must
includedetailsof topicsdiscussed For groupsupervisiondocumentatiomustincludethenames
of all cliniciansin attendancegate,lengthof time of supervisiongithernamesor ID numbersof
patientsdiscussedandoutcome/nexstepsfor eachpatient.

E. Counseling

Providerslicensedwith their respectiveboardsto servepatientswill provideindividual therapy
that addressesinderpinningissuesrelatedto substancaise. They may also provide treatment
relatedto co-occurringdisorderslif anagencydoesnotprovidetherapyfor thoseexperiencingo-
occurring disorders the therapistsmust be trained to recognizeindicators for co-occurring
diagnosesbe trainedin andmake appropriateeferralsandfollow up after makingthe referrals.
All servicesmust be supervisedoy an independentlyjlicensedbehavioralhealth provider who
monitorsservicesfor indicatorsin p a t i docutnénttiorthat requirereferralsand additional
support.

Theprogramsponsoishallensurehat:

1) Substancabusecounselingandbehaviorahealthtreatmenplanningis provided
by a practitionericensedn the stateof New Mexico to provide behaviorahealth
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2)

3)

4)

5)

6)

treatmentservicedo eachpatientbaseduponthep a t i iedivitlual seeds,
treatmenplanand stageof readiness$o changebehavior.

Theprogramhassubstancebusecounselorsn a numbersufficient:

a. to ensurehatpatientshaveaccesgo counselors;

b. toimplementp a t i semidcegan;and

C. to provideunscheduledreatmenbr counselingsessionso patients.

Eachpatientseekingopioid treatmenis screenedor the presencef aco-
occurringmentalhealthdisorder,andif indicated referredfor assessmerand
possibletreatmenif the programis notableto providementalhealthservicesan
OTPreferringa patientto anothemproviderfor mentalhealthassessmersthall
makeanddocumenits goodfaith effortsto follow up with thatprovideronthe
resuts of thereferral,andto coordinatets treatmenwith anysubsequent
treatmenby otherproviders within thelimits of all applicabldawsand
regulationgertainingto releaseof patientinformationandconfidentiality;(see
screeningandOTPreferralsectiondelow).

A programsponsoishallmakegoodfaith effortsto establisheffectiveworking
relationshipswith therelevantbehaviorahealthtreatmenfprovidersin its patient
catchmengareain orderto facilitate patientacces to the servicesavailable
throughthoseproviders.

A programsponsosshallensurghata patienthasaccesdo a self-helpgroupor
supportgroup,suchasnarcoticsanonymouseitherat the agencyor through
referralto acommunitygroup

Treatmenservicesareprovidedby appropriatelyicensedstaff.

F. Additional Counseling: Clinical Mental Health, SubstanceUse& Co-occurring
Disorders

Providerslicensedwith their respectiveboardswill provide individual therapythat addresse
underpinningissues.They may also provide treatmentrelatedto co-occurringdisordersunder
appropriatesupervision when required. If an agency does not provide therapy for those
experiencingnentalhealthor co-occurringdisordersthe therapistanustbe trainedto recognize
indicatorsfor co-occurringdiagnoses.

Thesecounselingservicescanbe billed in additionto the bundledratethatencompassethe one
hourof substanceiseHIV andsupportivecounselingPleaseseeOTP billing guidelines.

G. Intake, Assessmenand ServicePlanning

Eachof the following componentsnustbe addressediponintake andthroughoutthe courseof
servicedelivery.

Initial Screening
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At thetime of admissionandongoing)eachpatientreceivesscreenindy anappropriatelytrained
staff personto addressuiciderisk, dangerto self or others,urgentor critical medicalconditions,
andimminentharm:

1) Thescreeningoolsshallbevalidatedandacceptedisa standarcappropriate
screerrelativeto the condition;

2) Screenseedto bereviewedby alicensedbehaviorahealthprofessionabnd
informationobtainedfrom screenshallbeincorporatednto the beginning
crisis/safetyplan (pleaseseebelow)thatwill befinalizedalongsidehetreatmet
plan;

3) Subsequentlyjcensedstaffwill furtherassesshe severityof diseasen termsof
patientresponseo pharmacotherapygcoveryresourcesgopingskills, and
psychosociamorbidity; and

4) Involve determiningpatientmotivationandreadiness$or change.
ComprehensiveAssessmenand Psychiatric Diagnostic Evaluation

Once initial screeninghas taken place, a psychiatric diagnosticevaluation (90791) may be
conductedto determineany co-occurringmental health diagnosesunlessthere are previously
diagnosedwithin the past12 months)conditionsavailable. Providersauthorizedo conductthis
evaluationare psychiatrists psychologistspsychiatriccertified nursepractitioners,psychiatric
nurseclinicians, licensedclinical sodal workers,licensedprofessionaklinical counselorsand
licensedmarriageandfamily therapists.

Therearetwo typesof comprehensivassessmentoveredhroughMedicaidreimbursementnd
bothincludethe developmenof theinitial serviceplan. PleaseseeSection2.3within this Policy
Manualfor a completedescription.

1) An interdisciplinarycomprehensivassessmeritH2000)for recipientswith co-
occurringmentalhealthdiagnosesvhich entailsthe collectionof input from
multiple provider disciplines(e.g.mentalhealthpractitionersprimarycare
practitionerspthercommunitysupportsetc.)andtherecipientandhis/hernatural
supports.This assessmemhaytakeseveralkessionso completeandthe
collectionof someof the collaboratingdatamay extendbeyondthe 14 days;and

2) A comprehensivassessmerfti0031)thatdoesnot necessarilgntail other
providertypes,andfocuseanorespecificallyon the SUD diagnosispbut must
coverall aspect®of assessment:

a. adescriptionof thep a t i pesantthhgubstancabusejdentificationof
thep a t i bemvicddabhealthsymptomsandthe behaviorahealthissue
or issueghatrequiretreatment;

b. adescriptionof thep a t | presantthhgubstancabusdssue,
identificationof thep a t i emaviddahealthsymptomsandthe
behaviorahealthissueor issueghatrequiretreatment;

C. alist of themedicalservicemeededy the patient,asidentifiedin the
physicalexaminatiorreferencedn 7.32.8NMAC;
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d. recommendations/referrdiar furtherassessmerr examinatiorof the
p at i reeedyi.6.physical,mentalhealthor substancese)if indicated;

e. alist of currentmedicationgrescribedo the patient,includingdosage;

recommendations/referrdiar treatmenneededy the patient,suchas

psychosociatounselingor mentalhealthtreatmentjf indicated,;

g. recommendations/referrdigr ancillaryservicesor otherservicesneeded
by the patient(i.e. housing workforce,transportationparenting,
specializednedicalattention,domesticviolence crisisintervention) if
indicated;

h. theassessmemshallinclude:acomprehensiveummaryof findingslisted
in ag above treatmentecommendatiasto includelevel of careand
frequencyanddurationof counselingservices;

I. thedate,printedname signatureandprofessionalicensingcredentialof
the staff memberdevelopinghe assessment.

-

A comprehensivassessmei$ conductedy alicensedbehaviorahealthprofessionalvithin 14
daysof admissiorandupdateceachyearthereafter.Eithertheinterdisciplinaryor comprehensive,
asdescribedabove satisfiestheregulationandcanbenbilled.

ServicePlan and Service Plan Update
PleaseseeSection2.3 of this Manualfor a completedescriptionof the ServicePlan.

1) EachOTPwill ensurghatadequatenedical,psychosociatounselingmental
health,vocational,educationaindotherservicegdentifiedin theinitial and
ongoingserviceplansarefully andreasonablavailableto patients eitherby the
programdirectly, or throughformal, documentedeferralagreementsith other
providers.

2) Dueto the highincidenceof substanceiseandco-occurringmentalhealth
problems OTPscanusevalidatedmentalhealthscreengandassessments
determingf a patientis sufferingfrom atraumarelatedillnessand/orother
mentalhealthdisorders.

Treatment Plan
Thetreatmenplanis the SUD componenbf the overall serviceplanandis notreimbursable:
1) Theinitial treatmenplanis developedwvith thepatientto establisip at i ent 0 s
immediatetreatmengoalsandOTP programparticipation(frequencyof specific
interventionssuchasindividual counselinggroupsessionsindurinedrug

screens).

2) Theinitial treatmenplanshallbe signedanddocumentedhn the patientrecord
within 24 hoursof admission.

3) All componentsof thetreatmenplanareconductedy alicensedoehavioral
healthprofessionabr aLADAC underthe supervisiorof anindependently
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