
 

 
 

 
 

 
 
 

 

 

 

New York State (NYS)
Certified Community Behavioral Health Clinic (CCBHC)
Managed Care Organization (MCO) Operations Manual

The New York State (NYS) Certified Community Behavioral Health Clinic (CCBHC) Managed Care 
Organization (MCO) Operations Manual was created in an effort to provide MCOs with comprehensive 
information on NYS’ implementation and management of the CCBHC national program demonstration.  
 

 

 

On April 1, 2014, the Protecting Access to Medicare Act of 2014 (H.R. 4302) was enacted, laying 
the groundwork for the establishment of CCBHCs. The purpose of a CCBHC is to improve health outcomes 
through increased access to quality care for all individuals, reduce avoidable hospital use & complications, 
foster diverse health system partnerships, and provide behavioral health care entities in underserved areas 
with more financial stability through enhanced Medicaid reimbursement. CCBHCs are responsible for 
directly providing (or contracting with partner organizations to provide) nine required types of services: crisis 
mental health services, screening assessment and diagnosis (including risk management), patient centered 
treatment planning, outpatient mental health and substance use services, physical health screening and 
health risk monitoring, care management, peer support and family supports, community-based mental 
health care for veterans and members of the armed forces, targeted case management and psychiatric 
rehabilitation. Section 223 of the law authorized the Substance Abuse and Mental Health Services 
Administration (SAMHSA) and the Centers for Medicare and Medicaid Services (CMS) - under the United 
States Department of Health and Human Services- to: administer one year planning grants to States, 
develop certification criteria for CCBHCs, provide guidance to States on developing a Prospective Payment 
System (PPS) for reimbursement, and report findings & recommendations to Congress on CCBHC data.  

In October 2015, the State of New York was awarded a one year planning grant from SAMHSA & 
CMS to develop a proposal and program demonstration for the provision of CCBHC services. Under the 
planning grant, the State was charged with: collaborating with key stakeholders, certifying at least two 
clinics as CCBHCs based on the SAMHSA criteria, assisting clinics with meeting certification standards 
through training and technical assistance, developing a PPS methodology, and collecting & reporting data 
in preparation to participate in the National evaluation. In October 2016, NYS was selected as one of 8 
States to implement a two-year demonstration program- with a requirement to begin services as of July 1st 
2017. Of the behavioral health clinics who had initially applied to participate in the NYS federal 
demonstration, 13 providers were ultimately selected: BestSelf Behavioral Health Services, Bikur Cholim, 
Central Nassau Guidance & Counseling Services, Citizen Advocates, Endeavor Health Services, New 
Horizon Counseling Center, PROMESA, Samaritan Daytop Village, Services for the Underserved (SUS), 
Spectrum Human Services, Syracuse Brick House, University of Rochester Strong Memorial Hospital, and 
Vocational Instruction Project (VIP). Prior to beginning CCBHC services on July 1st 2017, NYS Department 
of Health (DOH) approved the demonstration services to be carved-out of managed care and billed to the 
State using rate code 1147. The State carve-out will apply throughout the course of the 2-year CCBHC 
demonstration, which is currently scheduled to conclude on July 1st 2019. 

Questions or comments pertaining to the NYS CCBHC MCO Operations Manual may be directed 
to CCBHC@omh.ny.gov.   

mailto:CCBHC@omh.ny.gov
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I. New York State (NYS)
Certified Community Behavioral Health Clinic (CCBHC)

Scope of Services Provider Manual
(December 14, 2017) 

 

 
 
 

 
 
New York State (NYS) is pleased to release the Certified Community Behavioral Health Clinic (CCBHC) 
Scope of Services Provider Manual to be used for participation in the National program demonstration of 
CCBHC. The Scope of Services required by NYS complies with the CCBHC Criteria published by the 
Substance Abuse and Mental Health Services Administration (SAMHSA), and will be available under the 
State Medicaid program, and reimbursed for under a Prospective Payment System (PPS) methodology for 
community behavioral health providers that are granted CCBHC certification by NYS. 
 

 

 

As a part of a collaborative effort, the NYS Office of Mental Health (OMH), Office of Alcoholism and 
Substance Abuse (OASAS), Department of Health (DOH), and community stakeholders developed the 
CCBHC Scope of Services Provider Manual to improve the State’s behavioral health system, by:  

• Addressing unmet needs identified though comprehensive community needs assessments;  

• Increasing the accessibility and availability of person-centered, trauma-informed, culturally 
competent, and recovery-oriented services;  

• Enhancing statewide care coordination efforts;  

• Requiring nationally recognized evidence based practices.   

The CCBHC Scope of Services Provider Manual describes the basic service provision requirements for all 
CCBHCs certified by NYS, and outlines the following: 

• Service Definitions and Components Across the Lifespan 

• Provider Qualifications and Training Requirements  

• Required and Recommended Evidence Based Practices 

• Allowable Modes and Settings for Service Delivery 

• Admissions/Eligibility Criteria 

• Limitations/Exclusions 

• Billing Requirements 

Questions or comments pertaining to the NYS CCBHC Scope of Services Provider Manual may be 

directed to CCBHC@omh.ny.gov. 
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Values/Core Principles 

  

In an effort to enhance New York’s behavioral health system and uphold the spirit of the Certified 
Community Behavioral Health Clinic program, the CCBHC Scope of Services Provider Manual has been 
developed based on the following values and core principles:  

• Person-Centered Care: Person-centered care involves the individual seeking services to the 
maximum extent possible, reflecting the individual’s goals, and emphasizing shared decision-
making approaches that empowers, provide choice, and minimize stigma.  Services should be self-
directed, include family members and other key natural supports -based in the individual’s wishes, 
emphasize wellness and attention to the person’s overall well- being, and promote full community 
inclusion. 

• Recovery-Oriented:  Recovery oriented services should incorporate “a process of change through 
which individuals improve their health and wellness, live a self-directed life, and strive to reach their 
full potential.” Guiding principles of recovery include: • Hope • Person-driven • Many pathways • 
Holistic • Peer support • Relational • Culture • Addresses trauma • Strengths/responsibility • 
Respect (Substance Abuse and Mental Health Services Administration [2012]). 

• Culturally and Linguistically Competent:  Services should be respectful of and responsive to the 
values and needs of an individual, and contain a wide range of expertise in treating and assisting 
individuals with Serious Mental Illness (SMI) and Substance Use Disorder (SUD) in a manner 
responsive to cultural and linguistic diversity. 

• Evidence-Based:  Services should utilize evidence-based practices where appropriate and 
provide or enable continuing education activities to promote uptake of these practices.  

• Trauma-Informed: Trauma-informed services are based on an understanding of the vulnerabilities 
or triggers experienced by trauma survivors that may be exacerbated through traditional service 
delivery approaches so that these services and programs can be more supportive and avoid re-
traumatization.  All programs should engage all individuals with the assumption that trauma has 
occurred within their lives.  (SAMHSA, 2014) 

• Coordination and Collaboration: Care coordination activities should be the foundation of the 
CCBHC, along with efforts to foster individual responsibility for health awareness.  These 
characteristics should guide all aspects of treatment and rehabilitation to support effective 
partnerships among the individual, family and other key natural supports and service providers.  
Services should be integrated- addressing both physical and behavioral health needs of individuals.  

• Accessible and Available:  Services should be flexible and mobile, and adapt to the specific and 
changing needs of each individual.  CCBHCs should use a non-four walls service delivery model, 
along with therapeutic methods and recovery approaches which best suit each individual’s needs.  

• Family-Centered Care: Services that are family-focused emphasizes the important role of family 
in the service planning and delivery process for children. Family-centered care promotes the 
wellbeing and developmental needs of the child, and supports relationships between the child, 
family, and service providers.   

• Data-Driven:  Providers should use data to define outcomes, monitor performance, and promote 
health and well-being.  Performance metrics should reflect a broad range of health and recovery 
indicators beyond those related to acute care. 

 

CCBHC State Needs Assessments 

 

During the one year planning grant, NYS, in conjunction with the community behavioral health providers 
seeking CCBHC certification, developed nine geographic-specific community needs assessments in order 
to inform the CCBHC Scope of Service requirements, as well as other planning grant efforts.   
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The purpose of the needs assessment is to ensure that the behavioral health treatment needs in the 
community are identified and integrated into CCBHCs’ strategic planning, and will ensure that their program 
designs and services are well suited to the populations they serve. The assessment provides information 
about cultural, linguistic, resource, treatment, and staffing needs of the areas to be served by the CCBHCs. 
It also addresses potential barriers to care including transportation, income, and cultural factors. Findings 
from this needs assessments are intended to provide information relevant to CCBHC staffing requirements, 
services and cost reports. 
 
As the CCBHCs in NYS must participate in a Delivery System Reform Incentive Payment (DSRIP) Program 
Performing Provider System network, the needs assessments have been organized at the following DSRIP 
region levels: the Adirondacks, Capital, Central, Finger Lakes, Long Island, Mid-Hudson, New York City, 
Tug Hill Seaway, and Western NY regions.  The needs assessments are comprehensive, data driven and 
compares results across the counties in each DSRIP region and across DSRIP regions.  
 
The needs assessment includes the following sections: 

• Section I. Description of Communities to Be Served ─ Describes the geographic service area and 
characteristics of the population to be served, including special populations. 

• Section II. Physical and Behavioral Health Care Resources ─ Describes existing physical and 
behavioral health care resources including facilities, services and practitioners. 

• Section III. Health Status ─ Describes the health status of the population to be served including 
disease prevalence, health behaviors and risk factors, and mortality and morbidity. 

• Section IV. Behavioral Health Care Utilization ─ Describes current behavioral health care inpatient 
and emergency room utilization with a focus on Medicaid beneficiaries. 

The CCBHC Scope of Services requirements outlined may be subject to change based on the periodic 
update of the community needs assessments.   

 

Accessibility and Availability of Services  

 
Per the criteria established by SAMHSA, CCBHCS shall offer services in a manner accessible and available 
to individuals in their community.  Important considerations for accessible and available care includes:  

• Service times and settings that are convenient to the community served:  services that meet 
the needs of the community should be reasonably accessible. CCBHCs shall utilize the community 
needs assessment to ensure service settings and hours are appropriate.   

• Where the service recipient lives: CCBHCs should consider acceptable travel times from the 
individual’s home when ensuring accessibility of services.  

• Prompt intake and engagement in services:  CCBHCs will follow the prompt screening, 
assessment, and, diagnosis timeframes as outlined in this manual.  

• Access to adequate care, regardless of residency or ability to pay:  Statute establishing the 
CCBHC program requires that no individual will be denied behavioral health care services- 
including but not limited to crisis management services- because of their inability to pay for such 
services.  Any fees or payments required by the clinic for such services will be reduced or waived 
to ensure appropriate accessibility and availability.  Moreover, CCBHCs are responsible for 
providing, at a minimum, crisis response, evaluation, and stabilization services regardless of place 
of residence. CCBHCs must have protocols in place to address the needs of individuals who do 
not live close to a CCBHC or within the CCBHC catchment area. 

• Person-centered treatment planning and service provision: As a core principle for the Scope 
of Services Manual, CCBHCs should exercise person-centered care whenever possible to ensure 
accessibility and availability of services.  Treatment planning and service provision should reflect 
an individual’s goals and emphasize self- direction and choice.   
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• Access to adequate crisis services: because the emergency department (ED) is often a source 
of crisis care, CCBHCs must have clearly established relationships with local EDs to facilitate care 
coordination, discharge and follow-up, as well as relationships with other sources of crisis care. 

• Availability of community-based services and telehealth:  service provision should meet the 
needs of the community being served. Community-based peer, recovery, and clinical supports- as 
well as the use of telehealth/telemedicine shall be used to increase accessibility and availability of 
services.   

 

Care Coordination  

 

CCBHC care coordination is a non-billable, agency practice that facilitates a seamless transition of care in 

and out of the CCBHCs scope of practice.  CCBHC care coordination facilitates integrated care by 

intentionally organizing patient care activities, information, and needs and preferences across all 

appropriate care settings. Care coordination activities are the foundation of the CCBHC program, and 

should guide all aspects of treatment to support effective partnerships among the individual, family and 

other key natural supports and service providers.  

 

CCBHCs are required to maintain formal relationships with the following care settings for care coordination 

purposes:  

1. Federally-Qualified Health Centers and/or Rural Health Clinics; 
2. Inpatient psychiatric facilities, substance use detoxification, post-detoxification step-down services, 

and residential programs;  
3. Other community supports such as:  

o schools, child welfare agencies,  
o juvenile and criminal justice agencies and facilities,  
o Indian Health Service youth regional treatment centers,  
o State licensed and nationally accredited child placing agencies for therapeutic foster care 

service, and  
o other social and human services;  

4. The Department of Veterans Affairs medical centers;  
5. Inpatient acute care hospitals and hospital outpatient clinics; 
6. Health Homes. 

 

CCBHC Care Coordination and Health Homes 

Care Coordination as a billable service is currently provided by Health Homes separate from CCBHC.  In 

order to prevent unnecessary service duplication and ensure an effective continuum of care, CCBHCs shall 

target their comprehensive care coordination efforts towards individuals who are not Health Home eligible 

or individuals who are Health Home eligible, but refuse Health Home services.  The CCBHCs primary 

objective shall be to immediately link all individuals who are Health Home eligible to care coordination 

through a Health Home and maintain an effective coordination of care between the CCBHC and Health 

Home.   

CCBHCs must provide all Health Home eligible individuals with the option to receive care coordination 

through a Health Home.   If an individual is currently receiving or chooses to receive care coordination 

through the Health Home, the CCBHC must make the appropriate care linkage and conduct care 

coordination efforts solely with the Health Home.     

 

CCBHC Provider Certification  
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A CCBHC Provider Implementation Monitoring Process and review tool will be developed within 3 months 
of initial operation of all CCBHCs.  
 

CCBHC Scope of Services 

Crisis behavioral health services, including 24-hour mobile crisis teams, emergency crisis 
intervention services, and crisis stabilization 

Definition 
 
CCBCH Crisis Behavioral Health Services refer to activities which are designed to provide a rapid 
response to address acute psychiatric and/or substance use crisis. CCBHC Crisis Behavioral Health 
Services are designed to: 
 

a) Provide crisis management services that are accessible 24 hours a day, 365 days per year, and 
delivered within three hours. 

b) Provide a continuum of crisis prevention, crisis response and post-intervention services to 
include suicide crisis response and services capable of addressing crisis related to substance 
abuse and intoxication, including ambulatory and medical detoxification. 

c) Include an assessment that is culturally and linguistically sensitive, and incorporates the 
principles of trauma-informed care 

d) Result in the development of a person-centered and family-centered crisis plan with the 
individual, child/youth and family/caregivers to prevent and de-escalate future crisis situations. 

 
 
CCBHC crisis behavioral health services are intended to be provided based on a continuum of crisis 
response in effort to effectively address individual crisis needs. The continuum of crisis response 
includes:  

1. Early Intervention/Prevention: Early intervention/prevention services are intended to help 
prevent individuals from experiencing future crisis and reduce the risk of repeated crisis.  
Individuals who may benefit from prevention services include, but are not limited to individuals 
who: are at risk or experiencing a crisis; received crisis response or stabilization service; are 
discharged from a hospital, emergency department, or psychiatric center following a behavioral 
health crisis.   

2. Crisis Response: Crisis response services are designed to interrupt and/or ameliorate a crisis 
including a preliminary assessment, immediate crisis resolution and de-escalation.  Mobile, 
telephonic and agency-based crisis response services must be available 24/7 with a three-hour 
response time.  Individuals who may benefit from crisis response services are those who are at 
imminent risk of having a psychiatric or substance use-related crisis.  

3. Stabilization: Crisis stabilization is a direct service that assists with deescalating the severity of 
a person’s level of distress and/or need for urgent care associated with a mental health or 
substance use disorder.  Individuals who may benefit from prevention services include, but are 
not limited to individuals who: received crisis response or are discharged from a hospital, 
emergency department, or psychiatric center following a behavioral health crisis.   

 
Crisis behavioral health services must be provided directly by the CCBHC, unless there is an existing 
state-sanctioned crisis behavioral health services provider/network capable and willing to be a DCO for 
this service.    
 
Service Components for Adults 
 
At first point of contact, preliminary screening and assessment activities must be conducted consistent 
with the service requirements prescribed under CCBHC screening, assessment, and diagnosis. 
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Based on the assessed need, an individual may enter services at any point on the crisis response 
continuum.  CCBHC crisis behavioral health service components shall be consistent with the following 
continuum of crisis response:  
 

1. 1. Early Intervention/Prevention: early intervention/prevention services are designed to assist an 
individual to prevent a crisis. Service components must include: 

• Development of an individualized crisis prevention plan documented in the record. 

• Referrals and appropriate linkages to ongoing CCBHC and other community-based behavioral 
health services  

• Psychiatric consultation and urgent psychopharmacology intervention, as needed 

• Access to 24-Hour Crisis Hotlines: Callers are connected to a crisis specialist that may provide 
assessment, screening, triage, preliminary counseling, and information and referral services. 
 

2. Crisis Response Services:  Emergency crisis intervention services are available 24 hours a day, 7 
days a week, 365 days per year. The goal of this service is to offer face-to-face, mobile, agency-based 
and telephonic support to individuals who are experiencing a behavioral health crisis with the goal of 
ameliorating the crisis and linking to ongoing support services.  Crisis Intervention services 
components must be available 24 hours a day, 7 days a week, to individuals of all ages who are 
experiencing a behavioral health crisis. Service components must include: 

• Short-term counseling either in person or telephonically. 

• Assistance in accessing inpatient care and/or short-term crisis respite services, if needed 

• Assistance providing short-term case management and psychotropic medication management 
until individuals are connected to longer-term mental health services 

• Referrals to diversionary levels of care, including psychiatric and/or substance abuse programs  

• Linkages to ongoing CCBHC and other community-based behavioral health services 

• Creation of Crisis Prevention Plans 

• Medically Managed Withdrawal and Stabilization: Designed for patients who are acutely ill 

from alcohol-related and/or substance-related addictions or dependence, including the need for 

medical management of persons with severe withdrawal or risk of severe withdrawal 

symptoms, and may include individuals with or at risk of acute physical or psychiatric co-

morbid conditions.  This level of care includes the forty-eight (48) hour observation bed. It is 

required that CCBHCs have this service available and accessible to people experiencing a 

crisis at the time of the crisis. Please refer to Appendix E for further information. 

 

This service component must be provided in a hospital setting.  It may be provided 

through a DCO relationship, or by referral.  

  

• Medically Supervised Withdrawal and Stabilization: Appropriate for persons who are 
intoxicated by alcohol and/or substances, who are suffering from moderate withdrawal, coupled 
with situational crisis, or who are unable to abstain with an absence of past withdrawal 
complications. It is required that CCBHCs have this service available and accessible to people 
experiencing a crisis at the time of the crisis. Please refer to Appendix E for further information. 
  

      This service component may be provided in a hospital or community based setting  
      (an OASAS provider certified to deliver this service).  It may also be provided through a               
       DCO relationship or by referral.  
 

• Mobile crisis: Upon notification, mobile crisis teams are dispatched to an individual’s home or 
any setting where a crisis may be occurring to provide assessment, brief intervention and 
linkage/referral to other crisis/behavioral health services as appropriate. Mobile Crisis services 
must be available 24/7 with a three-hour response time.  Mobile Crisis services must include: 

• A therapeutic response including short-term, solution-focused counseling. 
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• Referrals and linkages to necessary behavioral health community services 
and supports. 

• Peer Support: Peers may provide support during and after a crisis and may 
assist with connecting an individual with natural supports and linkages to 
community services as soon as possible. 

• Follow-up with the individual and the individual’s family/support network to 
confirm linkage to Care Coordination, outpatient treatment or other 
community services. 

 
 

4. 3. Stabilization crisis stabilization services are designed to prevent or ameliorate a behavioral health 
crisis and/or reduce acute symptoms. Crisis Stabilization Services may also follow an emergency room 
visit and psychiatric hospitalizations to provide services that may assist with preventing another inpatient 
visit. Service components include: 

• 23-hour crisis observation:  Services designed for individuals who may need short, intensive 
treatment in a safe environment that is less restrictive than a hospital. There is no continued stay 
associated with 23-hour observation. Individuals must be transferred to a more/less intensive 
level of care 

• Individual and group counseling 

• De-escalation strategies 

• Medication management 

• Peer Support 

• WRAP planning 

• Wellness activities 

• Family support 

• Conflict resolution 

• Ancillary Withdrawal Management: Provide symptom relief and/or addiction medications for a 
person who is experiencing mild to moderate or persistent withdrawal, only after an accurate 
assessment of the level of withdrawal using a standardized assessment instrument. 

 
This service component must be provided directly by the CCBHC. All CCBHC’s must        
obtain designation through NYS OASAS for their integrated outpatient program(s) to provide 
Ancillary Withdrawal Management. ** 
 

• Medically Supervised Outpatient Withdrawal and Stabilization: Appropriate for persons who 
are intoxicated by alcohol and/or substances, who are suffering from moderate withdrawal, 
coupled with a stable environment and who are unable to abstain with an absence of past 
withdrawal complications.  It is required that CCBHCs have this service available and accessible 
to people experiencing a crisis at the time of the crisis.  

 
This service component may be provided directly by the CCBHC, or through a DCO             
relationship, or by referral.  Please refer to Appendix E for further information.   
 

• Transitional Support: integration/reintegration into community treatment   

• Care linkage/referral: referral to higher level crisis stabilization services that are outside of the 
CCBHCs scope of practice, such as: 

o Crisis respite housing 
o OASAS Residential Stabilization Programs 

 
Service Components for Children 
 
Please refer to service components for adults. 
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Crisis behavioral health services are provided to a child under age 21, and his/her family/caregiver, who 
is experiencing a psychiatric or substance use (behavioral health) crisis.  
 
Evidence Based Practices for Adults 
 
Required: 

• Motivational Interviewing 

• Medication Assisted Treatment 
Recommended:  

• First episode early intervention for psychosis (OnTrackNY) 

• Treatment for Post-Traumatic Stress Disorder (PTSD) 

• Cognitive Therapy for Suicide Prevention 

• Crisis Intervention Team (CIT) Model 
 
Evidence Based Practices for Children 
 
Required: 

• Motivational Interviewing  

• Medication Assisted Treatment 
Recommended:   

• Treatment for Post-Traumatic Stress Disorder (PTSD) 

• First episode early intervention for psychosis (OnTrackNY) 

• Crisis Intervention Team (CIT) Model 
 
Modality 
 

• Crisis behavioral health services are face-to-face interventions. 

• Select service components for emergency crisis intervention services may be provided 
telephonically.  

 
Setting 

 
Crisis behavioral health services may occur in various settings, including emergency rooms when utilized 
as a diversion from emergency room admission, and community locations where a person lives, works, 
attends school and/or socializes. 
 
Admissions/Eligibility Criteria 
 

• If a non-established/new recipient of the CCBHC receives a crisis demonstration service 
provided directly by the CCBHC rather than by a state-sanctioned crisis service acting as a DCO, 
the crisis service is a CCBHC covered service upon crisis assessment (which will include a 
screening and risk assessment). 

• If a non-established/new consumer of the CCBHC receives crisis demonstration services 
provided by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC 
covered service upon receipt of:  
o Crisis assessment (which will include a screening and risk assessment) AND  
o Another of the 9 services that fall within the scope of CCBHC services delivered by the 

CCBHC. 

• If an established/existing consumer of the CCBHC receives crisis services from the CCBHC, it 
is covered. 

 
Limitations/Exclusions 
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N/A 
 
Certification/Provider Qualifications 
 
General Staffing Requirements: Staffing must be in accordance with all State laws, regulations, and 
approved protocols.   
 
Staffing for Mobile Crisis:  

• Mobile crisis visits to be conducted by a minimum of 2 staff persons – one of whom must be a 
licensed clinician. 

• Services must be staffed by a multidisciplinary team including licensed, unlicensed and certified 
peer staff (see Appendix A). 

 
Staffing Ratio/Case Limits 
 
N/A 
 
 Staff Training Requirements 
 

• Crisis intervention skills and training in serving as the first responders to individuals needing help 
on an emergency basis.   

• All staff working on Mobile Crisis Teams must obtain training on the administration of Narcan 
(naloxone).  

 
Billing Requirements 

 

• (If a non-established/new recipient of the CCBHC receives a crisis demonstration service 
provided directly by the CCBHC rather than by a state-sanctioned crisis service acting as a DCO, 
the crisis service is a CCBHC covered service upon crisis assessment (which will include a 
screening and risk assessment). 

• If a non-established/new consumer of the CCBHC receives crisis demonstration services 
provided by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC 
covered service upon receipt of:  
o Crisis assessment (which will include a screening and risk assessment) AND  
o Another of the 9 services that fall within the scope of CCBHC services delivered by the 

CCBHC. 

• If an established/existing consumer of the CCBHC receives crisis services from the CCBHC, it 
is covered. 

 
Screening, assessment, and diagnosis, including risk assessment 

Definition 
 
CCBHC screening, assessment, and diagnosis services are intended to determine the appropriateness 
of admission to the clinic, the appropriate behavioral health diagnoses and services to be provided, and 
to inform the development of a person-centered treatment plan for all new recipients. Screening, 
assessment, and diagnosis services are conducted in a timeframe responsive to the recipient’s needs 
and can adequately assess the need for all services required to be provided by CCBHCs. 
 
The CCBHC shall use standardized and validated screening and assessment tools as approved by the 
New York State Office of Mental Health and Office of Alcoholism and Substance Abuse Services. A 
complete list of recommended screening tools can be found in Appendix D.  Where appropriate, this 
service shall incorporate brief motivational interviewing techniques.  Service components under the 
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CCBHC screening, assessment, and diagnosis, including risk assessment are subject to more stringent 
state, federal or applicable accreditation standards.    
 
Screening, assessment, and diagnosis services must be provided directly by the CCBHC. 
 
Service Components for Adults  
 
The preliminary screening,  initial assessment, and comprehensive diagnostic and treatment planning 
evaluation are intended to be a unified process that establishes a comprehensive person-centered and 
family-centered evaluation to inform treatment planning and service provision.  Each service component 
builds upon what came before it and may be completed separately or simultaneously.   
 
Preliminary Screening 
Preliminary screening activities are intended to be consistent with an initial intake process.  At the first 
point of contact, all new recipients requesting or being referred for behavioral health services will receive 
a preliminary screening of presenting problems and risk assessment to determine acuity of needs. 
Preliminary screening activities shall also collect recipient demographic information. 
 
The preliminary screening will be followed by: (1) an initial assessment, and (2) a comprehensive person-
centered and family-centered diagnostic and treatment planning evaluation.  
 
Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation 
If the preliminary screening identifies routine needs, an initial assessment shall be completed within 10 
business days following the first point of contact- between a clinician and recipient and/or collaterals- to 
determine the appropriateness of the recipient for admission to a clinic. All new recipients will receive a 
more comprehensive person-centered and family-centered diagnostic and treatment planning 
evaluation to be completed within 60 calendar days of the first request for services or 30 days after 
admission- whichever timeframe is sooner. The first request for services is defined as the first point of 
contact with an individual seeking services.  The prescribed timeframe for the comprehensive 
evaluation does not preclude either the initiation or completion of the comprehensive evaluation or the 
provision of treatment by an earlier date. 
 
The combined initial assessment and comprehensive diagnostic and treatment planning evaluation 
shall inlude at minimum: 
 

Assessment/Evaluation Components Must be 
completed within 
10 business days 

Must be completed 
within 60 calendar days 
of the first request for 

services or 30 days after 
admission- whichever 
timeframe is sooner 

1. Preliminary diagnoses.  X  

2. The source of referral X  

3. The reason for seeking care, as stated by the 
recipient or other individuals who are significantly 
involved.  This information may include:  
information regarding onset of symptoms, 
severity of symptoms, and circumstances leading 
to the recipient’s presentation to the CCBHC.  

X  

4. Identification of the recipient’s immediate clinical 
care needs related to the diagnosis for mental 
and substance use disorders 

X  
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5. A drug profile including the recipient’s 
prescriptions, over-the-counter medications, 
herbal remedies, and other treatments or 
substances that could affect drug therapy, as well 
as information on drug allergies 

X  

6. An assessment of imminent risk (including 
suicide risk, danger to self or others, urgent or 
critical medical conditions, other immediate risks 
including threats from another person) 

X  

7. An assessment of whether the recipient has other 
concerns for their safety 

X  

8. An assessment of need for immediate medical 
care (with referral and follow-up as required) 

X  

9. A determination of whether the recipient 
presently is or ever has been a member of the 
U.S. Armed Services 

X  

10. LOCADTR (as deemed appropriate) X  

11. Tobacco and other substance use/abuse in 
home (for children) 

 X 

12. A psychosocial evaluation including housing, 
vocational and educational status, 
family/caregiver and social support, legal or 
forensic involvement, and insurance status 

 X 

13. Behavioral health history (including trauma 
history and previous therapeutic interventions 
and hospitalizations) 

 X 

14.  Assessment of recipient’s alcohol and other 
drug use (including tobacco) including previous 
SUD treatment history  

  
X 

15. Screening for problem gambling.    X 

16. A diagnostic assessment, including current 
mental status, mental health  and substance use 
disorders  

 X 

17. Basic competency/cognitive impairment 
screening 

 X 

18. A description of attitudes and behaviors, 
including cultural and environmental factors, that 
may affect the consumer’s treatment plan  

 X 

19. The recipient’s strengths, goals, and other 
factors to be considered in recovery planning 

 X 

20. Pregnancy and parenting status  X 

21. Assessment of need for other services required 
by the statute (i.e., peer and family/caregiver 
support services, targeted case management, 
psychiatric rehabilitation services, LEP or 
linguistic services) 

 X 

22. An assessment of the social service needs of 
the consumer, with necessary referrals made to 
social services and, for pediatric consumers, to 
child welfare agencies as appropriate 

 X 

23. Primary care screening and monitoring of key 
health indicators and health risk pursuant to the 
required Outpatient Clinic Primary Care 

 X 
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Screening and Monitoring of Key Health 
Indicators and Health Risk, either: (a) an 
assessment of need for a physical exam or 
further evaluation by appropriate health care 
professionals, including the consumer’s primary 
care provider (with appropriate referral and 
follow-up), or (b) a basic physical assessment.  
This provision is depending on whether the 
CCBHC directly provides Outpatient Clinic 
Primary Care Screening and Monitoring of Key 
Health Indicators and Health Risk 

24. The assessment results in a clinical formulation 
and reccommendations which inform the 
treatment plan 

 X 

 
The comprehensive person-centered and family-centered diagnostic and treatment planning evaluation 
must be updated by the treatment team, in agreement with and endorsed by the consumer and in 
consultation with the primary care provider (if any), when changes in the consumer’s status, responses 
to treatment, or goal achievement have occurred.  
 
Service Components for Children 
 
Please refer to Service Components for Adults.   
 
Evidence Based Practices for Adults 
 
Required:  

• Motivational Interviewing  

• Screening, Brief Intervention, and Referral to Treatment (SBIRT)- where appropriate  
 
Evidence Based Practices for Children 
 
Required:  

• Motivational Interviewing  

• Screening, Brief Intervention, and Referral to Treatment (SBIRT)- where appropriate  
 
Modality 
 
Screening, assessment, and diagnosis services, including risk assessment are delivered 1:1 between a 
clinician and recipient and/or collaterals 
 
Setting 
 
The Preliminary Screening may be done telephonically or face-to-face 

• The Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation shall 
be face-to-face between a clinician and recipient and/or collaterals 

• For recipients presenting with emergency or urgent needs, the initial evaluation may be 
conducted telephonically or by telehealth/telemedicine. An in-person evaluation is preferred. If 
the initial evaluation is conducted telephonically, once the emergency is resolved the consumer 
must be seen in person at the next subsequent encounter and the initial evaluation reviewed 
 

Admissions/Eligibility Criteria 
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• All new recipients requesting services or being referred for behavioral health will, at the time of 
first contact, receive a preliminary screening and risk assessment to determine acuity of needs. 

• If the screening identifies an emergency/crisis need, appropriate action is taken immediately, 
including any necessary subsequent outpatient follow-up. 

• If the screening identifies an urgent need, clinical services are provided and the initial 
evaluation completed within one business day of the time the request is made. 

• If the screening identifies routine needs, services will be provided and the initial evaluation 
completed within 10 business days. 

 
Limitations/Exclusions 
 
N/A. CCBHCs must serve all individuals regardless of residency or ability to pay.   
 
Certification/Provider Qualifications 
 

• Preliminary Screening may be provided by Unlicensed staff as defined in Appendix A 

• The Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation must 
be provided by Professional staff as defined in Appendix A 

• Licensed Occupational Therapists and Occupational Therapy Assistants (See Appendix A) may 
participate in the screening, assessment, and diagnosis process.  
 

Staffing Ratio/Case Limits 
 
N/A 
 
Staff Training Requirements 
 
Staff providing screening, assessment, and diagnosis, including risk assessment shall be trained in 
Motivational Interviewing.  
 
Billing Requirements  
 
Must meet Threshold visit.  
 
Person-centered treatment planning or similar processes, including risk assessment and crisis 

planning 
Definition 
 
Person and family-centered treatment planning is a collaborative process-directed by the individual 
receiving care- that results in the development of treatment goals and provision of services.  Treatment 
plans should be strength-based and identify individual needs, goals, preferences, capacities, and desired 
outcomes. Effective person-centered care planning strengthens the voice of the individual, builds 
resiliency, and fosters recovery. The treatment goals and services should be designed to optimally treat 
illness, emphasize wellness and recovery, and attend to the person’s overall well-being and full inclusion 
in the community of their choice. 
 
Individuals and families are core participants in the development of the plans and goals of treatment. As 
such, the person and family-centered treatment plan is developed by the CCBHC treatment team, 
consisting of: the service recipient, the family/caregiver of child recipients, the adult recipient’s family to 
the extent the recipient does not object, CCBHC clinical staff, and any other person the recipient chooses. 
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All treatment planning and care coordination activities are subject to HIPAA (Pub. L. No. 104-191, 110 
Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state laws, including patient privacy 
requirements specific to the care of minors.  
 
Person and family-centered treatment planning must be provided directly by the CCBHC.   
 
Service Components for Adults 
 
Treatment Planning Process:  
Each CCBHC service recipient must have a written person and family-centered treatment plan developed 
by the responsible clinical staff member and individual. The person and family-centered treatment plan 
must be implemented in a manner that supports the individual and recognizes the individual as the expert 
on goals and needs.  The treatment planning process is built upon a shared decision-making approach 
and should incorporate the following principles:  

• The individual can direct who is included in the planning process, as well as maintain the ability 
to request meetings and revise the plan whenever necessary. 

• The treatment planning process is timely and occurs at a time and location convenient to the 
individual and their family. 

• The individual is provided the support necessary to ensure that they are able to understand the 
information and direct the process accordingly. In accordance with CCBHC Program 
Requirement 2, such accommodations should include auxiliary aids and services that are 
responsive to the needs of consumers with disabilities (e.g., sign language interpreters, teletype 
[TTY] lines). 

• Personal preferences and a strengths-based approach must be used to develop goals, and to 
meet the individual’s needs. Areas of personal preference may include-but are not limited to- the 
following supports and circumstances:  

o Family, friends, and other relationships 
o Housing  
o Employment 
o Community integration  
o Behavioral health 
o Culture and language 
o Social activities 
o Recreation 
o Education and vocational training 
o Other choices pertinent to community living  

• The individual’s cultural and linguistic preferences must be acknowledged in the treatment 
planning process.  In accordance with CCBHC Program Requirement 2, service recipients and 
their family with limited English proficiency (LEP) should have meaningful access to low literacy 
materials and interpreters. 

• There must be mechanisms in place for solving conflict or disagreement within the process, 
including clear conflict of interest guidelines. 

• Individuals must be offered information on the full range of services available to support 
achievement of personally identified goals. 

• In accordance with CCBHC Program Requirement 2, the individual must be able to choose 
between CCBHC providers or provider entities when choice is available. 

• The treatment plan must be prepared in person-first singular language and be understandable 
to the service recipient.  

In accordance with the person-centered and family-centered diagnostic and treatment planning 
evaluation, the treatment plan shall be completed within 60 calendar days of the first request for services, 
or 30 days after admission- whichever timeframe is sooner- and updated no less frequently than every 
90 days. 
 



 
 

 

NYS CCBHC MCO Operations Manual  17 
 
 

Treatment Plan Components:  
The treatment plan shall include identification and documentation of the following: 

1. Documentation of the individual’s strengths, abilities, and positive attributes. 
2. Identification of risk, and measures available to reduce risk and ensure the health and safety of 

the individual. Such activities shall include an assessment of risk, and the development of a 
Crisis Prevention Plan that includes strategies to de-escalate crisis situations before they occur 
and the identification of triggers for substance use (if applicable). The individual/child/youth and 
family shall identify an advance plan for crisis management that promotes recovery, resilience, 
and includes natural supports.   

3. Recipient-identified problem areas specified in the initial assessment and comprehensive 
person-centered and family-centered diagnostic and treatment planning evaluation. 

4. Treatment goals for the identified problem areas (unless deferred). 
5. Physical health, behavioral health, and social service needs. 
6. Objectives that will be used to measure progress toward attainment of treatment goals and target 

dates for achieving completion of treatment goals. 
7. Methods and treatment approaches that will be utilized to achieve the goals developed by the 

individual and CCBHC clinical staff and prevent unnecessary or inappropriate services and 
supports.  The treatment plan shall include the amount and duration of the specific CCBHC 
services provided, as well as the specific provider(s) and provider agency responsible for 
monitoring treatment plan implementation and/or providing the documented services and 
supports. 

8. Schedules of service provision. 
9. Each diagnosis for which the individual is being treated at the program. 
10. Descriptions of any additional services (outside of the CCBHC scope of services and provided 

by a care coordination entity) needed by the individual, as well as a plan for meeting those needs 
(Where appropriate, consultation shall be sought during treatment planning regarding specialty 
service needs).  

11. Descriptions of any natural/non-paid supports, items, or other resources needed for goal 
achievement. 

12. Documentation of an emergency plan that includes a range of circumstances such as: weather, 
housing, or staff-related issues. 

13. Documentation of the consumer’s advance wishes related to treatment and crisis management.  
If the consumer does not wish to share their preferences, that decision is documented. 

 
The treatment plan must include signatures from all individuals responsible for treatment plan 
implementation, including the individual and a qualified health professional, or other licensed individual 
within his/her scope of practice, involved in the treatment and responsible for review of the treatment 
plan.  A “qualified health professional” means an individual: 

• who is in good standing with the appropriate licensing or certifying authority, as applicable; 

• practicing within the scope of, and in accordance with, the terms and conditions of such licenses 
and certifications; and 

• with a minimum of one year of experience and/or training in the treatment of behavioral health 
issues. 

 All individuals directly involved in the treatment planning process shall receive a copy of the plan, or a 
portion of the plan, as determined by the individual.   
 
Any effort to restrict the right of the individual to realize preferences or goals must be justified by a specific 
and individualized assessed safety need and documented in the treatment plan. The following 
requirements must be documented in the plan when a safety need warrants such a restriction:  

1. The specific and individualized assessed safety need.  
2. The positive interventions and supports used prior to any modifications or additions to the 

treatment plan regarding safety needs.  
3. Documentation of less intrusive methods of meeting the safety needs that have been tried, 

but were not successful.  
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4. A clear description of the condition that is directly proportionate to the specific assessed 
safety need.  

5. A regular collection and review of data to measure the ongoing effectiveness of the safety 
modification.  

6. Established time limits for periodic reviews to determine if the safety modification is still 
necessary or can be terminated.  

7. Informed consent of the individual to the proposed safety modification.  
8. An assurance that the modification itself will not cause harm to the person. 

 
Treatment Plan Implementation:  
Implementation of the person-centered treatment plan requires progress monitoring and notation to 
ensure goal achievement and appropriate action is taken when necessary. Progress monitoring shall 
ensure that:  

• All services on the treatment plan are delivered 

• The plan is reviewed according to the established timeline 

• The individual can report on progress, issues, and problems 

• Changes to the treatment plan can be made in an expedient manner 
Progress notes shall be recorded by the clinical staff member(s) who provided services to the recipient 
upon each occasion of service. These notes must summarize the service(s) provided, update the 
recipient’s progress toward his or her goals, and include any recommended changes to the elements of 
the recipient’s treatment plan. The progress notes shall also document the date and duration of each 
service provided, the location where the service was provided, whether collaterals were seen, and the 
name and title of the staff member providing each service. The need for complex care management 
and the actions taken by the clinic in response to this need shall also be recorded in the progress 
notes.  
 
Treatment Plan Review:  
All treatment plans shall be reviewed and updated as clinically necessary based upon the individual’s 
progress, changes in circumstances, the effectiveness of services, and/or other appropriate 
considerations. In accordance with the person-centered and family-centered diagnostic and treatment 
planning evaluation, such reviews shall occur no less frequently than every 90 days. Treatment plan 
reviews shall include the input of relevant staff, as well as the recipient, family members and collaterals, 
as appropriate.  
 
The periodic review and update of the treatment plan shall fully involve the individual and include 
identification and documentation of the following:  

(1) assessment of the progress of the patient regarding the mutually agreed upon goals in the 
treatment plan; 

(2) adjustment of goals and treatment objectives, time periods for achievement, intervention 
strategies or initiation of discharge planning, as appropriate; 

(3) an evaluation of physical health status; and 
(4) Crisis Prevention Plan, to be reviewed at least annually or as clinically indicated; 
(5) the signature of the qualified health professional, or other licensed individual within his/her scope 

of practice, involved in the treatment and responsible for review of the treatment plan. 
 
Service Components for Children  
 

• Please refer to Service Components for Adults  

• If the patient is a minor, the treatment plan must also be developed in consultation with his/her 
parent or guardian unless the minor is being treated without parental consent  

 
Evidence Based Practices for Adults 
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Required:  

• Motivational Interviewing  
 
Evidence Based Practices for Children 
 
Required:  

• Motivational Interviewing  
 
Modality 
 
Individual face-to face, inclusion of family/caregiver(s) if care recipient is a minor. 
 
Setting 

 
The treatment planning process occurs at a time and location convenient to the individual and their family. 
  
Admissions/Eligibility Criteria 
 

• If a non-established/new service recipient receives non- crisis demonstration services for the first 
time from a CCBHC, the service is covered for the first time following the preliminary screening 
and risk assessment defined under screening, assessment, and diagnosis.  

 

• If an established/existing service recipient of an agency becoming a CCBHC receives any 
demonstration service from a CCBHC, the service is covered upon receipt of the first service at 
a CCBHC once the agency becomes a CCBHC. 

 
Limitations/Exclusions 
 
N/A. CCBHCs must serve all individuals regardless of residency or ability to pay.   
 
Certification/Provider Qualifications 
 

• Professional staff, Licensed Occupational Therapists, Occupational Therapy Assistants, and 
non-licensed staff (See Appendix A) may participate in the treatment planning process.  

• A qualified health professional, or other licensed individual within his/her scope of practice must 
sign the treatment plan 

• As appropriate for the individual’s needs, the CCBHC shall designate an interdisciplinary 
treatment team- in collaboration with the service recipient, the family/caregiver of child recipients, 
the adult recipient’s family to the extent the recipient does not object-that is responsible for 
directing, coordinating, and managing care and services for the individual. The interdisciplinary 
team may be composed of licensed and non-licensed staff who work together to coordinate the 
medical, psychosocial, emotional, therapeutic, and recovery support needs of the individual. 

 
Staffing Ratio/Case Limits 
 
N/A 
 
Staff Training Requirements 
 

• Training in Motivational Interviewing – (e.g. Center for Practice Innovations). 

• Training/Continuing Education as appropriate for Licensing and Scope of Practice. 

• Staff should be trained on principles of person- and family-centered care, shared decision-
making, and fostering individual self-direction in treatment planning.  
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• Training should cover awareness and sensitivity on issues of race, ethnicity, age, sexual 
orientation, and gender identity. 

 
Billing Requirements 
 
Must meet Threshold visit.  

 
Outpatient mental health and substance use services 

Definition 
 
Outpatient mental health and substance use services are designed treat an individual’s mental health 
and/or substance use disorder in a manner consistent with the individual’s phase of life and development- 
specifically considering children, adolescents, transition age youth, and older adults as distinct groups 
for whom life stage and functioning may affect treatment. The provision of outpatient mental health and 
substance use services is informed and determined by the screening, assessment, and diagnosis 
process, as well as the person-centered treatment plan.  Outpatient services shall incorporate evidence-
based or best practices and maintain consistency with the needs of individuals, children/youth and 
family/caregivers.   
 
CCBHCs shall provide outpatient mental health and substance use services consistent the regulations 
and standards of care required under the NYS Integrated Outpatient Services License for Mental Health 
(OMH) and Substance Use (OASAS) services.  An “integrated services provider” is a provider holding 
multiple operating certificates or licenses to provide outpatient services, which has also been authorized 
by a Commissioner of a state licensing agency to deliver identified integrated care services at a specific 
site in accordance with the provisions of the regulations. 
 
In the event specialized services outside the expertise of the CCBHC are required for purposes of 
outpatient mental and substance use disorder treatment (e.g., treatment of sexual trauma, eating 
disorders, specialized medications for substance use disorders), the CCBHC makes them available 
through referral or other formal arrangement with other providers or, where necessary and appropriate, 
through use of telehealth/telemedicine services. The CCBHC also provides or makes available through 
formal arrangement traditional practices/treatment as appropriate for the consumers served in the 
CCBHC area. 
 
Outpatient mental health and substance use services must be directly provided by the CCBHC.   
 
Service Components for Adults 
 
CCBHC outpatient mental health and substance use services components and provision must be 
consistent with the regulations and standards of care required under the NYS Integrated Outpatient 
Services License and shall include the following service categories:  
 
Psychotropic Medication Treatment: 
Psychotropic medication treatment means monitoring and evaluating target symptom response, ordering 
and reviewing diagnostic studies, writing prescriptions and consumer education as appropriate. This 
service must be provided by a psychiatrist or psychiatric nurse practitioner. 
 
Injectable Psychotropic Medication Administration: 
Injectable psychotropic medication administration is the process of preparing, and administering the 
injection of intramuscular psychotropic medications. This service must be provided by an appropriate 
medical staff person with one of the following credentials: MD/NPP/RN/LPN/PA.  
 
Injectable Psychotropic Medication administration with monitoring and Education: 
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Injectable Psychotropic Medication Administration with monitoring and education is the process of 
preparing, administering, managing and monitoring the injection of intramuscular psychotropic 
medications. It includes consumer education related to the use of the medication, as necessary. This 
service must be provided by an appropriate medical staff person with one of the following credentials: 
MD/NPP/RN/PA.   
 
Medication Assisted Treatment: 
Medication Assisted Treatment (MAT) uses medication, in combination with counseling and behavioral 
therapies, to treat people with severe addictions. Medications can reduce the cravings and other 
symptoms associated with withdrawal from a substance by occupying receptors in the brain associated 
with using that drug (agonists or partial agonists), block the rewarding sensation that comes with using 
a substance (antagonists), or induce negative feelings when a substance is taken. MAT has been 
primarily used for the treatment of opioid use disorder but is also used for alcohol use disorder and the 
treatment of some other substance use disorders. 
 
Psychotherapy Services/Individual Counseling 
Psychotherapy (including family/collateral or groups) means therapeutic communication and interaction 
for the purpose of alleviating symptoms or dysfunction associated with an individual’s diagnosed mental 
illness or emotional disturbance, reversing or changing maladaptive patterns of behavior, encouraging 
personal growth and development, and supporting the individual’s capacity to achieve age-appropriate 
developmental milestones.  
 
Psychotherapy should promote community integration, and may encompass interventions to facilitate 
readiness for and engagement of the client and family in wellness self-management, school, and 
employment training services, which are provided by specialized programs and service providers.  
 
Counseling  
Consistent with and determined by the client’s stage of change/treatment, counseling for those receiving 
integrated behavioral health services is largely based on motivational interviewing, cognitive-behavioral 
counseling, or some combination of both. Motivational interviewing involves helping a client identify his 
or her own goals and to recognize, through a systematic examination of the individual’s ambivalence, 
that not managing one’s illnesses interferes with attaining those goals. Clients in the action or relapse 
prevention stage receive cognitive-behavioral counseling that includes teaching how to manage cues to 
use and consequences of use, teaching relapse prevention strategies, teaching drug and alcohol refusal 
skills, problem solving skills training to avoid high risk situations, challenging client’s beliefs about 
substance use, and coping skills and social skills training to deal with symptoms or negative mood states.  
 
Group counseling for substance use disorder treatment is limited to 15 people, consistent with current 
OASAS requirements and best practices in substance use disorder treatment.  
 
Peer Support Services: 
Peer Support Services are face- to- face service provided by a peer advocate to an active patient for the 
purpose of connecting patients to community based recovery supports consistent with a patient’s 
treatment plan. 
 
Telepsychiatry Services-Effective August 31, 2016, NYS OMH repealed Part 599.17 and adopted a 
new Part 596 Telepsychiatry Services which expanded the use of Telepsychiatry beyond licensed Article 
31 outpatient clinic settings.  For the purpose of 14 NYCRR 596.4, Telepsychiatry is defined as the use 
of two-way real time-interactive audio and video equipment to provide and support clinical psychiatric 
care at a distance. Such services do not include a telephone conversation, electronic mail message or 
facsimile transmission between a clinic and a recipient, or a consultation between two professional or 
clinical staff, although these activities may support Telepsychiatry.   
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Approval to Utilize Telepsychiatry Services - Telepsychiatry services may be authorized by NYS OMH 
for assessment and treatment services provided by physicians or nurse practitioners, as defined in 14 
NYCRR Section 596.4, from a site distant from the location of a patient, where the patient is physically 
located at an originating/spoke site licensed by the Office, and the physician or nurse practitioner is 
physically located at a distant/hub site that participates in the New York State Medicaid program.  
 
Outreach:  
 “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate for the 
purpose of increasing motivation to participate in clinically indicated treatment for chemical dependence. 
Patients identified for this intervention must be current patients who have failed to appear for sessions at 
the program and are judged to be at risk for prematurely discontinuing treatment or persons transitioning 
from another Office-certified program. 
 
Problem Gambling (Optional):  
Problem gambling is a Chemical Dependence Outpatient program that has been granted a waiver to 
admit and treat individuals for problem gambling only (persons who do not have a co-occurring chemical 
dependency diagnosis) and/or a significant other who has been affected by problem gambling. Problem 
Gambling Treatment and Recovery Services assist individuals who are affected by problem gambling 
including family members and/or significant others. These services may be provided in free-standing 
settings or may be co-located in chemical dependency clinics or other mental health settings. Each 
problem gambling outpatient service shall provide the following: screening, assessments, crisis 
intervention groups, and individual counseling, education, orientation to and opportunity to participate in 
problem and pathological gambling awareness and relapse prevention, and financial counseling. 
Financial support and counseling and mutual support groups may be provided on site or by referral. 
 
Service Components for Children  
 
Please refer to Service Components for Adults 
 
Early assessment and identification of childhood emotional disturbances, and engagement of the child 
and family in the development of a plan of care designed to minimize the symptoms and adverse effects 
of illness, maximize wellness, assist the child in developing a resilient and hopeful approach to school, 
family, and community, and maintain the child in his or her natural environment 
 
Children and adolescents are treated using a family/caregiver-driven, youth guided and developmentally 
appropriate approach that comprehensively addresses family/caregiver, school, medical, mental health, 
substance abuse, psychosocial, and environmental issues. 
 
Evidence Based Practices for Adults 
 
Required: 

• Integrated Treatment for Co-Occurring Disorders  

• Screening, Brief Intervention, and Referral to Treatment (SBIRT)  

• Cognitive Behavioral Therapy  

• Medication Assisted Treatment (MAT) 

• Motivational Interviewing  

• Family Psychoeducation 
 
Recommended:  

• Dialectical Behavior Therapy (DBT) 

• First episode early intervention for psychosis (OnTrackNY) 

• Multi-Systemic Therapy 

• Assertive Community Treatment (ACT)  
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• Motivational Enhancement Therapy 

• Treatment for Post-Traumatic Stress Disorder (PTSD) 

• Functional Family Therapy 

• Multi-Systemic Therapy 

• Twelve Step Facilitation Therapy 

• Matrix Model 

• Supported Housing 

• Illness Management and Recovery 

• Cognitive Management 

• Behavioral Couples Therapy 

• Cognitive Therapy for Suicide Prevention 

• Seven Challenges 

• Multi-Dimensional Family Therapy 
 
Evidence Based Practices for Children 
 
Required: 

• Integrated Treatment for Co-Occurring Disorders  

• Screening, Brief Intervention, and Referral to Treatment (SBIRT)  

• Cognitive Behavioral Therapy  

• Medication Assisted Treatment (MAT) 

• Motivational Interviewing  

• Family Psychoeducation 
 

Recommended:  

• Community wrap-around services for youth and children; and specialty clinical interventions to 
treat mental and substance use disorders experienced by youth (including youth in therapeutic 
foster care). 

• Therapeutic Foster Care 

• Multi-systemic Therapy 

• Functional Family Therapy 

• The Seven Challenges Program 

• Motivational Enhancement Therapy and Cognitive Behavioral Therapy (MET-CBT) 

• First episode early intervention for psychosis (OnTrackNY) 
 
Modality 
 
The service modality shall be consistent the regulations and standards of care required by the CCBHC’s 
Host State Agency under the Integrated Outpatient Services License.   
 
Setting 

 
The service setting shall be consistent the regulations and standards of care required by the CCBHC’s 
Host State Agency under the Integrated Outpatient Services License.   
 
Admissions/Eligibility Criteria 
 

• If a non-established/new service recipient receives non- crisis demonstration services for the first 
time from a CCBHC, the service IS covered for the first time following the preliminary screening 
and risk assessment defined under screening, assessment, and diagnosis.  
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• If an established/existing service recipient of an agency becoming a CCBHC receives any 
demonstration service from a CCBHC, the service IS covered upon receipt of the first service at 
a CCBHC once the agency becomes a CCBHC. 

 
Limitations/Exclusions 
 
N/A. CCBHCs must serve all individuals regardless of residency or ability to pay.   
 
Certification/Provider Qualifications 
 
CCBHCs must ensure that they have the staff and equipment necessary to provide services that are 
consistent with prevailing standards of care. 
 
Staffing Ratio/Case Limits 
 
Staffing ratios/case limits shall be consistent the regulations and standards of care required by the 
CCBHC’s Host State Agency under the Integrated Outpatient Services License.   
 
Staff Training Requirements 
 
Treatments are delivered by staff with specific training in treating the segment of the population being 
served.   
 
Billing Requirements 
 
Must meet Threshold visit. 

 
Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
Definition 
 
Primary care screening is a basic physical assessment that measures specific health indicators and 
need for a physical exam or further evaluation by appropriate health care professionals. Health 
monitoring is the continued measuring of specific health indicators associated with increased risk of 
medical illness and early death. Prevention is a key component of the outpatient clinic primary care 
screening and monitoring of key health indicators and health risk services.  
  
For children and adolescents, outpatient clinic primary care screening and monitoring of key health 
indicators and health risk services should include screening and preventive interventions such as: 
weight assessment and counseling for nutrition and physical activity, as well as an assessment of 
learning disabilities- where appropriate.  For adults, these services should include preventive care and 
screening for Adult Body Mass Index (BMI), blood pressure, and tobacco use.   
 
Whenever possible, the CCBHC or DCO should use standardized and validated screening and 
assessment tools and approaches that are culturally, linguistically and developmentally appropriate and 
accommodate disabilities (e.g., hearing disabilities, cognitive limitations, etc.).  In addition, the CCBHC 
or DCO shall ensure that children receive age appropriate screening and preventive interventions 
including, where appropriate, assessment of learning disabilities, and older adults receive age 
appropriate screening and preventive interventions. 
 
CCBHCs are not prohibited from providing other primary care services.  This service may be provided 
directly by the CCBHCs, or through a Designated Collaborating Organization (DCO).   
 
Service Components for Adults 
 



 
 

 

NYS CCBHC MCO Operations Manual  25 
 
 

Health indicators incorporated in primary care screening for adults and older adults should include, but 
are not limited to: 

• Adult BMI screening  

• Blood pressure 

• Tobacco use screening  
 

Monitoring should include: 

• Generic Health Monitoring  

• Smoking Cessation Counseling 
 
CCBHCs and respective DCOs should ensure that adults and older adults receive age appropriate 
screening and preventive interventions.  In addition, policies and procedures should be in place for age 
appropriate health monitoring, which describe whether such monitoring will be performed by the 
provider or, if not, how the provider will seek to ascertain relevant health information. Such policies and 
procedures must include a requirement that an individual’s refusal to provide access to such 
information be documented in the case record. 
In conjunction with the recipient’s Comprehensive Diagnostic and Treatment Planning Evaluation, an 
assessment of need for a physical exam or further evaluation by appropriate health care professionals, 
including the consumer’s primary care provider (with appropriate referral and follow-up), or a basic 
physical assessment shall be completed within 60 calendar days of the first request for services. 
 
Service Components for Children  
 
Health indicators incorporated in primary care screening for children and adolescents should include, but 
are not limited to: 

• Body Mass Index (BMI) percentile 

• Nutrition 

• Activity/exercise level  

• An assessment of learning disabilities, where appropriate 

• Smoking status 
 
Monitoring should include:  

• Generic Health Monitoring  

• Counseling for nutrition and physical activity 

• Smoking Cessation Counseling 
 
CCBHCs and respective DCOs should ensure that children and adolescents receive age appropriate 
screening and preventive interventions.  In addition, policies and procedures should be in place for age 
appropriate health monitoring, which describe whether such monitoring will be performed by the 
provider or, if not, how the provider will seek to ascertain relevant health information. Such policies and 
procedures must include a requirement that an individual’s refusal to provide access to such 
information be documented in the case record. 
 
In conjunction with the recipient’s Comprehensive Diagnostic and Treatment Planning Evaluation, an 
assessment of need for a physical exam or further evaluation by appropriate health care professionals, 
including the consumer’s primary care provider (with appropriate referral and follow-up), or a basic 
physical assessment shall be completed within 60 calendar days of the first request for services. 
 
Evidence Based Practices for Adults 
 
Required:  

• Motivational Interviewing  
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Evidence Based Practices for Children 
 
Required:  

• Motivational Interviewing  
 
Modality 
 
Primary care monitoring of key health indicators and health risk services may be provided individually 
or in group.   
 
Setting 

 
Outpatient clinic primary care screening and monitoring of key health indicators and health risk services 
are face-to-face services.   
 
Admissions/Eligibility Criteria 
 
Prior to admission, all programs must: conduct a communicable disease risk assessment to determine 
whether or not the individual appears to be free of serious communicable disease.  For patients who 
have not had a physical exam within one year prior to admission, each patient must either be assessed 
face to face by a member of the medical staff to ascertain the need for a physical exam or referred for a 
physical exam; Any significant medical issues identified prior to or after admission must be addressed 
in the treatment recovery plan and documented in the patient case record. 
 
Limitations/Exclusions 
 
There is no annual limit to health monitoring services.   
 
Screening and monitoring of behavioral health indicators shall be addressed through CCBHC Screening, 
Assessment, and Diagnosis services.   
 
Certification/Provider Qualifications 
 
This service must be provided by a physician, nurse or other medical professional acting within scope 
of practice (MD/NPP/NP/RN/LPN/PA). See Appendix A for further detail on staffing guidelines.   
 
Staffing Ratio/Case Limits 
 
Health monitoring services groups require documented face-to-face service with a minimum of two 
recipients and a maximum of 12 recipients for services of a minimum of either 30 or 60 minutes duration, 
or in the case of Smoking Cessation Counseling, greater than 10 minutes. 
 
Staff Training Requirements 
 
 
Billing Requirements 
 
Must meet Threshold visit. 

 
Targeted case management 

Definition 
 
CCBHC Targeted Case Management services are intended to support the wellness and recovery goals 
of individuals with complex and/or chronic behavioral health issues and needs by implementing targeted 
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interventions designed to provide timely, high-quality, and efficient care.  CCBHC Targeted Case 
Management services are organized around goals aimed at providing access to services that encourage 
individuals to: 

• Resolve problems that interfere with their attainment or maintenance of independence or self 
sufficiency 

• Maintain themselves in the community 
 
Case managers are an integral role CCBHC Targeted Case Management service provision.  Case 
Managers shall: 

• Promote hope and recovery by using strengths-based, culturally appropriate, and person-
centered practices 

• Maximize community integration and normalization 

• Provide leadership in ensuring the coordination of resources for individuals eligible for behavioral 
health services 

 
Target Populations  
Since comprehensive care management services are currently provided by NYS Health Homes -
separate from CCBHC - CCBHC Targeted Case Management services should target individuals who are 
not Health Home eligible or individuals who are Health Home eligible, but refuse Health Home services. 
Targeted populations include, but are not limited to:   

• Adults diagnosed with severe mental illness 

• Children and youth diagnosed with severe emotional disorders 

• Adults or youth with two or more services in an inpatient/outpatient SUD detoxification program 
within a year  

• Adults or youth with one inpatient or residential stay in an SUD program within a year  

• Adults or youth with two or more emergency department (ED) visits with primary substance use 
diagnosis within a year 

• Adults incarcerated for more than 30 consecutive days in the past 12 months 
 
Services for Individuals who are Health Home Eligible 
The CCBHC’s primary objective shall be to link individuals who are Health Home eligible to a Health 
Home and maintain an effective coordination of care between the CCBHC and Health Home. CCBHCs 
must provide all Health Home eligible individuals with the option to receive care coordination and care 
management through a Health Home.   
 
CCBHC Targeted Case Management services may be used to assist an individual in securing Medicaid 
benefits with the goal of subsequent Health Home enrollment. If an individual is currently receiving or 
chooses to receive care coordination or care management through the Health Home, the CCBHC must 
make the appropriate care linkage and conduct care coordination efforts solely with the Health Home.  
CCBHC Targeted Case Managements services cannot be provided to an individual enrolled in Health 
Home Care Management. 
 
This service may be provided directly by the CCBHCs, or through a DCO.   
 
Service Components for Adults 
 
Targeted Case Management needs shall be identified in the individual’s Comprehensive Diagnostic and 
Treatment Planning Evaluation, and will inform wellness and recovery goals developed through the 
Person-centered and Family-centered Treatment Planning process.   
 
To achieve wellness and recovery goals, this service may include the following components: 
 

• Service Referral, Linkage, and Related Activities 
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Service components shall support the individual obtain and maintain needed services and may 
include:   
o Referral to community and social support services 
o Providing support for improved community service linkages 
o Transitional care, including appropriate follow-up from inpatient to other settings 
o Support in navigating complex health care and social services systems 
o Individual and family support 
o Advocacy for needed services 
o If the recipient is eligible, working to secure Medicaid benefits with the goal of subsequent Health 

Home enrollment 
o Performing on-site crisis intervention and skills teaching when other services are not available 

 

• Monitoring and Follow-up:   
o Monitoring and follow-up contact and other activities may be conducted as frequently as 

necessary-including at least one annual monitoring- and should ensure the following:   
▪ Services provision is consistent with the individual’s treatment plan 
▪ Services in the treatment plan are adequately addressing individual’s needs and wellness 

and recovery goals 
o Monitoring and follow-up activities may include contact with:  

▪ The service recipient,  
▪ The recipient's family and/or collaterals,  
▪ Service providers, and/or  
▪ Other entities or individuals. 

o Higher frequency of contacts and communication is necessary to effectively monitor and 
respond to the individual’s changing needs; enhanced coordination with key community 
providers (including EDs and ambulatory services), and facilitation of a “warm hand-off” between 
ER/inpatient settings and community/aftercare services 

o If changes in the needs or status of the individual are identified, the appropriate treatment plan 
and/or service adjustments shall be made.   

 
Service Components for Children  
 

• Please refer to Service Components for Adults 
 
Evidence Based Practices for Adults 
 
Required:  

• Motivational Interviewing  
 
Evidence Based Practices for Children 
 
Required:  

• Motivational Interviewing  
 

Modality 
 
The minimum standard of contact per individual per month is four (4) telephonic contacts or one (1) face 
to face contact. For programs serving Children and Families, one contact may be collateral.  

 
Setting 

 
At the CCBHC or DCO site and in the community. 
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Admissions/Eligibility Criteria 
 

• The target populations for CCBHC Targeted Case Management services shall include:  
o Individuals who are not Health Home eligible  
o Individuals who are Health Home eligible, but refuse Health Home services.  

• The need for CCBHC Targeted Case Managements Services can be driven by a variety of 
situations such as (but not limited to):  
o Coordination required to treat co-occurring disorders;  
o Complex health status;  
o Risk to self or others;  
o Coordination necessary to break the cycle of multiple hospitalizations;  
o Loss of home;  
o Loss of Employment;  
o Children and adults with multiple other service providers in need of coordination;  
o Children at risk of school failure, expulsion or lack of school placement;  
o Children at risk of out of home placement;  
o Changes in custody status (from the parents’ or child's perspective); and/or  
o AOT status and process. 

 
Limitations/Exclusions 
 
CCBHC Targeted Case Management Services cannot be provided to an individual receiving Health 
Home Care Management or any other Medicaid reimbursable case management service.   
 
Certification/Provider Qualifications 
 

• CCBHC Targeted Case Management Services can be provided by an individual or a team of 
case managers. 

• Case managers may be unlicensed staff.   
 
Staffing Ratio/Case Limits 
 
 Ratios of 1 case manager to 12-30 recipients or equivalent.  
 
Staff Training Requirements 

 

• Case Managers must be trained and demonstrate a basic knowledge and understanding of 
working with populations targeted by this service.  Such populations include, but are not limited 
to:  
o Adults diagnosed with severe mental illness 
o Children and youth diagnosed with severe emotional disorders 
o Adults or youth with two or more services in an inpatient/outpatient SUD detoxification 

program within a year  
o Adults or youth with one inpatient or residential stay in an SUD program within a year  
o Adults or youth with two or more emergency department (ED) visits with primary substance 

use diagnosis within a year 
o Adults incarcerated for more than 30 consecutive days in the past 12 months 

• Case Managers should also be trained in motivational interviewing and person-centered 
planning 

 
Billing Requirements 
The minimum standard of contact per individual per month is four (4) telephonic contacts or one (1) face 
to face contact. For programs serving Children and Families, one contact may be collateral.  
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Psychiatric Rehabilitation Services 

Definition 
 
Adults: 
Psychiatric Rehabilitation Services (PRS) services are designed to assist the individual to overcome 
mental health barriers that may have interfered with the person’s ability to function independently and 
perform normative adult roles in the community.   The intent of PSR is to assist the individual to restore 
the individual’s functional level to the fullest possible.  
 
Children: 
The intent of PRS is to restore, rehabilitate, and support a child/youth’s functional level as much as 
possible and as necessary for the integration of the child/youth as an active and productive member of 
their community and family with minimal ongoing professional interventions.  
 
** Family is defined as the primary care-giving unit and is inclusive of the wide diversity of primary 
caregiving units in our culture.  Family is a birth, foster, adoptive, or self-created unit of people residing 
together, with significant attachment to the individual, consisting of adult(s) and/or child (ren), with 
adult(s) performing duties of parenthood/caregiving for the child(ren) even if the individual is living 
outside of the home.  
 
This service may be provided directly by the CCBHCs, or through a DCO.   
 
Service Components for Adults 
 
This service may include the following components: 

• Rehabilitation support, recovery oriented activities, interventions and skill development necessary for 
the individual to improve self-management of and reduce relapse to substance use, the negative 
effects of psychiatric, or emotional symptoms, t ha t  interfere with a person’s daily living skil ls 
that are crit ical to remaining in home, school, work, and community. 

• Rehabilitation support necessary for the individual to implement learned skills so the person can 
remain in a preferred natural community location including: 
o Assist individual to identify a meaningful life role goal and objectives through a person-centered 

assessment process and exploration of the individual’s desired goals and desires. 
o Coping skills training which teaches strategies to address symptoms, manage stress and 

reduce exposure and vulnerability to stress.  Identify trauma triggers and develop healthy 
alternatives to cope with anger and challenging situations. 

o Personal autonomy: Learning to manage stress, unexpected daily events and disruptions, 
mental health symptoms, relapse triggers and cravings with confidence; develop and pursue 
leisure and recreational interests, manage free time comfortably; transportation navigation 

o Holistic Health: Developing constructive and comfortable interactions with health-care 
professionals, Relapse Prevention Planning; managing chronic medical conditions, mental 
health symptoms and medications; establishing good health routines and practices 

o Social Skills: Engaging with people respectfully, appropriate eye contact, conversation skills, 
listening skills and advocacy skills 

o Dietary and Wellness Education: meal planning, healthy shopping and meal preparation, 
nutrition awareness, exercise options 

o Daily Living Skills and practices related to health that may include grooming, hygiene and 
sustaining living environment. May also include understanding and practicing routines related 
to managing medication, nutrition, medical care and navigating transportation.    

o Benefits and Financial Management which includes instruction on budgeting, income, benefits 
and personal finances. 

o Employment: assist in pursuing, securing and retaining paid or unpaid employment. Support 
the individual in sustaining employment through ongoing counseling, mentoring and advocacy.  
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• Ongoing assessment of the individual’s progress toward recovery, functional skill and impairment 
levels by engaging the individual in an active, person-centered manner and partnership. Discuss 
and review selected PSR interventions and periodically assess their effectiveness in achieving 
goals. 

 
Service Components for Children  
 
Service Components for PSR are defined broadly so that they may be provided to children within the 
context of each child’s treatment plan.  
 
Personal and Community Integration Services– Using rehabilitation interventions and individualized, 
collaborative, hands-on training to build developmentally appropriate skills. The intent is to promote 
personal independence, autonomy, and mutual supports by developing and strengthening the 
individual’s independent community living skills and support community integration in the domains of 
employment, housing, education, in both personal and community life. This includes: 

• Psychoeducation, with the goal to restore, and support: 
o Increasing community tenure and avoiding more restrictive placements 
o Enhancing personal relationships 
o Establishing support networks 
o Increasing community awareness 
o Developing coping strategies and effective functioning in the individual’s social environment, 

including home, work, and school locations. 

• Daily Living Skills, with the goal to restore, rehabilitate and support: 
o Improving self-management of the negative effects of psychiatric, emotional, physical health, 

developmental, or substance use symptoms that interfere with a person’s daily living 
o Support the individual with the development and implementation of daily living skills and daily 

routines necessary to remain in the home, school, work and community.  
o Wellness skills, such as:  

▪ Meal planning 
▪ Healthy shopping and meal preparation 
▪ Nutrition awareness 
▪ Exercise options 

o Personal autonomy skills, such as:  
▪ Learning to manage stress, unexpected daily events, and disruptions, behavioral health and 

physical health symptoms with confidence 
▪ Learning self-care  
▪ Developing and pursuing leisure and recreational interests 
▪ Managing free time comfortably 
▪ Transportation navigation 
▪ Managing money 
▪ Developing daily living skills specific to managing their own medications and learning self-

care consistent with the directions of prescribers (e.g., setting an alarm to remind the 
child/youth when it is time to take a medication, developing reminders to take certain 
medications with food, writing reminders on a calendar when it is time to refill a medication)  

▪ Managing medications consistent with the directions of prescribers 
▪ Developing methods of communication with prescribers about medication side effects or 

medication issues (e.g., help the child/youth prepare for an upcoming appointment by 
encouraging them to write down questions or concerns to discuss with the prescribing 
clinician) 

▪ Gaining and/or regaining the ability to make independent choices and to take a proactive 
role in treatment, including discussing questions or concerns about medications, diagnoses, 
or treatment approaches with their treatment provider. 

▪ Using community resources  
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• Intervention Implementation 
o Implementing learned skills so the child/youth can remain in a natural community location and 

achieve developmentally appropriate functioning in the following areas 
▪ Social skills, such as:  

• Positive recreational/leisure activities 

• Developing interpersonal skills when interacting with peers, establishing and 
maintaining friendships/a supportive social network while engaged in recovery plan.  

• Developing conversation skills and a positive sense of self to result in more positive 
peer interactions  

• Coaching on interpersonal skills and communication 

• Training on social etiquette  

• Developing self-regulation skills including anger management 

• Engendering civic duty and volunteerism 
▪ Health skills, such as:  

• Developing constructive and comfortable interactions with health-care professionals 

• Relapse prevention planning strategies 

• Managing symptoms and medications 

• Re-Establishing good health routines and practices 
▪ Assisting the individual with effectively responding to or avoiding identified precursors or 

triggers that result in functional impairments 
o Supporting the identification and pursuit of personal interests and hobbies 

▪ e.g., creative arts, reading, exercise, faith-based pursuits, cultural exploration 
▪ identify resources where interests can be enhanced and shared with others in the 

community 
▪ identify and connect to natural supports and resources, including family, community 

networks, and faith-based communities 
 
Evidence Based Practices for Adults 
 
Required:  

• Individual Placement and Support (IPS) Model 
 
Evidence Based Practices for Children 
 
Required:  

• Individual Placement and Support (IPS) Model- as applicable 
 
Recommended:  

• Multi-Systemic Therapy 
 
Setting 
 
PSR can occur in a variety of settings including community locations where the individual lives, works, 
attends school, engages in services (e.g. provider office sites), and/or socializes. 
 
Admissions/Eligibility Criteria 
 
 An individual can qualify to receive this service from a CCBHC if the comprehensive, person-centered 
and family-centered diagnostic and treatment plan indicates that an individual could benefit from PSR 
and if the individual wishes to receive it. 
Limitations/Exclusions 
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The service duration and intensity should be reviewed by the CCBHC or DCO provider at least quarterly 
to assess the need for modification. 
 
Certification/Provider Qualifications 
 
Individual Staff Qualifications for Children: 

• Must be 18 years old and have a high school diploma, high school equivalency preferred, or a 
State Education Commencement Credential (e.g. SACC or CDOS); with a minimum of three years’ 
experience in children’s mental health, addiction and/or foster care.  

• The practice of PSR by unlicensed individuals does not include those activities that are restricted 
under Title VIII. 

 
Individual Staff Qualifications for Adults:  

• Must be 18 years old and have a high school diploma, high school equivalency preferred, or a 
State Education Commencement Credential (e.g. SACC or CDOS); and 1-3 years of relevant 
experience working with individuals with Substance Use Disorders (SUD) and/or Serious Mental 
Illness (SMI) or a Bachelor’s degree and 1-3 years relevant experience.   

 
Supervisor Qualifications for both Children and Adults: 

• The PSR provider must receive regularly scheduled supervision from Professional staff as defined 
in Appendix A. 

 
Licensed Occupational Therapists & Occupational Therapy Assistants may provide this service.  
 
Staffing Ratio/Case Limits 
 
Groups should not exceed more than 8 members. Consideration may be given to a smaller limit of 
members if participants are younger than eight years of age.  
 
The caseload size must be based on the needs of the individual an emphasis on successful outcomes 
and individual satisfaction. Staffing ratio maximums: 1:20 staff to individuals serves; Supervisory ratio: 
1:10 (1 supervisor to 10 Direct Care Staff) and 1:16 for groups with family members. 
 
Staff Training Requirements 
 
Recommended Training Topics: 
Domestic Violence 
Motivational Interviewing 
 
Billing Requirements 
 
Must meet Threshold visit. 

 
Peer support and counselor services and family supports 

Definition 
 
Adults: 
Peer Support services are peer-delivered services with a rehabilitation and recovery focus. They are 
designed to promote skills for coping with and managing behavioral health symptoms while facilitating 
the utilization of natural resources and the enhancement of recovery-oriented principles (e.g. hope and 
self-efficacy, and community living skills). Peer support uses trauma-informed, non-clinical assistance to 
achieve long-term recovery from a behavioral health disorder. 
 



 
 

 

NYS CCBHC MCO Operations Manual  34 
 
 

Activities included must be intended to achieve the identified goals or objectives as set forth in the 
individuals individualized service plan, which delineates specific goals that are flexibly tailored to the 
participant and attempt to utilize community and natural supports. The intent of these activities is to assist 
individuals in initiating recovery, maintaining recovery, and enhancing the quality of personal and family 
life in long-term recovery. 
 
 
Children: 
Family Peer Support Services (FPSS) are an array of formal and informal services and supports 
provided to families caring for/raising a child who is experiencing social, emotional, developmental, 
medical, substance use, and/or behavioral challenges in their home, school, placement, and/or 
community. FPSS provide a structured, strength-based relationship between a Family Peer Advocate 
(FPA) and the parent/family member/caregiver for the benefit of the child/youth. 
 
The service is needed to allow the child the best opportunity to remain in the community. Activities 
included must be intended to achieve the identified goals or objectives as set forth in the child/youth’s 
treatment plan.  
 
Family is defined as the primary care-giving unit and is inclusive of the wide diversity of primary 
caregiving units in our culture.  Family is a birth, foster, adoptive, or self-created unit of people residing 
together, with significant attachment to the individual, consisting of adult(s) and/or child(ren), with 
adult(s) performing duties of parenthood/caregiving for the child(ren) even if the individual is living 
outside of the home 
 
Youth: 
 
Youth Peer Support and Training (YPST) services are formal and informal services and supports 
provided to youth, who are experiencing social, medical, emotional, developmental, substance use, 
and/or behavioral challenges in their home, school, placement, and/or community centered services. 
These services provide the training and support necessary to ensure engagement and active 
participation of the youth in the treatment planning process and with the ongoing implementation and 
reinforcement of skills.  

 
Youth Peer Support and Training activities must be intended to develop and achieve the identified 
goals and/or objectives as set forth in the youth’s individualized treatment plan.  

 
The structured, scheduled activities provided by this service emphasize the opportunity for the youth to 
expand the skills and strategies necessary to move forward in meeting their personal, individualized life 
goals, develop self-advocacy skills, and to support their transition into adulthood. 
 
This service may be provided directly by the CCBHCs, or through a DCO.   
 
Service Components for Adults 
 
There are 6 categories of peer-support components for adults. Any of the below services can be provided 
either individually or combined as the care/service plan indicates their need.  They include: 
1. Advocacy 

• Assistance seeking and obtaining benefits and entitlements, food, shelter, permanent housing 

• Assisting recipients in participating in shared decision making  

• Use Peer Bridgers to assist with linkages to and systems navigation within behavioral health and 
allied human services systems to access appropriate care  

• Benefits advisement and planning 

• Development of psychiatric advance directives (PAD) 
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• Assistance advocating for self-directed services 
2. Outreach and Engagement: 

• Companionship and modeling of recovery lifestyle, including participation in recovery activities 
that might be beyond the scope of treatment providers (e.g., coffee/tea at a coffee shop, 
attending a court date, attending an appointment, attending or participating in a recovery 
celebration event or wellness activity) 

• Raising the awareness of existing services, pathways to recovery and helping a person to 
remove barriers that exist for access to them  

• Interim visits with individuals after discharge from Hospital Emergency Rooms, Detox Units or 
Inpatient Psychiatric Units to facilitate community tenure and increased readiness while waiting 
for the first post-discharge visit with a community-based mental health provider, treatment 
provider or appropriate system of care 

•  “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate 
for the purpose of increasing motivation to participate in clinically indicated treatment for 
chemical dependence. Patients identified for this intervention must be current patients who 
have failed to appear for sessions at the program and are judged to be at risk for prematurely 
discontinuing treatment or persons transitioning from another Office-certified program.  

3. Self-help tools:  

• Assist selecting and utilizing self-directed recovery tools such as Relapse Prevention Planning 

• Assist selecting and utilizing the things that bring a sense of passion, purpose and meaning into 
his/her life and coaching the person as they identify barriers to engaging in these activities 

• Assist individuals to help connect to natural supports that enhance the quality and security of life 

• Connecting individuals to “warm lines”  

• Connections to self-help groups in the community  
4. Peer Recovery Supports and Peer Counseling: 

• Recovery education and counseling for individuals and their family members 

• One to one peer support. Person centered goal planning that incorporates life areas such as 
community connectedness, physical wellness, spirituality, employment, self-help 

• Assisting with skills development that guides people towards a more independent life 

• Individuals in continuing care may receive counseling or peer services once per month. 

• Learning and practicing new skills 

• Helping peers self-monitor their progress 

• Modeling effective coping skills 
5. Transitional Supports: 

• Bridging from Jail or prison to an individual’s home (note: that peer supports while in Jail are not 
Medicaid reimbursable) 

• Bridging from institutions (e.g. inpatient or residential facilities) to an individual’s home (note: that 
peer supports while in an institution are not Medicaid reimbursable) 

• Bridging from general hospitals to an individual’s home 

• Bridging from an individual’s home to the community  

• Arrangements for appropriate services (appointment dates, contact names, and numbers, etc.) 
are discussed and made with the individual and their significant others prior to the planned 
discharge date. Documentation of this information will be included in the individual’s case 
record. Where an individual is going from a bedded service to another service, a warm hand-off 
or peer service is considered where possible. 

6. Pre-crisis and Crisis Support Services: 

• Providing companionship when an individual in an emergency room or crisis unit or preparing to 
be admitted to detox, residential or other service to deal with crisis 

• Providing peer support in the individual’s home or in the community to support them before (or 
in) a crisis or relapse 

• Developing crisis diversion plans or relapse prevention plans    
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Service Components for Children  
 
There are 4 categories of peer support components for Children. Any of the below services can be 
provided either individually or combined as the care/service plan indicates their need.  They include: 
 
1. Engagement, Peer Bridge Services, and Services to Assist Individuals transitioning between 

service systems or between residential or Inpatient Settings to the Community. 
o Based on the strengths and needs of the youth and family, connect them with appropriate 

services and supports.  Accompany the family when visiting programs. 
o Facilitate meetings between families and service providers. 
o Assist the family to gather, organize and prepare documents needed for specific services. 
o Address any concrete or subjective barriers that may prevent full participation in services. 
o Serve as a bridge between families and service providers, supporting a productive and 

respectful partnership by assisting the families to express their strengths, needs and goals.  
o Support and assist families during stages of transition which may be unfamiliar (e.g. 

placements, in crisis, and between service systems etc.). 
o Arrangements for appropriate services (appointment dates, contact names, and numbers, etc.) 

are discussed and made with the individual and their significant others prior to the planned 
discharge date. Documentation of this information will be included in the individual’s case 
record. Where an individual is going from a bedded service to another service, a warm hand-off 
or peer service is considered where possible. 

o Promote continuity of engagement and supports as families’ needs and services change.   
o “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate 

for the purpose of increasing motivation to participate in clinically indicated treatment for 
chemical dependence. Patients identified for this intervention must be current patients who 
have failed to appear for sessions at the program and are judged to be at risk for prematurely 
discontinuing treatment or persons transitioning from another Office-certified program. 

o Individuals in continuing care may receive counseling or peer services once per month. 
 

2. Self-Advocacy, Self-Efficacy, and Empowerment: 
o Train families to advocate on behalf of themselves to promote shared decision-making.  
o Regularly consult with families and providers to ensure that the family’s perspectives are 

included in all planning and decision-making.  
o Coach and model shared decision-making and skills that support collaboration, in addition to 

providing opportunities for families to self-advocate. 
o Model strengths-based interactions by accentuating the positive.  
o Support the families in discovering their strengths and concerns.  Assist families to identify and 

set goals and short term objectives.  
o Prepare families for meetings and accompany them when needed. 
o Empower families to express their fears, expectations and anxieties to promote positive 

effective communication.  
o Assist families to frame questions to ask providers.  
o Provide opportunities for families to connect to and support one another. 
o Support and encourage family participation in community, regional, state, national activities to 

develop their leadership skills and expand their circles of support.  
o Provide leadership opportunities for families who are receiving Family Peer Support Services. 
o Empower families to make informed decisions regarding the nature of supports for themselves 

and their child through: 
▪ Sharing information about resources, services and supports and exploring what might be 

appropriate for their child and family  
▪ Exploring the needs and preferences of the family and locating relevant resources. 
▪ Helping families understand eligibility rules 
▪ Helping families understand the assessment process and identify their child’s strengths, 

needs and diagnosis. 
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▪ Learning and practicing new skills 
▪ Helping peers self-monitor their progress 
▪ Modeling effective coping skills 

 
3. Parent Skill Development and Training, Family/caregiver Psychoeducation 

o Supports the efforts of families in caring for and strengthening their children’s mental, and 
physical health, development and well-being of their children.  

o Helps the family learn and practice strategies to support their child’s positive behavior.  
o Assist the family to implement strategies recommended by clinicians.  
o Assist families in talking with clinicians about their comfort with their treatment plans. 
o Provide emotional support for the family on their parenting journey to reduce isolation, feelings 

of stigma, blame and hopelessness. 
o Provide individual or group parent skill development related to the behavioral and medical 

health needs of the child (i.e., training on special needs parenting skills). 
o Support families as children transition from out of home placement.  
o Assist families on how to access transportation. 
o Support the parent in their role as their child’s educational advocate by providing: information, 

modeling, coaching in how to build effective partnerships, and exploring educational options 
with families and school staff.  

 
4. Community Connections and Natural Supports: 

o Enhance the quality of life by integration and supports for families in their own communities 
o Help the family to rediscover and reconnect to natural supports already present in their lives.  
o Utilize the families’ knowledge of their community in developing new supportive relationships. 
o Help the family identify and become involved in leisure and recreational activities in their 

community. 
o In partnership with community leaders, encourage families who express an interest to become 

more involved in faith or cultural organizations.  
o Arrange support and training as needed to facilitate participation in community activities. 
o Conduct groups with families to strengthen social skills, decrease isolation, provide emotional 

support and create opportunities for ongoing natural support. 
o Work collaboratively with schools to promote family engagement. 

 
 
Service Components for Youth 

 
Skill Building:  

o   Develop skills for coping with and managing psychiatric symptoms, trauma, and 
substance use disorders 

o   Develop skills for wellness, resiliency and recovery support 
o   Develop skills to independently navigate the service system 
o   Develop goal-setting skills 
o   Build community living skills 

 
Coaching: Enhance resiliency/recovery oriented attitudes, i.e., hope, confidence, and self-efficacy 

o Promote wellness through modeling. 
o Provide mutual support, hope, reassurance and advocacy that include sharing one's own 

"personal recovery/resiliency story" as the Youth Peer Advocate (YPA) deems appropriate 
as beneficial to both the youth and themselves. YPA’s may also share their recovery with 
parents as a means to engage parents and help them “see” youth possibilities for future in a 
new light. 
 

 Engagement, Bridging, and Transition Support: 
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o   Act as a peer partner in transitioning to different levels of care and into adulthood. Help 
youth understand what to expect and how and why they should be active in developing 
their treatment plan and natural supports. 

 
Self-Advocacy, Self-Efficacy, & Empowerment: 

o Help youth develop self-advocacy skills (e.g., may attend a Committee on Preschool or 
Special Education meeting with the youth and parent, coaching the youth to articulate his 
educational goals). 

o Assist youth with gaining and regaining the ability to make independent choices and assist 
youth in playing a proactive role in their own treatment (assisting/mentoring them in 
discussing questions or concerns about medications, diagnoses or treatment approaches 
with their treating clinician). The YPA will guide the youth to effectively communicate their 
individual perspective to providers and families. 

o   Develop, link, and facilitate the use of formal and informal services, including 
connection to peer support groups in the community 

o   Serve as an advocate, mentor, or facilitator for resolution of issues 
o   Assist in navigating the service system 
o Assist youth in developing skills to advocate for needed services and benefits and seeking 

to effectively resolve unmet needs. 
o Assist youth in understanding their treatment plan and help to ensure the plan is 

person/family centered 
 

Community Connections and Natural Supports: 
o Connect youth to community resources and services. The YPA may accompany youth to 

appointments and meetings for the purpose of mentoring and support but not for the sole 
purpose of providing transportation for the youth. 

o Help youth develop a network for information and support from others who have been 
through similar experiences, including locating similar interest programs, peer-run programs, 
and support groups. 

o Facilitate or arrange youth peer resiliency/recovery support groups. 
 
 
Evidence Based Practices for Adults 
 

• Motivational Interviewing 

• Wellness Management and Recovery (WMR) 
 
Evidence Based Practices for Children and Youth 

 

• Motivational Interviewing 

• Cognitive Behavioral Motivational Enhancement Therapy (CBMET) 

• Seven Challenges 

• Multi-Dimensional Family Therapy 
 
Modality 
 
Individual face-to-face intervention 
 
Group face-to-face intervention. (For Kids and Youth: Composition of members should share common 
characteristics, such as related experiences, developmental age, chronological age, challenges or 
treatment goals). 
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To allow for continuous connection to treatment over time, OASAS has included continuing care in the 
new PART 822 regulations http://www.oasas.ny.gov/regs/index.cfm.   This will allow programs to 
discharge an individual from an outpatient episode of active care in an outpatient setting (outpatient 
clinic or Opioid Treatment Program) into continuing care.  The person will be able to access 
counseling, peer services, medication assisted treatment and recovery supports following treatment for 
an indefinite period of time.  For some, this may be for only a few months as they transition to recovery 
supports in the community for others it may be for many years.  See below for patient examples of 
appropriate use of continuing care.   
 
Setting 
 
Peer supports may be provided in a variety of settings including outpatient and community settings.  The 
majority of the contacts with the individual should be offsite in the community. Community locations may 
include: an individual’s home, family or caregiver’s home, homeless shelters and soup kitchens, where 
an individual works, attends school, engages in services (e.g. provider office sites), and/or socializes. 
 
Admissions/Eligibility Criteria 
 
Peer Supports is voluntary. An individual can qualify to receive this service from a CCBHC 1. If the 
comprehensive, person-centered and family-centered diagnostic and treatment plan indicates that an 
individual could benefit from peer supports and 2. If the individual wishes to receive peer supports. 
 
Limitations/Exclusions 
 
If the admissions/eligibility criteria are met, there are no limits/exclusions.  
 
Certification/Provider Qualifications 
 
Children: 
Individual Staff Qualifications: 

• Family Peer Support will be delivered by a New York State Credentialed Family Peer Advocate 
(FPA). To be eligible for the FPA Credential, the individual must: 
o Demonstrate ‘lived experience’ as a parent or primary caregiver who has navigated 

multiple child serving systems on behalf of their child(ren) with social, emotional, 
developmental, health and/or behavioral healthcare needs. 

o Have a high school diploma, high school equivalency preferred or a State Education 
Commencement Credential (e.g. SACC or CDOS)  

o Complete Level One and Level Two of the Family Peer Advocate Core Training/ Parent 
Empowerment Program (PEP) training or approved comparable training. 

o Submit three letters of reference attesting to proficiency in and suitability for the role of a 
Family Peer Advocate (FPA) including one from FPAs supervisor. 

o  Agree to practice according to the Family Peer Advocate Code of Ethics. 
o Complete 20 hours of continuing education and renew their FPA credential every two 

years. 
Youth:  
Individual Staff Qualifications: 
Youth Peer Support and Training is delivered by a New York State credentialed Youth Peer Advocate.  
 
Supervisor Qualifications: 
YPAs will be supervised by:  

1)    A credentialed YPA with four years of direct YPST service experience with access to clinical 
consultation as needed.  The clinical supervision may be provided by a staff member or 
through a contract with another organization.    
OR 
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2)    A credentialed FPA with four years of experience providing FPSS that has been trained in 

YPST services and the role of YPAs, and efforts are made as the YPST service gains maturity 
in NYS to transition to supervision by experienced credentialed YPAs within the 
organization.      
OR 
 

3)     A “qualified mental health staff person” found in 14 NYCRR 594 or 14 NYCRR 595 that has 
training in YPST services and the role of YPAs and efforts are made as the YPST service 
gains maturity to transition to supervision by an experienced credentialed YPA within the 
organization. 

 
 
Adults: 
Peer support providers must have a certification as one of the following:  

▪ OMH established Certified Peer Specialist 
▪ OASAS Certified Recovery Peer Advocate 

 
Supervision of peer support must be provided by Professional Staff.  
 
Peer Advocates. Peer advocates, as defined in Part 800 of this Title, must be supervised by a clinical 
staff member who is credentialed or licensed and participate in a training plan appropriate to their needs. 
Peer advocates may provide peer support and outreach services based on clinical needs as identified in 
the patient’s treatment/recovery plan. 
 
Staffing Ratio/Case Limits 
 
Maximum 1 FTE to 20 consumers. 
 
A group is composed of two or more families and cannot exceed more than six families composed of 
no more than 12 individuals in total. 
 
Staff Training  
 
The below trainings are required for all peer/family support service personnel:  

• Personal Safety in the Community 

• Ethics 

• Crisis Intervention 
The below trainings are recommended to improve service delivery by peer support personnel: 

• Domestic Violence: Signs and Intervention 

• Motivational Interviewing 

• Principles and concepts of recovery 

• coping skills 

• advocacy 

• Medication Assisted Treatment (Opiate Overdose Prevention for those applicable) 

• Trauma Informed Care  

• Mental Health/Substance Use 101 
The below trainings are recommended for Youth Peer Advocates: 

• Level One and Level Two Youth Peer Advocate Training approved by the Youth Peer Support 
Services Council which include the following training components: Role of the Youth Peer 
Advocate in the Managed Care System, Peer Mentoring and Support, Small Group Facilitation 
Skills, Professional Expectations, Self-care and Support.   
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Billing Requirements 
 
Must meet Threshold visit. 

 
Intensive, community-based behavioral health care for members of the  

armed forces and veterans 
Definition 
 
CCBHCs are responsible for providing intensive, community-based behavioral health care for members 
of the U.S. Armed Forces and veterans with inadequate access to, or chooses not to receive services 
from a Military Treatment Facility (MTF), or VA Medical Facility.  Such services are to be consistent with 
the Uniform Mental Health Services Handbook and clinic guidelines established by the Veterans Health 
Administration (VHA), in effort to maintain consistent and high-quality care for all members of the U.S. 
Armed Forces and veterans.   
 
Intensive, community-based behavioral health care for members of the armed forces and veterans shall 
be inclusive of the individual’s perspective, and thoroughly meet their care needs.  In addition, services 
shall be integrated, coordinated, and recovery-oriented-incorporating the core recovery principles of 
privacy, security, and honor. 
 
Military Service: Service as an active duty, reserve, or national guard member of the United States 
Army, Navy, Marine Corps, Air Force or Coast Guard. 
 
Current Military Personnel: Persons affirming current military service.   
 
Veterans: Persons affirming former military service. 
 
This service may be provided directly by the CCBHCs, or through a DCO. 
 
Service Components for Adults 
 
Service components are to be consistent with the VHA Uniform Mental Health Services Handbook (VHA 
HANDBOOK 1160.01) and the VA/DoD Clinical Practice Guidelines 
(http://www.healthquality.va.gov/index.asp).  
 
Identification of Current or Former Military Service 
At the initial point of contact (see Screening, Assessment, and Diagnosis), individuals shall be asked 
whether they have ever served in the U.S. military.  If current or former military service is identified, 
CCBHCs shall adhere to the following protocol:  
 
Current Military Personnel: Persons affirming current military service will be offered assistance in the 
following manner:  

(1) Active Duty Service Members (ADSM) must use their servicing MTF, and their MTF Primary 
Care Managers (PCMs) are contacted by the CCBHC regarding referrals outside the MTF.  

(2) ADSMs and activated Reserve Component (Guard/Reserve) members who reside more than 50 
miles (or one hour’s drive time) from a military hospital or military clinic enroll in TRICARE PRIME 
Remote and use the network PCM, or select any other authorized TRICARE provider as the 
PCM. The PCM refers the member to specialists for care he or she cannot provide; and works 
with the regional managed care support contractor for referrals/authorizations.  

(3) Members of the Selected Reserves, not on Active Duty (AD) orders, are eligible for TRICARE 
Reserve Select and can schedule an appointment with any TRICARE-authorized provider, 
network or non-network.  

 

http://www.healthquality.va.gov/index.asp


 
 

 

NYS CCBHC MCO Operations Manual  42 
 
 

Veterans: Persons affirming former military service (veterans) are offered assistance to enroll in VHA for 
the delivery of health and behavioral health services. Veterans who decline or are ineligible for VHA 
services will be served by the CCBHC. 
 
Members of the U.S. Armed Forces and Veterans-specific Treatment Plan Components: 
Per the CCBHC criteria established by SAMHSA, the behavioral health treatment plan for all members 
of the U.S. Armed Forces and veterans receiving services shall include the following:  

(1) The treatment plan includes the veteran’s diagnosis or diagnoses and documents consideration 
of each type of evidence-based intervention for each diagnosis.  

(2) The treatment plan includes approaches to monitoring the outcomes (therapeutic benefits and 
adverse effects) of care, and milestones for reevaluation of interventions and of the plan itself.  

(3) As appropriate, the plan considers interventions intended to reduce/manage symptoms, improve 
functioning, and prevent relapses or recurrences of episodes of illness.  

(4) The plan is recovery oriented, attentive to the veteran’s values and preferences, and evidence-
based regarding what constitutes effective and safe treatments.  

(5) The treatment plan is developed with input from the veteran, and when the veteran consents, 
appropriate family members. The veteran’s verbal consent to the treatment plan is required 
pursuant to VHA Handbook 1004.1. 

 
Scope of Services under Intensive, Community-Based Behavioral Health Care for Members of the 
Armed Forces and Veterans 
CCBHCs shall provide services within the VHA Handbook under their scope of practice.  CCBHCs shall 
ensure all services included in the VHA Handbook that are outside the CCBHC scope of practice (such 
as inpatient care or residential and treatment programs) be reasonably accessible via a care coordination 
agreement.   
 
Principal Behavioral Health Providers 
Per the CCBHC criteria established by SAMHSA, all members of the U.S. Armed Forces and veterans 
receiving services shall be assigned a Principal Behavioral Health Provider. When veterans are seeing 
more than one behavioral health provider and when they are involved in more than one program, the 
identity of the Principal Behavioral Health Provider is made clear to the veteran and identified in the 
medical record. The Principal Behavioral Health Provider is identified on a consumer tracking database 
for those veterans who need case management. The Principal Behavioral Health Provider ensures the 
following requirements are fulfilled:  

(1) Regular contact is maintained with the veteran as clinically indicated as long as ongoing care is 
required.  

(2) A psychiatrist, or such other independent prescriber as satisfies the current requirements of the 
VHA Uniform Mental Health Services Handbook, reviews and reconciles each veteran’s 
psychiatric medications on a regular basis.  

(3) Coordination and development of the veteran’s treatment plan incorporates input from the 
veteran (and, when appropriate, the family with the veteran’s consent when the veteran 
possesses adequate decision-making capacity or with the veteran’s surrogate decision-maker’s 
consent when the veteran does not have adequate decision-making capacity).  

(4) Implementation of the treatment plan is monitored and documented. This must include tracking 
progress in the care delivered, the outcomes achieved, and the goals attained.  

(5) The treatment plan is revised, when necessary.  
(6) The principal therapist or Principal Behavioral Health Provider communicates with the veteran 

(and the veteran's authorized surrogate or family or friends when appropriate and when veterans 
with adequate decision-making capacity consent) about the treatment plan, and for addressing 
any of the veteran’s problems or concerns about their care. For veterans who are at high risk of 
losing decision-making capacity, such as those with a diagnosis of schizophrenia or 
schizoaffective disorder, such communications need to include discussions regarding future 
behavioral health care treatment (see information regarding Advance Care Planning Documents 
in VHA Handbook 1004.2).  
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(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran 
verbally consents to the treatment plan in accordance with VHA Handbook 1004.1, Informed 
Consent for Clinical Treatments and Procedures. If the Principal Behavioral Health Provider 
suspects the veteran lacks the capacity to decide about the mental health treatment plan, the 
provider must ensure the veteran’s decision-making capacity is formally assessed and 
documented. For veterans who are determined to lack capacity, the provider must identify the 
authorized surrogate and document the surrogate’s verbal consent to the treatment plan. 

 
Service Components for Children  
 
Please refer to Service Components for Adults.   
 
Evidence Based Practices for Adults 
 
Per the VHA Handbook, required evidence based practices include:  

• Evidence-based Psychotherapy for PTSD (Cognitive Processing Therapy (CPT) or Prolonged 
Exposure Therapy) 

• Evidence-based Psychotherapy for Depression and Anxiety Disorders (Cognitive Behavioral 
Therapy (CBT), Acceptance and Commitment Therapy (ACT), or Interpersonal Therapy) 

• Evidence-based Somatic Therapies (evidence-based pharmacotherapy) 
Please refer to the VA/DoD Clinical Practice Guidelines (http://www.healthquality.va.gov/index.asp) for 
additional recommended evidence based practices 
 
Evidence Based Practices for Children 
 
See Evidence Based Practices for Adults. 
 
Modality 
 
Intensive, community-based behavioral health care for members of the armed forces and veterans may 
be provided individually or in group. 
 
Setting 

 
Service settings shall be consistent with the VHA Uniform Mental Health Services Handbook. 
 
Admissions/Eligibility Criteria 
 
The CCBHC is responsible for providing intensive, community-based behavioral health care for certain 
members of the U.S. Armed Forces and veterans under the following circumstances:  

• Armed Forces members located 50 miles or more (or one hour’s drive time) from a Military 
Treatment Facility  

• veterans living 40 miles or more (driving distance) from a VA medical facility 

• veterans who decline VHA services 

• veterans who are ineligible for VHA services 

• as otherwise required by CCBHC certification criteria, or federal law  
 
Limitations/Exclusions 
 
N/A 
 
Certification/Provider Qualifications 
 

http://www.healthquality.va.gov/index.asp
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Based on the service needs of the individual, provider qualifications for this service shall be consistent 
with the other services in the CCBHC Scope of Services Provider Manual.  In addition, providers must 
adhere to the service-specific training requirements.    
 
Staffing Ratio/Case Limits 
 
N/A 
 
Staff Training Requirements 
 

(1) Any staff who is not a veteran has training about military and veterans’ culture in order to 
understand the unique experiences and contributions of those who have served their country.  

(2) All staff receives cultural competency training on issues of race, ethnicity, age, sexual orientation, 
and gender identity. 

(3) Staff must be trained in trauma-informed care.   
 
Billing Requirements 
 
Must meet Threshold visit. 

 

Appendix 
 

A. Staffing Guidelines: 
 

I. Professional staff means practitioners possessing a license or a permit from the New York State 
Education Department who are qualified by credentials, training, and experience to provide direct 
services related to the treatment of mental illness and substance use disorders and shall include 
the following:  
a. Certified Rehabilitation Counselor (CRC) is certified with a national Certified Rehabilitation 

Counselor (CRC) designation by The Commission on Rehabilitation Counselor Certification 
(CRCC) that sets the standard for quality rehabilitation counseling services in the United States 
and Canada.  All VR staff within the OASAS treatment provider system must adhere to the 

Code of Ethics set forth by the NYS Ethics Commission (http://www.nyintegrity.org/ ) and/ or 
the Commission on Rehabilitation Counselor Certification (CRCC) (www.crccertification.com 

) 
b. Creative arts therapist is an individual who is currently licensed as a creative arts therapist 

by the New York State Education Department or possesses a creative arts therapist permit 
from the New York State Education Department.  

c. Licensed practical nurse is an individual who is currently licensed as a licensed practical 
nurse by the New York State Education Department or possesses a licensed practical nurse 
permit from the New York State Education Department.  

d. Licensed psychoanalyst is an individual who is currently licensed as a psychoanalyst by the 
New York State Education Department or possesses a permit from the New York State 
Education Department.  

e. Licensed psychologist is an individual who is currently licensed as a psychologist by the New 
York State Education Department or possesses a permit from the New York State Education 
Department and who possesses a doctoral degree in psychology, or an individual who has 
obtained at least a master's degree in psychology who works in a federal, state, county or 
municipally operated clinic. Such master’s degree level psychologists may use the title 
“psychologist,” may be considered professional staff, but may not be assigned supervisory 
responsibility.  

http://www.nyintegrity.org/
http://www.crccertification.com/
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f. Marriage and family therapist is an individual who is currently licensed as a marriage and 
family therapist by the New York State Education Department or possesses a permit from the 
New York State Education Department.  

g. Mental health counselor is an individual who is currently licensed as a mental health 
counselor by the New York State Education Department or possesses a permit from the New 
York State Education Department.  

h. Nurse practitioner is an individual who is currently certified as a nurse practitioner by the New 
York State Education Department or possesses a permit from the New York State Education 
Department.  

i. Nurse practitioner in psychiatry is an individual who is currently certified as a nurse 
practitioner with an approved specialty area of psychiatry (NPP) by the New York State 
Education Department or possesses a permit from the New York State Education Department.  

j. Physician is an individual who is currently licensed as a physician by the New York State 
Education Department or possesses a permit from the New York State Education Department.  

k. Physician assistant is an individual who is currently registered as a physician assistant by the 
New York State Education Department or possesses a permit from the New York State 
Education Department.  

l. Psychiatrist is an individual who is currently licensed to practice medicine in New York State, 
who (i) is a diplomate of the American Board of Psychiatry and Neurology or is eligible to be 
certified by that Board, or (ii) is certified by the American Osteopathic Board of Neurology and 
Psychiatry or is eligible to be certified by that Board.  

m. Registered professional nurse is an individual who is currently licensed as a registered 
professional nurse by the New York State Education Department or possesses a permit from 
the New York State Education Department.  

n. Social worker is an individual who is either currently licensed as a licensed master social 
worker or as a licensed clinical social worker (LCSW) by the New York State Education 
Department, or possesses a permit from the New York State Education Department to practice 
and use the title of either licensed master social worker or licensed clinical social worker. 
 

II. Unlicensed Staff: 
a. Unlicensed staff must be at least 18 years of age and have a high school diploma or equivalent, 

and 1-3 years of relevant experience working with individuals with SUD disorders and/or SMI 
or a BA degree.   

b. A Certified Peer Specialist/Certified Recovery Peer Advocate, or equivalently qualified by 
education in the human services field or a combination of work experience and education, with 
one year of education substituting for one year of experience. A LMHP or QHP shall be 
available at all times to provide supervision, back up, support and/or consultation.  

c. Case manager/care coordinator staff that meet the qualifications and experience identified 
under unlicensed staff.  

Direct service staff should be appropriately licensed or credentialed, trained and experienced 
practitioners with appropriate skills for engaging family members; providing education about substance 
use disorder/mental illness and its treatment; possessing information on community resources; 
guidance on how to manage or cope with substance use disorder relapse, maladaptive behaviors; 
emotional support and counseling; crisis planning/intervention; and problem solving skills training.  
 

III. Certified Peer:  
a. OMH-certified Peer Specialist 
b. OASAS-certified Recovery Peer Advocate 

OMH and OASAS certification programs are separate. Though OMH uses the Academy of Peer Support 
for training that is NOT the certification program. OMH peers must be certified by The New York Peer 
Specialist Certification Board (http://nypeerspecialist.org/  ) The OMH certification has minimal training on 
SUD issues. Likewise, the OASAS process has minimal training on mental health issues. For this reason, 

http://nypeerspecialist.org/
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best practice would be for a peer specialist to have the certification that aligns with the type of program that 
are working in. If the program is an SUD program, then they should have the OASAS certification. If it is a 
mental health program, then they should have the OMH certification. For those working with the dually 
diagnosed population, it is recommended that they have both certifications to be fully prepared to serve the 
populations of that program. 
 
OASAS Requirements: 
Certified Recovery Peer Advocate  
The Alcoholism and Substance Abuse Providers of New York State (ASAP) New York Certification Board 
Requirements:  
o 46 hours of training specific to the Peer Recovery (PR) domains: 

▪ Advocacy – 10 hours 
▪ Mentoring & Education – 10 hours 
▪ Recovery & Wellness – 10 hours 
▪ Ethical Responsibility – 16 hours 

o Hold a high school diploma or jurisdictionally certified high school equivalency 
o 500 hours of volunteer or paid work experience specific to the PR domains 
o 25 hours of supervision specific to the PR domains. Supervision must be provided by a qualified 

supervisor 
o Pass the NYCB/IC&RC Peer Recovery Exam 

 
Additional New York Certification Association (NYCA) Requirements: 

• Lived Experience-Lived experience as a peer and/or an individual in recovery is critical to the role of a 
Certified Recovery Peer Advocate.  

• All training must have been completed within the last 5-years.  

• Related Work Experience 
o 500 hours of related experience for the following applicants: Individual’s holding a bachelor’s 

degree or credentialed as a CASAC, CASAC-T, CASAC-G, Prevention Professional, Prevention 
Specialist, or Recovery Coach Academy graduates. 

o 1,000 hours of related experience for all other applicants. 
o All experience must have been gained within the last 5-years.  
o On-the-Job Supervision-25 hour’s total, A minimum of 4 hours of supervision per performance 

domain must be documented. Remaining hours may be allocated across any performance domain. 
All supervision must have been received within the last 5-years. 

• Recommendations: 
o 1 professional letter of recommendation for certification. 
o 1 character reference letter of recommendation for certification. 

• Certified Recovery Peer Advocate Certification Exam (required) 

• Criminal Background: Must have a clean criminal history for a minimum of 3-years prior to application 
for certification, including release from all sanctions.  

• Must read and sign an attestation agreeing to comply with the NYCA Code of Ethical & Professional 
Conduct. 

 
IV. State Credentialed Staff:  

a. CASAC: Staff person who holds a credential by the Office of Alcohol and Substance Abuse as 
a Credentialed Alcohol and Substance Abuse Counselor. 

b. CASAC-T:  Staff person who holds a credential by the Office of Alcohol and Substance Abuse 
as a Credentialed Alcohol and Substance Abuse Counselor-in-training. 

 
V. Other Credentialed Staff: 

Certified Psychiatric Rehabilitation Practitioner (CPRP): Staff person who holds a credential 
from the Psychiatric Rehabilitation Association as a practitioner working within the adult mental 
health system. 

http://www.psychrehabassociation.org/certification/cprp-certification
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VI. Licensed Occupational Therapist & Occupational Therapy Assistant 

a. Occupational Therapist is an individual who is currently licensed as an occupational 
therapist by the New York State Education Department. 

b. An Occupational Therapy Assistant is an individual who is currently licensed by the New 
York State Education Department. 

 

B. CCBHC Evidence Based Practices 

 
Required EBPs: 

1. Integrated Treatment for Co-Occurring Disorders  
Integrated Treatment is an evidence-based practice in which the same clinician or team of 
clinicians, working in one setting, provide appropriate mental health and substance use 
interventions in a coordinated fashion. Treatment planning considers stages of change/treatment 
and client choice in developing an individualized treatment plan. Services include screening, 
assessment, assertive outreach, health promotion, pharmacological treatment, counseling, group 
treatment, family psycho-education, and self-help groups. The benefits of treating both disorders 
together are well documented, with most individuals receiving Integrated Treatment achieving 
abstinence or substantially reducing harm from substance use and reporting improvements in 
independent living, control of symptoms, and competitive employment. 
 

2. Screening, Brief Intervention, and Referral to Treatment (SBIRT)  
SBIRT is an evidence-based practice used to identify individuals who use alcohol and other drugs 
at risky levels with the goal of reducing and preventing related negative health consequences, 
disease, accidents, and injuries. Using valid and reliable instruments that are easy to score, 
Screening provides specific information about an individual’s substance use. Brief Intervention is 
a time limited, client-centered discussion that aims to change an individual’s behavior by 
increasing insight and awareness of his or her substance use. Referral to Treatment, a more 
advanced treatment option, involves referring an individual to a higher level of care that is most 
often provided at specialized substance use treatment programs.  
 

3. Cognitive Behavioral Therapy  
Cognitive Behavioral Therapy (CBT) focuses on connections between thoughts, feelings and 
beliefs and teaches techniques to reduce behavioral symptoms including: depression, anxiety, 
and urges and cravings to use substances. Evidence supports the effectiveness of cognitive 
behavioral therapies across the broad range of behavioral health disorders that CCBHCs are 
expected to treat. 
 

4. Medication Assisted Treatment (MAT)  
Medication Assisted Treatment (MAT) uses medication, in combination with counseling and 
behavioral therapies, to treat people with severe addictions. Medications can reduce the cravings 
and other symptoms associated with withdrawal from a substance by occupying receptors in the 
brain associated with using that drug (agonists or partial agonists), block the rewarding sensation 
that comes with using a substance (antagonists), or induce negative feelings when a substance is 
taken. MAT has been primarily used for the treatment of opioid use disorder but is also used for 
alcohol use disorder and the treatment of some other substance use disorders.  
 

5. Motivational Interviewing  
Motivational Interviewing is a clinical approach that helps people with mental health and substance 
use disorders and other chronic conditions such as diabetes, cardiovascular conditions, and 
asthma make positive behavioral changes to support better health. The approach upholds four 
principles— expressing empathy, developing discrepancy, rolling with resistance, and supporting 
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self-efficacy. Motivational Interviewing is an effective approach for integrated settings as it can 
target a broad range of behaviors. 
 

6. Individual Placement and Support (IPS) 
IPS is an evidence based practice of supported employment. It consists of intensive employment 
supports that enable individuals for whom competitive employment at or above the minimum 
wage is unlikely, absent the provision of supports, and who, because of their clinical and 
functional needs, require supports to perform in a regular work setting. 
 

7. Family Psychoeducation 
Family Psychoeducation fosters a partnership between the service recipient, their family, and 
clinician to support mental health treatment and recovery.  Evidence shows that individuals who 
participate in Family Psychoeducation experience fewer relapses and hospital readmissions. 
Moreover, families report greater knowledge of serious mental illnesses and less stress, 
confusion, and isolation. 
 

8. Evidence-based Psychotherapy for PTSD 
According to the VHA Handbook, all veterans with PTSD must have access to evidence-based 
Psychotherapy for PTSD. Therapies include Cognitive Processing Therapy (CPT) or Prolonged 
Exposure Therapy.   
 

9. Evidence-based Psychotherapy for Depression and Anxiety Disorders  
According to the VHA Handbook, all veterans with depression or anxiety disorders must have 
access to evidence-based psychotherapy for depression and anxiety disorders. Therapies include 
Cognitive Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), or 
Interpersonal Therapy. 
 

10. Evidence-based Somatic Therapies (evidence-based pharmacotherapy) 
According to the VHA Handbook, all veterans with depression or anxiety disorders must have 
access to evidence-based psychotherapy for depression and anxiety disorders. Therapies include 
Cognitive Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), or 
Interpersonal Therapy. 

 
Additional Recommended EBPs Include:  

1. Crisis Intervention Team (CIT) Model 
2. Dialectical Behavior Therapy (DBT) 
3. First episode early intervention for psychosis (OnTrackNY) 
4. Multi-Systemic Therapy 
5. Assertive Community Treatment (ACT)  
6. Therapeutic foster care 
7. Motivational Enhancement Therapy 
8. Treatment for Post-Traumatic Stress Disorder (PTSD) 
9. Functional Family Therapy 
10. Multi-Systemic Therapy 
11. Twelve Step Facilitation Therapy 
12. Matrix Model 
13. Supported Employment 
14. Supported Housing 
15. Illness Management and Recovery 
16. Cognitive Management 
17. Behavioral Couples Therapy 
18. Cognitive Therapy for Suicide Prevention 
19. Seven Challenges 
20. Multi-Dimensional Family Therapy 
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21. Wellness Management and Recovery (WMR) 
22. Community Wrap around Services for Children and Youth; and specialty clinical 

interventions to treat mental health and substance use disorders experienced by youth 
(including youth in foster care placement). 

 
 
 

C.  Guidance on State Sanctioned Crisis Behavioral Health Programs 

Definition  

A Certified Community Behavioral Health Clinic (CCBHC) State Sanctioned Crisis Behavioral Health 
Program is defined as a Crisis Behavioral Health provider given official designation by New York State.  
All programs entering into a Designated Collaborating Organization (DCO) agreement with a CCBHC to 
provide all or part of the CCBHC Crisis Behavioral Health Service components must seek designation as 
a CCBHC State Sanctioned Crisis Behavioral Health Program.  

Designation Process 

To qualify for CCBHC State Sanctioned Designation, a Crisis Behavioral Health program must be 
established by State law, regulation, or otherwise authorized by a state agency. Potential examples 
include: programs that are a part of a Local Government Unit Crisis Plan, Comprehensive Psychiatric 
Emergency Program (CPEP), and approved Delivery System Reform Incentive Payment (DSRIP) crisis 
services. 

Potential DCOs will apply for CCBHC State Sanctioned Designation through the submission of the 
respective CCBHC’s plan to provide CCBHC Crisis Behavioral Health Services.  The CCBHC Crisis 
Behavioral Health Services Plan will be part of the CCBHC certification process and designed by the 
CCBHC and the DCOs they are contracting with to demonstrate that they have the organizational 
capacity and culture to provide one or more of the required CCBHC Crisis Behavioral Health Service 
components.  CCBHC Crisis Behavioral Health Services Plans will be reviewed based on staff 
qualifications, organizational experience, capacity to provide services to identified CCBHC coverage area 
and ability to meet the criteria. 

DCO Agreements with Designated State Sanctioned Crisis Behavioral Health Programs 

CCBHCs have the option to contract with multiple designated State Sanctioned Crisis Behavioral Health 
programs –also known as a State Sanctioned Crisis Behavioral Health Network- to ensure an appropriate 
level and continuum of care. State Sanctioned Crisis Behavioral Health Networks may be appropriate to 
ensure appropriate coverage across a CCBHCs catchment area or for providing population-specific crisis 
services such as: adults, children, mental health, substance use, etc.   

In the event that the Designated State Sanctioned Crisis Behavioral Health Programs do not provide all 
service components, the contracting CCBHC must build capacity to meet the remaining components to 
provide 24 hour, 365 day per year coverage, delivered within three hours.  Please note that NYS requires 
all CCBHC’s to directly provide Ancillary Withdrawal Management services.  The CCBHC may utilize 
DCO agreements for all other levels of care related to Withdrawal Management/Detoxification services in 
their Crisis plan.  

If CCBHC crisis behavioral health service provision is divided among multiple entities (Designated State 
Sanctioned Crisis Behavioral Health program and/or CCBHC) the roles and responsibilities for meeting all 
CCBHC crisis behavioral health service criteria must be thoroughly outlined in the CCBHC Crisis 
Behavioral Health Services Plan and DCO contract(s).  Moreover, if multiple CCBHCs are utilizing the 
same Designated State Sanctioned Crisis Behavioral Health Program for service provision, it is the 
responsibility of the CCBHCs and Designated State Sanctioned Crisis Behavioral Health Program to 
negotiate an appropriate referral process and to determine appropriate coverage capacity needs.  
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D.  Recommended Screening Tools 

Children Adults 

Patient Health Questionnaire (PHQ-9): 
modified is a common, validated screening tool to 
identify depression, that was modified for 
adolescents 
AUDIT is a validated screening tool used to 
identify unsafe alcohol consumption. It is available 
in a modified three item questionnaire: AUDIT-C. 
CAGE AID is a screening tool validated to screen 
for drug and alcohol use. 
The Columbia-Suicide Severity Rating Scale 
(C-SSRS) is a screening tool used for suicide 
assessment. It is available in 114 different 
languages.   
Child and Adolescent Needs and Strengths 
(CANS) is a comprehensive multisystem 
assessment used for children and adolescents.   
Beck Anxiety Inventory is a self-report tool used 
to evaluate anxiety symptoms.   
Beck Depression Inventory is a self-report tool 
used to evaluate depression symptoms.   
The CRAFFT is an alcohol and drugs screening 
tool recommended for youth ages of 14-21. 
Screening to Brief Intervention (S2BI) is an 
alcohol and drugs screening tool recommended 
for youth ages of 12-17. 
NIAAA Alcohol Screening and Brief 
Intervention for Youth is an intervention 
recommended for youth ages of 9-18. 
Adverse Childhood Experiences (ACE) screens 
for a history of trauma.   
 

Patient Health Questionnaire (PHQ-9) is a 
common, validated screening tool to identify 
depression. It is available in Spanish, as well as in 
a modified two item questionnaire: PHQ-2.   
Generalized Anxiety Disorder 7- Item (GAD-7) 
is a common, validated screening tool used in the 
assessment for anxiety.   
AUDIT is a validated screening tool used to 
identify unsafe alcohol consumption. It is available 
in a modified three item questionnaire: AUDIT-C. 
Patient Stress Questionnaire is a tool adapted 
from the PHQ-9, GAD-7, PC-PTSD, and AUDIT 
and used to screen for behavioral health 
symptoms.  
CAGE AID is a screening tool validated to screen 
for drug and alcohol use. 
DAST-10 is a self-report tool used to evaluate 
drug use.  
The Columbia-Suicide Severity Rating Scale 
(C-SSRS) is a screening tool used for suicide 
assessment. It is available in 114 different 
languages.   
Primary Care PTSD Screen (PC-PTSD) is 
screening tool currently used by the VA to identify 
PTSD in veterans.   
PTSD Checklist (PCL-C) is checklist used to 
screen for PTSD in civilians (non-military). 
Disability Assessment Schedule (WHODAS) is 
an assessment instrument for functioning, 
disability, and health. It is available in 60 different 
languages.  
NYS Community Mental Health (CMH) 
Assessment 
Beck Anxiety Inventory is a self-report tool used 
to evaluate anxiety symptoms.   
Beck Depression Inventory is a self-report tool 
used to evaluate depression symptoms.   
  Adverse Childhood Experiences (ACE) 
screens for a history of trauma.   

 
 
E. American Society of Addiction Medicine (ASAM) and NYS LOCADTR Crosswalk 

and Justification 

The criteria for Ambulatory and Medical Detoxification set forth by SAMHSA (criteria 4.c.1) refers to the 
revised American Society of Addiction Medicine (ASAM) criteria and levels of Withdrawal Management for 
Adults, however, since the ASAM criteria did not align with New York State specific levels of care, the 
LOCADTR 3.0 was developed and must be utilized in New York State when making LOC determinations 
for Substance Use Disorder services.   

http://www.integration.samhsa.gov/images/res/8.3.4%20Patient%20Health%20Questionnaire%20(PHQ-9)%20Adolescents.pdf
http://www.integration.samhsa.gov/images/res/8.3.4%20Patient%20Health%20Questionnaire%20(PHQ-9)%20Adolescents.pdf
http://www.integration.samhsa.gov/AUDIT_screener_for_alcohol.pdf
http://www.integration.samhsa.gov/images/res/tool_auditc.pdf
http://www.integration.samhsa.gov/images/res/CAGEAID.pdf
http://www.integration.samhsa.gov/clinical-practice/Columbia_Suicide_Severity_Rating_Scale.pdf
http://www.integration.samhsa.gov/clinical-practice/Columbia_Suicide_Severity_Rating_Scale.pdf
https://www.omh.ny.gov/omhweb/resources/publications/cans/cans_manual.pdf
https://www.omh.ny.gov/omhweb/resources/publications/cans/cans_manual.pdf
http://www.integration.samhsa.gov/images/res/PHQ%20-%20Questions.pdf
http://www.integration.samhsa.gov/clinical-practice/GAD708.19.08Cartwright.pdf
http://www.integration.samhsa.gov/AUDIT_screener_for_alcohol.pdf
http://www.integration.samhsa.gov/images/res/tool_auditc.pdf
http://www.integration.samhsa.gov/Patient_Stress_Questionnaire.pdf
http://www.integration.samhsa.gov/images/res/CAGEAID.pdf
http://www.emcdda.europa.eu/attachements.cfm/att_61480_EN_DAST%202008.pdf
http://www.integration.samhsa.gov/clinical-practice/Columbia_Suicide_Severity_Rating_Scale.pdf
http://www.integration.samhsa.gov/clinical-practice/Columbia_Suicide_Severity_Rating_Scale.pdf
http://www.integration.samhsa.gov/clinical-practice/PC-PTSD.pdf
http://www.integration.samhsa.gov/clinical-practice/Abbreviated_PCL.pdf
http://www.who.int/classifications/icf/whodasii/en/
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Below is a brief description of the LOCADTR, which includes a crosswalk with ASAM levels of Withdrawal 
Management.  Although there is not complete alignment with the recommended ASAM levels of care, 
NYS feels that the Withdrawal Management services that are currently available and accessible meet the 
requirements of CCBHCs and respond to the needs of individuals in our state.  
 
What is the LOCADTR 3.0? 
LOCADTR is a clinical tool, used in conjunction with a full assessment of an individual presenting for 
Substance Use Disorder treatment. The purpose of the LOCADTR is to determine the most appropriate 
recommended level of care based on the clinician’s answers to the individual’s risks and resources. No 
tool can replace clinical judgment and there is an option within the tool to override the recommended level 
of care based on clinical judgment. 
 
Why was the LOCADTR 3.0 developed? 
The Office of Alcoholism and Substance Abuse Services (OASAS) recognizes the value in using a 
common assessment tool across all regions and entities so that all decision making is based on the best 
clinical evidence for level of care available. The goal should always be to provide care at the right time, in 
the right setting, and for the right duration and intensity. To address these goals, a process was 
undertaken to ensure that such tool is available to all NYS substance abuse treatment providers and 
referring entities. 
OASAS convened a Clinical Advisory Panel in 2012. The purpose of this panel was to provide 
recommendations for implementing a standard level of care tool. The Panel acknowledged that accessing 
the most clinically appropriate level of care in substance use disorder (SUD) services was essential in 
providing safe and effective SUD treatment. The Panel also recognized that it was crucial to identify one 
tool that utilized a client-centered approach to assessing level of care need to ensure the use of 
consistent standards across the state. The Panel explored all level of care assessment tools that were 
available at the time. After examination of these tools, the Panel determined that OASAS should revise 
the LOCADTR 2.0 to include two things:  
1) New York specific levels of care; and,  
2) The New York State recovery vision that was based on both risk of harm from substance use 
and individual resources that support recovery goals in the community  
 
As a result, a workgroup was formed to create a tool that met the following goals:  

• User-friendly: The ability to be completed in minutes using a modern, intuitive web-based 
platform; 

• Patient-centered: Based on an individualized clinical assessment 

• Recovery-oriented: Inclusion of recovery concepts and encourage the use of community and 
family supports 

• Least restrictive: Logic supports the principle of treating as close to the individual’s community 
as is clinically appropriate 

• Relevance: Include Levels of Care known and understood in New York 

• Reliability: Predictably and accurately recommends the best level of care 

• Credibility: Managed care plans and SUD treatment providers accept the tool and agree that 
there is evidence to support the tool 

• Clinical Support: Provides information to clinicians to support the level of care decisions which 
are understood by payers and auditors.  

 
Who can use the LOCADTR?  
The LOCADTR requires the clinical staff person to complete an assessment of an individual’s presenting 
issues, history, medical, mental health, risk and resource information, and to make clinically informed 
decisions in order to answer the questions. Staff who are working in an SUD setting with appropriate 
supervision within the scope of their practice can use the LOCADTR to make level of care 
recommendations. Medical staff is required to complete the crisis decision tree where there is a potential 
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for serious or life threatening withdrawal to occur. The recommendation for clinical detoxification 
should always be made by medical staff working within their scope of practice. Where the history 
includes frequent use of a substance, in large amounts over a significant period of time including the past 
several days that is likely to cause serious withdrawal (e.g. alcohol, benzodiazepines, barbiturates), the 
patient should be evaluated by a program medical staff person, or be referred to a medical staff person or 
emergency room to assess the need for medical withdrawal management.  
ASAM Crosswalk with OASAS Levels of Care  
The standard instrument used in NYS is LOCADTR 3.0 which defines appropriate placement of clients 
into approved NYS LOCs. These LOCs are consistent with ASAM LOCs. However, there are New York 
State specific level of care attributes. Entities insuring patients in NYS will need to comply with NYS 
specific LOCs. This table provides a listing of OASAS certified programs; the applicable authorizing New 
York State program regulation; and where appropriate, a cross walk to an ASAM level of care. 
 

 
OASAS Program Type  

 
New York State Regulation  

 
ASAM  

 
Outpatient  

Outpatient Clinic  Title 14 NYCRR Part 822  Level I (also Level 1-WM, 
contingent on program 
designation to provide ancillary 
withdrawal services) 

Outpatient Day Rehabilitation  Title 14 NYCRR Part 822  Level 2.5  

Intensive Outpatient  Title 14 NYCRR Part 822  Level 2.I  

Opioid Treatment Programs  Title 14 NYCRR Part 822  Level I  

Medically Supervised Outpatient 
Withdrawal  

Title 14 NYCRR Part 822  Level 2-WM  

Clinical Services in a Residential Setting  

Stabilization Services in a 
Residential Setting  

Title 14 NYCRR Part 820  Level 3.5  

Rehabilitation Services in a 
Residential Setting  

Title 14 NYCRR Part 820  Level 3.3  

Reintegration in a Residential 
Setting.  

Title 14 NYCRR Part 820  Level 3.1  

Inpatient  

Medically Managed Inpatient 
Detoxification  

Title 14 NYCRR Part 816  Level 4-WM  

Medically Supervised Inpatient 
Detoxification  

Title 14 NYCRR Part 816  Level 3.7-WM  

Inpatient Treatment and 
Residential Rehabilitation for 
Youth  

Title 14 NYCRR Part 818  Level 3.7 
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II. CCBHC Claims Processing Clarification 

 

The following contains clarification/guidance regarding appropriate claims processing for the thirteen 

(13) providers that are providing CCBHC Demonstration services under rate code 1147. This information 

was previously shared by e-mail to the MCO/CCBHC Workgroup on August 11th 2017. Please review 

your procedures to ensure the following points are being properly addressed within your processes. 

Medicaid Managed Care Organizations (MCOs) should be aware of the following: 

 

• Providers must bill the eMedNY system for all Medicaid claims for services covered by the 

CCBHC demonstration using rate code 1147. 

 

• All claims for services delivered Child Health Plus (CHP) plans are not impacted by the CCBHC 

Demonstration.  Services provided to individuals enrolled in CHP must be paid in accordance 

with the “routine” processes used prior to July 1, 2017.  Several providers have advised that 

MCOs have rejected their claims, and advised “to bill the service to Medicaid”, which is not 

possible as the individuals enrolled in CHP are not covered by Medicaid.  Only Medicaid (MMC, 

HARP, FIDA and PACE are impacted by the “carve-out” of CCBHC from Medicaid Managed 

Care. 

 

• MCOs should not disallow claims solely based on the provider/location previously identified as 

part of the CCBHC Demonstration.  Some providers may still bill the MCO for non-CCBHC 

Demonstration services from these locations, which the MCO would be responsible to adjudicate 

for payment. 

 

• MCOs should not disallow claims solely based on the CPT/HCPCS Codes contained in the 

CCBHC CPT Crosswalk, as these codes may be used for billing non-CCBHC services, which the 

MCO would be responsible to adjudicate for payment. 

 

• The administration of Methadone and buprenorphine in OTPS is not included in the CCBHC 

demonstration, and is not “carved-out” of Medicaid Managed Care, even if provided by an 

organization that is a CCBHC.  Any claims received by the MCO using H0020; H0033 and Rate 

Codes 1564 or 1567 are not carved out, and the MCO remains responsible for adjudication of the 

claim for payment.  
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III. Allowable Co-Enrollment of CCBHC Services and SPA / HCBS Grids 
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IV.  Medicaid Procedure Codes for CCBHC Demonstration Services 
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V. CCBHC / MCO Care Coordination Workflow 

 

• The managed care organization (MCO) receives notification from the inpatient facility of 

an admission. 

o Emergent admission  24 hours 

o Elective admission 48  hours 

o SUD detox  48 hours 

▪ Note plan time frames may vary slightly  

 

• Inpatient provider creates s a treatment plan for inpatient stay 

o Current issue leading to admission 

o Other issues to address while in the program 

o Begin a discharge plan which is focused on current needs and prior 

treatment/social support  experiences 

o Provide LOCADTR for SUD admission 

 

• Concurrent review continues throughout the stay 

o Time between reviews is based on clinical need and expectation 

o Refining discharge plan a core part of each review 

o Relevant clinical information is shared ie. history of diagnoses (medical and BH), 

history of treatment, outpatient provider(s), treatment in CCBHC, Health Home 

eligibility/enrollment status/contact info 

 

• On day of discharge facility is expected to notify MCO of discharge 

o Including but not limited to updated demographics, detailed information on the 

follow appointment(s) (BH and PH), dc meds 

 

• MCO Case management is a part of all initial post hospital follow up 

o Focuses on engaging in ongoing outpatient care 

o Addresses gaps in care both general medical and behavioral  

o Coordinates with community based care management if applicable (HH) 

o Care management areas of focus 

▪ Ensuring member engages with behavioral health provider 

▪ Works to connect member with PCP for general medical follow up (At 

least 50-60% of these members have unmet needs) – this may also involve 

engaging an MCO general medical case manager 

▪ Promotes connectivity to community and social service agencies 

 

• Post discharge outreach 

o Member of the MCO case management team outreaches member in order to 

▪ Ensure member know about their first follow up appointment and can get 

there 

▪ Work to ensure providers are updated as to status of member  
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• Post discharge MCO case management 

o Length of involvement will depend on ongoing need, risk stratification of member 

and level of their engagement with community providers 

o There is no specific time frame but MCOs should have criteria for continuation or 

discontinuation of case management 

 

• CCBHC specific items 

o The above to management of all inpatient admissions 

o Key goal for members seen in CCBHC is that they re-connect with 

CCBHCMCOs and CCBHCs along with OMH support need to maintain as up to 

date as possible rosters of members being treated in CCBHC 

 

• CCBHC member admitted 

o Processes above are the same 

o MCO will notify IP facility of member’s connection to CCBHC 

MCO will work with IP facility and CCBHC to connect the 2 groups to jointly 

develop a discharge plan 

o Coordination of plan and ensuring care gaps are a part of the plan is a function of 

the MCO 

o Working alongside the CCBHC MCO and CCBHC will decide how case 

management will be done (CCBHC will provide or MCO) 

o MCO CM will remain engaged until there is evidence of member’s reconnection 

to CCBHC 

o MCO may choose to have processes in place within or outside CCBHC to ensure 

a clinical visit occurs within 7 days  and 30 days of discharge 

o If Health Home Care manager is involved, MCO will include HHCM in all 

coordination activities 
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VI. CCBHC OASAS / OMH Joint Consent to Release Information Form 
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VII. CCBHC Fee for Service Complaints Workflow 

 

• A member writes a letter or calls a managed care plan’s member services hotline to 

advise they would like to initiate a complaint. The complaint is initiated and pertinent 

member information is gathered. 

 

• The plan assesses if the complaint is ‘access to care,’ ‘quality of care,’ or 

‘administrative’ in nature.  

 

• If the member’s complaint is related to ‘access to care’ then the plan should offer 

information on referrals to alternative in-network providers to access the requested 

services.  

 

• If the member’s complaint relates to a service covered by the plan then the complaint 

should be transferred to the plan’s internal quality or complaints divisions to be further 

investigated.  

 

• If the member’s complaint relates to a non-covered service (which the CCBHC services 

currently are under the 1147 rate code) then the misdirected FFS complaint should be re-

directed to the DOH Consumer Helpline (1-800-541-2831). The plan will then document 

the complaint was re-directed to DOH and that no further action is required on behalf of 

the plan. 

 

• Once DOH receives the complaint, either via a warm call transfer from the plan or the 

client calling the Helpline directly, the Helpline associate should follow standard 

procedures to initiate the complaint.  

 

• The Helpline associate should assess if the complaint is primarily regarding a substance 

abuse service or a mental health service then warm transfer the call to the respective 

governing agency (OASAS at 518-473-3460 or OMH at 1-800-597-8481). Since the 

CCBHC clinics are IOS licensed if the Helpline associate is not able to determine the 

nature of the complaint then the call should be transferred to OMH to further investigate. 

The Helpline associate will then document the complaint was re-directed to OASAS or 

OMH and that no further action is required on behalf of DOH. 

 

• Once the OASAS or OMH customer service unit receives the complaint, either via a 

warm call transfer from DOH or the client calling the customer service unit directly, the 

customer service associate should follow standard procedures to initiate and process the 

complaint.  

 

• If the complaint is relevant to the CCBHC, either due to the client identifying the service 

as a CCBHC service or because the service was provided at a CCBHC demonstration 

site, the OASAS or OMH customer service representative should inform the CCBHC 
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OMH staff (led by Don Zalucki) as the complaint information may need to be included 

into the CCBHC demonstration data reporting. 

 

• If the client advises they were directed to call OASAS or OMH by their managed care 

plan then the OASAS or OMH customer service associate should also communicate the 

resolution of the complaint to the client’s managed care plan in order to complete the 

chain of communication. 
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VIII. Specifications for DOH Fee-for-Service Claims Data Report 
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IX. CCBHC Site Locations 
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X. MCO FAQ Document 
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	e. Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
	e. Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
	e. Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
	e. Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
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	g. Psychiatric rehabilitation services 
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	h. Peer support and counselor services and family supports 
	h. Peer support and counselor services and family supports 
	h. Peer support and counselor services and family supports 
	h. Peer support and counselor services and family supports 
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	i. Intensive, community-based behavioral health care for members of the armed forces and veterans 
	i. Intensive, community-based behavioral health care for members of the armed forces and veterans 
	i. Intensive, community-based behavioral health care for members of the armed forces and veterans 
	i. Intensive, community-based behavioral health care for members of the armed forces and veterans 
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	Figure
	 
	 
	New York State (NYS) is pleased to release the Certified Community Behavioral Health Clinic (CCBHC) Scope of Services Provider Manual to be used for participation in the National program demonstration of CCBHC. The Scope of Services required by NYS complies with the CCBHC Criteria published by the Substance Abuse and Mental Health Services Administration (SAMHSA), and will be available under the State Medicaid program, and reimbursed for under a Prospective Payment System (PPS) methodology for community beh
	 
	As a part of a collaborative effort, the NYS Office of Mental Health (OMH), Office of Alcoholism and Substance Abuse (OASAS), Department of Health (DOH), and community stakeholders developed the CCBHC Scope of Services Provider Manual to improve the State’s behavioral health system, by:  
	• Addressing unmet needs identified though comprehensive community needs assessments;  
	• Addressing unmet needs identified though comprehensive community needs assessments;  
	• Addressing unmet needs identified though comprehensive community needs assessments;  

	• Increasing the accessibility and availability of person-centered, trauma-informed, culturally competent, and recovery-oriented services;  
	• Increasing the accessibility and availability of person-centered, trauma-informed, culturally competent, and recovery-oriented services;  

	• Enhancing statewide care coordination efforts;  
	• Enhancing statewide care coordination efforts;  

	• Requiring nationally recognized evidence based practices.   
	• Requiring nationally recognized evidence based practices.   


	 
	The CCBHC Scope of Services Provider Manual describes the basic service provision requirements for all CCBHCs certified by NYS, and outlines the following: 
	• Service Definitions and Components Across the Lifespan 
	• Service Definitions and Components Across the Lifespan 
	• Service Definitions and Components Across the Lifespan 

	• Provider Qualifications and Training Requirements  
	• Provider Qualifications and Training Requirements  

	• Required and Recommended Evidence Based Practices 
	• Required and Recommended Evidence Based Practices 

	• Allowable Modes and Settings for Service Delivery 
	• Allowable Modes and Settings for Service Delivery 

	• Admissions/Eligibility Criteria 
	• Admissions/Eligibility Criteria 

	• Limitations/Exclusions 
	• Limitations/Exclusions 

	• Billing Requirements 
	• Billing Requirements 


	 
	Questions or comments pertaining to the NYS CCBHC Scope of Services Provider Manual may be directed to 
	Questions or comments pertaining to the NYS CCBHC Scope of Services Provider Manual may be directed to 
	CCBHC@omh.ny.gov
	CCBHC@omh.ny.gov

	. 

	 
	 
	 
	 
	Values/Core Principles 
	  
	Figure
	In an effort to enhance New York’s behavioral health system and uphold the spirit of the Certified Community Behavioral Health Clinic program, the CCBHC Scope of Services Provider Manual has been developed based on the following values and core principles:  
	• Person-Centered Care: Person-centered care involves the individual seeking services to the maximum extent possible, reflecting the individual’s goals, and emphasizing shared decision-making approaches that empowers, provide choice, and minimize stigma.  Services should be self-directed, include family members and other key natural supports -based in the individual’s wishes, emphasize wellness and attention to the person’s overall well- being, and promote full community inclusion. 
	• Person-Centered Care: Person-centered care involves the individual seeking services to the maximum extent possible, reflecting the individual’s goals, and emphasizing shared decision-making approaches that empowers, provide choice, and minimize stigma.  Services should be self-directed, include family members and other key natural supports -based in the individual’s wishes, emphasize wellness and attention to the person’s overall well- being, and promote full community inclusion. 
	• Person-Centered Care: Person-centered care involves the individual seeking services to the maximum extent possible, reflecting the individual’s goals, and emphasizing shared decision-making approaches that empowers, provide choice, and minimize stigma.  Services should be self-directed, include family members and other key natural supports -based in the individual’s wishes, emphasize wellness and attention to the person’s overall well- being, and promote full community inclusion. 

	• Recovery-Oriented:  Recovery oriented services should incorporate “a process of change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their full potential.” Guiding principles of recovery include: • Hope • Person-driven • Many pathways • Holistic • Peer support • Relational • Culture • Addresses trauma • Strengths/responsibility • Respect (Substance Abuse and Mental Health Services Administration [2012]). 
	• Recovery-Oriented:  Recovery oriented services should incorporate “a process of change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their full potential.” Guiding principles of recovery include: • Hope • Person-driven • Many pathways • Holistic • Peer support • Relational • Culture • Addresses trauma • Strengths/responsibility • Respect (Substance Abuse and Mental Health Services Administration [2012]). 

	• Culturally and Linguistically Competent:  Services should be respectful of and responsive to the values and needs of an individual, and contain a wide range of expertise in treating and assisting individuals with Serious Mental Illness (SMI) and Substance Use Disorder (SUD) in a manner responsive to cultural and linguistic diversity. 
	• Culturally and Linguistically Competent:  Services should be respectful of and responsive to the values and needs of an individual, and contain a wide range of expertise in treating and assisting individuals with Serious Mental Illness (SMI) and Substance Use Disorder (SUD) in a manner responsive to cultural and linguistic diversity. 

	• Evidence-Based:  Services should utilize evidence-based practices where appropriate and provide or enable continuing education activities to promote uptake of these practices.  
	• Evidence-Based:  Services should utilize evidence-based practices where appropriate and provide or enable continuing education activities to promote uptake of these practices.  

	• Trauma-Informed: Trauma-informed services are based on an understanding of the vulnerabilities or triggers experienced by trauma survivors that may be exacerbated through traditional service delivery approaches so that these services and programs can be more supportive and avoid re-traumatization.  All programs should engage all individuals with the assumption that trauma has occurred within their lives.  (SAMHSA, 2014) 
	• Trauma-Informed: Trauma-informed services are based on an understanding of the vulnerabilities or triggers experienced by trauma survivors that may be exacerbated through traditional service delivery approaches so that these services and programs can be more supportive and avoid re-traumatization.  All programs should engage all individuals with the assumption that trauma has occurred within their lives.  (SAMHSA, 2014) 

	• Coordination and Collaboration: Care coordination activities should be the foundation of the CCBHC, along with efforts to foster individual responsibility for health awareness.  These characteristics should guide all aspects of treatment and rehabilitation to support effective partnerships among the individual, family and other key natural supports and service providers.  Services should be integrated- addressing both physical and behavioral health needs of individuals.  
	• Coordination and Collaboration: Care coordination activities should be the foundation of the CCBHC, along with efforts to foster individual responsibility for health awareness.  These characteristics should guide all aspects of treatment and rehabilitation to support effective partnerships among the individual, family and other key natural supports and service providers.  Services should be integrated- addressing both physical and behavioral health needs of individuals.  

	• Accessible and Available:  Services should be flexible and mobile, and adapt to the specific and changing needs of each individual.  CCBHCs should use a non-four walls service delivery model, along with therapeutic methods and recovery approaches which best suit each individual’s needs.  
	• Accessible and Available:  Services should be flexible and mobile, and adapt to the specific and changing needs of each individual.  CCBHCs should use a non-four walls service delivery model, along with therapeutic methods and recovery approaches which best suit each individual’s needs.  

	• Family-Centered Care: Services that are family-focused emphasizes the important role of family in the service planning and delivery process for children. Family-centered care promotes the wellbeing and developmental needs of the child, and supports relationships between the child, family, and service providers.   
	• Family-Centered Care: Services that are family-focused emphasizes the important role of family in the service planning and delivery process for children. Family-centered care promotes the wellbeing and developmental needs of the child, and supports relationships between the child, family, and service providers.   

	• Data-Driven:  Providers should use data to define outcomes, monitor performance, and promote health and well-being.  Performance metrics should reflect a broad range of health and recovery indicators beyond those related to acute care. 
	• Data-Driven:  Providers should use data to define outcomes, monitor performance, and promote health and well-being.  Performance metrics should reflect a broad range of health and recovery indicators beyond those related to acute care. 


	 
	CCBHC State Needs Assessments 
	 
	Figure
	During the one year planning grant, NYS, in conjunction with the community behavioral health providers seeking CCBHC certification, developed nine geographic-specific community needs assessments in order to inform the CCBHC Scope of Service requirements, as well as other planning grant efforts.   
	 
	The purpose of the needs assessment is to ensure that the behavioral health treatment needs in the community are identified and integrated into CCBHCs’ strategic planning, and will ensure that their program designs and services are well suited to the populations they serve. The assessment provides information about cultural, linguistic, resource, treatment, and staffing needs of the areas to be served by the CCBHCs. It also addresses potential barriers to care including transportation, income, and cultural 
	 
	As the CCBHCs in NYS must participate in a Delivery System Reform Incentive Payment (DSRIP) Program Performing Provider System network, the needs assessments have been organized at the following DSRIP region levels: the Adirondacks, Capital, Central, Finger Lakes, Long Island, Mid-Hudson, New York City, Tug Hill Seaway, and Western NY regions.  The needs assessments are comprehensive, data driven and compares results across the counties in each DSRIP region and across DSRIP regions.  
	 
	The needs assessment includes the following sections: 
	• Section I. Description of Communities to Be Served ─ Describes the geographic service area and characteristics of the population to be served, including special populations. 
	• Section I. Description of Communities to Be Served ─ Describes the geographic service area and characteristics of the population to be served, including special populations. 
	• Section I. Description of Communities to Be Served ─ Describes the geographic service area and characteristics of the population to be served, including special populations. 

	• Section II. Physical and Behavioral Health Care Resources ─ Describes existing physical and behavioral health care resources including facilities, services and practitioners. 
	• Section II. Physical and Behavioral Health Care Resources ─ Describes existing physical and behavioral health care resources including facilities, services and practitioners. 

	• Section III. Health Status ─ Describes the health status of the population to be served including disease prevalence, health behaviors and risk factors, and mortality and morbidity. 
	• Section III. Health Status ─ Describes the health status of the population to be served including disease prevalence, health behaviors and risk factors, and mortality and morbidity. 

	• Section IV. Behavioral Health Care Utilization ─ Describes current behavioral health care inpatient and emergency room utilization with a focus on Medicaid beneficiaries. 
	• Section IV. Behavioral Health Care Utilization ─ Describes current behavioral health care inpatient and emergency room utilization with a focus on Medicaid beneficiaries. 


	The CCBHC Scope of Services requirements outlined may be subject to change based on the periodic update of the community needs assessments.   
	 
	Accessibility and Availability of Services  
	Figure
	 
	Per the criteria established by SAMHSA, CCBHCS shall offer services in a manner accessible and available to individuals in their community.  Important considerations for accessible and available care includes:  
	• Service times and settings that are convenient to the community served:  services that meet the needs of the community should be reasonably accessible. CCBHCs shall utilize the community needs assessment to ensure service settings and hours are appropriate.   
	• Service times and settings that are convenient to the community served:  services that meet the needs of the community should be reasonably accessible. CCBHCs shall utilize the community needs assessment to ensure service settings and hours are appropriate.   
	• Service times and settings that are convenient to the community served:  services that meet the needs of the community should be reasonably accessible. CCBHCs shall utilize the community needs assessment to ensure service settings and hours are appropriate.   

	• Where the service recipient lives: CCBHCs should consider acceptable travel times from the individual’s home when ensuring accessibility of services.  
	• Where the service recipient lives: CCBHCs should consider acceptable travel times from the individual’s home when ensuring accessibility of services.  

	• Prompt intake and engagement in services:  CCBHCs will follow the prompt screening, assessment, and, diagnosis timeframes as outlined in this manual.  
	• Prompt intake and engagement in services:  CCBHCs will follow the prompt screening, assessment, and, diagnosis timeframes as outlined in this manual.  

	• Access to adequate care, regardless of residency or ability to pay:  Statute establishing the CCBHC program requires that no individual will be denied behavioral health care services- including but not limited to crisis management services- because of their inability to pay for such services.  Any fees or payments required by the clinic for such services will be reduced or waived to ensure appropriate accessibility and availability.  Moreover, CCBHCs are responsible for providing, at a minimum, crisis res
	• Access to adequate care, regardless of residency or ability to pay:  Statute establishing the CCBHC program requires that no individual will be denied behavioral health care services- including but not limited to crisis management services- because of their inability to pay for such services.  Any fees or payments required by the clinic for such services will be reduced or waived to ensure appropriate accessibility and availability.  Moreover, CCBHCs are responsible for providing, at a minimum, crisis res

	• Person-centered treatment planning and service provision: As a core principle for the Scope of Services Manual, CCBHCs should exercise person-centered care whenever possible to ensure accessibility and availability of services.  Treatment planning and service provision should reflect an individual’s goals and emphasize self- direction and choice.   
	• Person-centered treatment planning and service provision: As a core principle for the Scope of Services Manual, CCBHCs should exercise person-centered care whenever possible to ensure accessibility and availability of services.  Treatment planning and service provision should reflect an individual’s goals and emphasize self- direction and choice.   


	• Access to adequate crisis services: because the emergency department (ED) is often a source of crisis care, CCBHCs must have clearly established relationships with local EDs to facilitate care coordination, discharge and follow-up, as well as relationships with other sources of crisis care. 
	• Access to adequate crisis services: because the emergency department (ED) is often a source of crisis care, CCBHCs must have clearly established relationships with local EDs to facilitate care coordination, discharge and follow-up, as well as relationships with other sources of crisis care. 
	• Access to adequate crisis services: because the emergency department (ED) is often a source of crisis care, CCBHCs must have clearly established relationships with local EDs to facilitate care coordination, discharge and follow-up, as well as relationships with other sources of crisis care. 

	• Availability of community-based services and telehealth:  service provision should meet the needs of the community being served. Community-based peer, recovery, and clinical supports- as well as the use of telehealth/telemedicine shall be used to increase accessibility and availability of services.   
	• Availability of community-based services and telehealth:  service provision should meet the needs of the community being served. Community-based peer, recovery, and clinical supports- as well as the use of telehealth/telemedicine shall be used to increase accessibility and availability of services.   


	 
	Care Coordination  
	Figure
	 
	CCBHC care coordination is a non-billable, agency practice that facilitates a seamless transition of care in and out of the CCBHCs scope of practice.  CCBHC care coordination facilitates integrated care by intentionally organizing patient care activities, information, and needs and preferences across all appropriate care settings. Care coordination activities are the foundation of the CCBHC program, and should guide all aspects of treatment to support effective partnerships among the individual, family and 
	 
	CCBHCs are required to maintain formal relationships with the following care settings for care coordination purposes:  
	1. Federally-Qualified Health Centers and/or Rural Health Clinics; 
	1. Federally-Qualified Health Centers and/or Rural Health Clinics; 
	1. Federally-Qualified Health Centers and/or Rural Health Clinics; 

	2. Inpatient psychiatric facilities, substance use detoxification, post-detoxification step-down services, and residential programs;  
	2. Inpatient psychiatric facilities, substance use detoxification, post-detoxification step-down services, and residential programs;  

	3. Other community supports such as:  
	3. Other community supports such as:  
	3. Other community supports such as:  
	o schools, child welfare agencies,  
	o schools, child welfare agencies,  
	o schools, child welfare agencies,  

	o juvenile and criminal justice agencies and facilities,  
	o juvenile and criminal justice agencies and facilities,  

	o Indian Health Service youth regional treatment centers,  
	o Indian Health Service youth regional treatment centers,  

	o State licensed and nationally accredited child placing agencies for therapeutic foster care service, and  
	o State licensed and nationally accredited child placing agencies for therapeutic foster care service, and  

	o other social and human services;  
	o other social and human services;  




	4. The Department of Veterans Affairs medical centers;  
	4. The Department of Veterans Affairs medical centers;  

	5. Inpatient acute care hospitals and hospital outpatient clinics; 
	5. Inpatient acute care hospitals and hospital outpatient clinics; 

	6. Health Homes. 
	6. Health Homes. 


	 
	CCBHC Care Coordination and Health Homes 
	Care Coordination as a billable service is currently provided by Health Homes separate from CCBHC.  In order to prevent unnecessary service duplication and ensure an effective continuum of care, CCBHCs shall target their comprehensive care coordination efforts towards individuals who are not Health Home eligible or individuals who are Health Home eligible, but refuse Health Home services.  The CCBHCs primary objective shall be to immediately link all individuals who are Health Home eligible to care coordina
	CCBHCs must provide all Health Home eligible individuals with the option to receive care coordination through a Health Home.   If an individual is currently receiving or chooses to receive care coordination through the Health Home, the CCBHC must make the appropriate care linkage and conduct care coordination efforts solely with the Health Home.     
	 
	CCBHC Provider Certification  
	Figure
	 
	A CCBHC Provider Implementation Monitoring Process and review tool will be developed within 3 months of initial operation of all CCBHCs.  
	 
	CCBHC Scope of Services 
	Figure
	Crisis behavioral health services, including 24-hour mobile crisis teams, emergency crisis intervention services, and crisis stabilization 
	Crisis behavioral health services, including 24-hour mobile crisis teams, emergency crisis intervention services, and crisis stabilization 
	Crisis behavioral health services, including 24-hour mobile crisis teams, emergency crisis intervention services, and crisis stabilization 
	Crisis behavioral health services, including 24-hour mobile crisis teams, emergency crisis intervention services, and crisis stabilization 
	Crisis behavioral health services, including 24-hour mobile crisis teams, emergency crisis intervention services, and crisis stabilization 



	Definition 
	Definition 
	Definition 
	Definition 


	 
	 
	 
	CCBCH Crisis Behavioral Health Services refer to activities which are designed to provide a rapid response to address acute psychiatric and/or substance use crisis. CCBHC Crisis Behavioral Health Services are designed to: 
	 
	a) Provide crisis management services that are accessible 24 hours a day, 365 days per year, and delivered within three hours. 
	a) Provide crisis management services that are accessible 24 hours a day, 365 days per year, and delivered within three hours. 
	a) Provide crisis management services that are accessible 24 hours a day, 365 days per year, and delivered within three hours. 

	b) Provide a continuum of crisis prevention, crisis response and post-intervention services to include suicide crisis response and services capable of addressing crisis related to substance abuse and intoxication, including ambulatory and medical detoxification. 
	b) Provide a continuum of crisis prevention, crisis response and post-intervention services to include suicide crisis response and services capable of addressing crisis related to substance abuse and intoxication, including ambulatory and medical detoxification. 

	c) Include an assessment that is culturally and linguistically sensitive, and incorporates the principles of trauma-informed care 
	c) Include an assessment that is culturally and linguistically sensitive, and incorporates the principles of trauma-informed care 

	d) Result in the development of a person-centered and family-centered crisis plan with the individual, child/youth and family/caregivers to prevent and de-escalate future crisis situations. 
	d) Result in the development of a person-centered and family-centered crisis plan with the individual, child/youth and family/caregivers to prevent and de-escalate future crisis situations. 


	 
	 
	CCBHC crisis behavioral health services are intended to be provided based on a continuum of crisis response in effort to effectively address individual crisis needs. The continuum of crisis response includes:  
	1. Early Intervention/Prevention: Early intervention/prevention services are intended to help prevent individuals from experiencing future crisis and reduce the risk of repeated crisis.  Individuals who may benefit from prevention services include, but are not limited to individuals who: are at risk or experiencing a crisis; received crisis response or stabilization service; are discharged from a hospital, emergency department, or psychiatric center following a behavioral health crisis.   
	1. Early Intervention/Prevention: Early intervention/prevention services are intended to help prevent individuals from experiencing future crisis and reduce the risk of repeated crisis.  Individuals who may benefit from prevention services include, but are not limited to individuals who: are at risk or experiencing a crisis; received crisis response or stabilization service; are discharged from a hospital, emergency department, or psychiatric center following a behavioral health crisis.   
	1. Early Intervention/Prevention: Early intervention/prevention services are intended to help prevent individuals from experiencing future crisis and reduce the risk of repeated crisis.  Individuals who may benefit from prevention services include, but are not limited to individuals who: are at risk or experiencing a crisis; received crisis response or stabilization service; are discharged from a hospital, emergency department, or psychiatric center following a behavioral health crisis.   

	2. Crisis Response: Crisis response services are designed to interrupt and/or ameliorate a crisis including a preliminary assessment, immediate crisis resolution and de-escalation.  Mobile, telephonic and agency-based crisis response services must be available 24/7 with a three-hour response time.  Individuals who may benefit from crisis response services are those who are at imminent risk of having a psychiatric or substance use-related crisis.  
	2. Crisis Response: Crisis response services are designed to interrupt and/or ameliorate a crisis including a preliminary assessment, immediate crisis resolution and de-escalation.  Mobile, telephonic and agency-based crisis response services must be available 24/7 with a three-hour response time.  Individuals who may benefit from crisis response services are those who are at imminent risk of having a psychiatric or substance use-related crisis.  

	3. Stabilization: Crisis stabilization is a direct service that assists with deescalating the severity of a person’s level of distress and/or need for urgent care associated with a mental health or substance use disorder.  Individuals who may benefit from prevention services include, but are not limited to individuals who: received crisis response or are discharged from a hospital, emergency department, or psychiatric center following a behavioral health crisis.   
	3. Stabilization: Crisis stabilization is a direct service that assists with deescalating the severity of a person’s level of distress and/or need for urgent care associated with a mental health or substance use disorder.  Individuals who may benefit from prevention services include, but are not limited to individuals who: received crisis response or are discharged from a hospital, emergency department, or psychiatric center following a behavioral health crisis.   


	 
	Crisis behavioral health services must be provided directly by the CCBHC, unless there is an existing state-sanctioned crisis behavioral health services provider/network capable and willing to be a DCO for this service.    
	 


	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 


	 
	 
	 
	At first point of contact, preliminary screening and assessment activities must be conducted consistent with the service requirements prescribed under CCBHC screening, assessment, and diagnosis. 
	 




	Based on the assessed need, an individual may enter services at any point on the crisis response continuum.  CCBHC crisis behavioral health service components shall be consistent with the following continuum of crisis response:  
	Based on the assessed need, an individual may enter services at any point on the crisis response continuum.  CCBHC crisis behavioral health service components shall be consistent with the following continuum of crisis response:  
	Based on the assessed need, an individual may enter services at any point on the crisis response continuum.  CCBHC crisis behavioral health service components shall be consistent with the following continuum of crisis response:  
	Based on the assessed need, an individual may enter services at any point on the crisis response continuum.  CCBHC crisis behavioral health service components shall be consistent with the following continuum of crisis response:  
	Based on the assessed need, an individual may enter services at any point on the crisis response continuum.  CCBHC crisis behavioral health service components shall be consistent with the following continuum of crisis response:  
	 
	1. 1. Early Intervention/Prevention: early intervention/prevention services are designed to assist an individual to prevent a crisis. Service components must include: 
	1. 1. Early Intervention/Prevention: early intervention/prevention services are designed to assist an individual to prevent a crisis. Service components must include: 
	1. 1. Early Intervention/Prevention: early intervention/prevention services are designed to assist an individual to prevent a crisis. Service components must include: 

	• Development of an individualized crisis prevention plan documented in the record. 
	• Development of an individualized crisis prevention plan documented in the record. 

	• Referrals and appropriate linkages to ongoing CCBHC and other community-based behavioral health services  
	• Referrals and appropriate linkages to ongoing CCBHC and other community-based behavioral health services  

	• Psychiatric consultation and urgent psychopharmacology intervention, as needed 
	• Psychiatric consultation and urgent psychopharmacology intervention, as needed 

	• Access to 24-Hour Crisis Hotlines: Callers are connected to a crisis specialist that may provide assessment, screening, triage, preliminary counseling, and information and referral services. 
	• Access to 24-Hour Crisis Hotlines: Callers are connected to a crisis specialist that may provide assessment, screening, triage, preliminary counseling, and information and referral services. 


	 
	2. Crisis Response Services:  Emergency crisis intervention services are available 24 hours a day, 7 days a week, 365 days per year. The goal of this service is to offer face-to-face, mobile, agency-based and telephonic support to individuals who are experiencing a behavioral health crisis with the goal of ameliorating the crisis and linking to ongoing support services.  Crisis Intervention services components must be available 24 hours a day, 7 days a week, to individuals of all ages who are experiencing a
	2. Crisis Response Services:  Emergency crisis intervention services are available 24 hours a day, 7 days a week, 365 days per year. The goal of this service is to offer face-to-face, mobile, agency-based and telephonic support to individuals who are experiencing a behavioral health crisis with the goal of ameliorating the crisis and linking to ongoing support services.  Crisis Intervention services components must be available 24 hours a day, 7 days a week, to individuals of all ages who are experiencing a
	2. Crisis Response Services:  Emergency crisis intervention services are available 24 hours a day, 7 days a week, 365 days per year. The goal of this service is to offer face-to-face, mobile, agency-based and telephonic support to individuals who are experiencing a behavioral health crisis with the goal of ameliorating the crisis and linking to ongoing support services.  Crisis Intervention services components must be available 24 hours a day, 7 days a week, to individuals of all ages who are experiencing a

	• Short-term counseling either in person or telephonically. 
	• Short-term counseling either in person or telephonically. 

	• Assistance in accessing inpatient care and/or short-term crisis respite services, if needed 
	• Assistance in accessing inpatient care and/or short-term crisis respite services, if needed 

	• Assistance providing short-term case management and psychotropic medication management until individuals are connected to longer-term mental health services 
	• Assistance providing short-term case management and psychotropic medication management until individuals are connected to longer-term mental health services 

	• Referrals to diversionary levels of care, including psychiatric and/or substance abuse programs  
	• Referrals to diversionary levels of care, including psychiatric and/or substance abuse programs  

	• Linkages to ongoing CCBHC and other community-based behavioral health services 
	• Linkages to ongoing CCBHC and other community-based behavioral health services 

	• Creation of Crisis Prevention Plans 
	• Creation of Crisis Prevention Plans 

	• Medically Managed Withdrawal and Stabilization: Designed for patients who are acutely ill from alcohol-related and/or substance-related addictions or dependence, including the need for medical management of persons with severe withdrawal or risk of severe withdrawal symptoms, and may include individuals with or at risk of acute physical or psychiatric co-morbid conditions.  This level of care includes the forty-eight (48) hour observation bed. It is required that CCBHCs have this service available and acc
	• Medically Managed Withdrawal and Stabilization: Designed for patients who are acutely ill from alcohol-related and/or substance-related addictions or dependence, including the need for medical management of persons with severe withdrawal or risk of severe withdrawal symptoms, and may include individuals with or at risk of acute physical or psychiatric co-morbid conditions.  This level of care includes the forty-eight (48) hour observation bed. It is required that CCBHCs have this service available and acc


	 
	This service component must be provided in a hospital setting.  It may be provided through a DCO relationship, or by referral.  
	  
	• Medically Supervised Withdrawal and Stabilization: Appropriate for persons who are intoxicated by alcohol and/or substances, who are suffering from moderate withdrawal, coupled with situational crisis, or who are unable to abstain with an absence of past withdrawal complications. It is required that CCBHCs have this service available and accessible to people experiencing a crisis at the time of the crisis. Please refer to Appendix E for further information. 
	• Medically Supervised Withdrawal and Stabilization: Appropriate for persons who are intoxicated by alcohol and/or substances, who are suffering from moderate withdrawal, coupled with situational crisis, or who are unable to abstain with an absence of past withdrawal complications. It is required that CCBHCs have this service available and accessible to people experiencing a crisis at the time of the crisis. Please refer to Appendix E for further information. 
	• Medically Supervised Withdrawal and Stabilization: Appropriate for persons who are intoxicated by alcohol and/or substances, who are suffering from moderate withdrawal, coupled with situational crisis, or who are unable to abstain with an absence of past withdrawal complications. It is required that CCBHCs have this service available and accessible to people experiencing a crisis at the time of the crisis. Please refer to Appendix E for further information. 


	  
	      This service component may be provided in a hospital or community based setting  
	      (an OASAS provider certified to deliver this service).  It may also be provided through a               
	       DCO relationship or by referral.  
	 
	• Mobile crisis: Upon notification, mobile crisis teams are dispatched to an individual’s home or any setting where a crisis may be occurring to provide assessment, brief intervention and linkage/referral to other crisis/behavioral health services as appropriate. Mobile Crisis services must be available 24/7 with a three-hour response time.  Mobile Crisis services must include: 
	• Mobile crisis: Upon notification, mobile crisis teams are dispatched to an individual’s home or any setting where a crisis may be occurring to provide assessment, brief intervention and linkage/referral to other crisis/behavioral health services as appropriate. Mobile Crisis services must be available 24/7 with a three-hour response time.  Mobile Crisis services must include: 
	• Mobile crisis: Upon notification, mobile crisis teams are dispatched to an individual’s home or any setting where a crisis may be occurring to provide assessment, brief intervention and linkage/referral to other crisis/behavioral health services as appropriate. Mobile Crisis services must be available 24/7 with a three-hour response time.  Mobile Crisis services must include: 

	• A therapeutic response including short-term, solution-focused counseling. 
	• A therapeutic response including short-term, solution-focused counseling. 






	• Referrals and linkages to necessary behavioral health community services and supports. 
	• Referrals and linkages to necessary behavioral health community services and supports. 
	• Referrals and linkages to necessary behavioral health community services and supports. 
	• Referrals and linkages to necessary behavioral health community services and supports. 
	• Referrals and linkages to necessary behavioral health community services and supports. 
	• Referrals and linkages to necessary behavioral health community services and supports. 
	• Referrals and linkages to necessary behavioral health community services and supports. 

	• Peer Support: Peers may provide support during and after a crisis and may assist with connecting an individual with natural supports and linkages to community services as soon as possible. 
	• Peer Support: Peers may provide support during and after a crisis and may assist with connecting an individual with natural supports and linkages to community services as soon as possible. 

	• Follow-up with the individual and the individual’s family/support network to confirm linkage to Care Coordination, outpatient treatment or other community services. 
	• Follow-up with the individual and the individual’s family/support network to confirm linkage to Care Coordination, outpatient treatment or other community services. 


	 
	 
	4. 3. Stabilization crisis stabilization services are designed to prevent or ameliorate a behavioral health crisis and/or reduce acute symptoms. Crisis Stabilization Services may also follow an emergency room visit and psychiatric hospitalizations to provide services that may assist with preventing another inpatient visit. Service components include: 
	4. 3. Stabilization crisis stabilization services are designed to prevent or ameliorate a behavioral health crisis and/or reduce acute symptoms. Crisis Stabilization Services may also follow an emergency room visit and psychiatric hospitalizations to provide services that may assist with preventing another inpatient visit. Service components include: 
	4. 3. Stabilization crisis stabilization services are designed to prevent or ameliorate a behavioral health crisis and/or reduce acute symptoms. Crisis Stabilization Services may also follow an emergency room visit and psychiatric hospitalizations to provide services that may assist with preventing another inpatient visit. Service components include: 

	• 23-hour crisis observation:  Services designed for individuals who may need short, intensive treatment in a safe environment that is less restrictive than a hospital. There is no continued stay associated with 23-hour observation. Individuals must be transferred to a more/less intensive level of care 
	• 23-hour crisis observation:  Services designed for individuals who may need short, intensive treatment in a safe environment that is less restrictive than a hospital. There is no continued stay associated with 23-hour observation. Individuals must be transferred to a more/less intensive level of care 

	• Individual and group counseling 
	• Individual and group counseling 

	• De-escalation strategies 
	• De-escalation strategies 

	• Medication management 
	• Medication management 

	• Peer Support 
	• Peer Support 

	• WRAP planning 
	• WRAP planning 

	• Wellness activities 
	• Wellness activities 

	• Family support 
	• Family support 

	• Conflict resolution 
	• Conflict resolution 

	• Ancillary Withdrawal Management: Provide symptom relief and/or addiction medications for a person who is experiencing mild to moderate or persistent withdrawal, only after an accurate assessment of the level of withdrawal using a standardized assessment instrument. 
	• Ancillary Withdrawal Management: Provide symptom relief and/or addiction medications for a person who is experiencing mild to moderate or persistent withdrawal, only after an accurate assessment of the level of withdrawal using a standardized assessment instrument. 


	 
	This service component must be provided directly by the CCBHC. All CCBHC’s must        obtain designation through NYS OASAS for their integrated outpatient program(s) to provide Ancillary Withdrawal Management. ** 
	 
	• Medically Supervised Outpatient Withdrawal and Stabilization: Appropriate for persons who are intoxicated by alcohol and/or substances, who are suffering from moderate withdrawal, coupled with a stable environment and who are unable to abstain with an absence of past withdrawal complications.  It is required that CCBHCs have this service available and accessible to people experiencing a crisis at the time of the crisis.  
	• Medically Supervised Outpatient Withdrawal and Stabilization: Appropriate for persons who are intoxicated by alcohol and/or substances, who are suffering from moderate withdrawal, coupled with a stable environment and who are unable to abstain with an absence of past withdrawal complications.  It is required that CCBHCs have this service available and accessible to people experiencing a crisis at the time of the crisis.  
	• Medically Supervised Outpatient Withdrawal and Stabilization: Appropriate for persons who are intoxicated by alcohol and/or substances, who are suffering from moderate withdrawal, coupled with a stable environment and who are unable to abstain with an absence of past withdrawal complications.  It is required that CCBHCs have this service available and accessible to people experiencing a crisis at the time of the crisis.  


	 
	This service component may be provided directly by the CCBHC, or through a DCO             relationship, or by referral.  Please refer to Appendix E for further information.   
	 
	• Transitional Support: integration/reintegration into community treatment   
	• Transitional Support: integration/reintegration into community treatment   
	• Transitional Support: integration/reintegration into community treatment   

	• Care linkage/referral: referral to higher level crisis stabilization services that are outside of the CCBHCs scope of practice, such as: 
	• Care linkage/referral: referral to higher level crisis stabilization services that are outside of the CCBHCs scope of practice, such as: 

	o Crisis respite housing 
	o Crisis respite housing 

	o OASAS Residential Stabilization Programs 
	o OASAS Residential Stabilization Programs 
	o OASAS Residential Stabilization Programs 
	• Motivational Interviewing 
	• Motivational Interviewing 
	• Motivational Interviewing 

	• Medication Assisted Treatment 
	• Medication Assisted Treatment 
	• Medication Assisted Treatment 
	• First episode early intervention for psychosis (OnTrackNY) 
	• First episode early intervention for psychosis (OnTrackNY) 
	• First episode early intervention for psychosis (OnTrackNY) 

	• Treatment for Post-Traumatic Stress Disorder (PTSD) 
	• Treatment for Post-Traumatic Stress Disorder (PTSD) 

	• Cognitive Therapy for Suicide Prevention 
	• Cognitive Therapy for Suicide Prevention 

	• Crisis Intervention Team (CIT) Model 
	• Crisis Intervention Team (CIT) Model 

	• Motivational Interviewing  
	• Motivational Interviewing  

	• Medication Assisted Treatment 
	• Medication Assisted Treatment 








	 



	Service Components for Children 
	Service Components for Children 
	Service Components for Children 
	Service Components for Children 


	 
	 
	 
	Please refer to service components for adults. 
	 




	Crisis behavioral health services are provided to a child under age 21, and his/her family/caregiver, who is experiencing a psychiatric or substance use (behavioral health) crisis.  
	Crisis behavioral health services are provided to a child under age 21, and his/her family/caregiver, who is experiencing a psychiatric or substance use (behavioral health) crisis.  
	Crisis behavioral health services are provided to a child under age 21, and his/her family/caregiver, who is experiencing a psychiatric or substance use (behavioral health) crisis.  
	Crisis behavioral health services are provided to a child under age 21, and his/her family/caregiver, who is experiencing a psychiatric or substance use (behavioral health) crisis.  
	Crisis behavioral health services are provided to a child under age 21, and his/her family/caregiver, who is experiencing a psychiatric or substance use (behavioral health) crisis.  
	 



	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 
	Required: 
	Recommended:  
	 


	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 


	 
	 
	 
	Required: 
	Recommended:   
	• Treatment for Post-Traumatic Stress Disorder (PTSD) 
	• Treatment for Post-Traumatic Stress Disorder (PTSD) 
	• Treatment for Post-Traumatic Stress Disorder (PTSD) 

	• First episode early intervention for psychosis (OnTrackNY) 
	• First episode early intervention for psychosis (OnTrackNY) 

	• Crisis Intervention Team (CIT) Model 
	• Crisis Intervention Team (CIT) Model 


	 


	Modality 
	Modality 
	Modality 


	 
	 
	 
	• Crisis behavioral health services are face-to-face interventions. 
	• Crisis behavioral health services are face-to-face interventions. 
	• Crisis behavioral health services are face-to-face interventions. 

	• Select service components for emergency crisis intervention services may be provided telephonically.  
	• Select service components for emergency crisis intervention services may be provided telephonically.  


	 


	Setting 
	Setting 
	Setting 


	 
	 
	 
	Crisis behavioral health services may occur in various settings, including emergency rooms when utilized as a diversion from emergency room admission, and community locations where a person lives, works, attends school and/or socializes. 
	 


	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 


	 
	 
	 
	• If a non-established/new recipient of the CCBHC receives a crisis demonstration service provided directly by the CCBHC rather than by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon crisis assessment (which will include a screening and risk assessment). 
	• If a non-established/new recipient of the CCBHC receives a crisis demonstration service provided directly by the CCBHC rather than by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon crisis assessment (which will include a screening and risk assessment). 
	• If a non-established/new recipient of the CCBHC receives a crisis demonstration service provided directly by the CCBHC rather than by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon crisis assessment (which will include a screening and risk assessment). 

	• If a non-established/new consumer of the CCBHC receives crisis demonstration services provided by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon receipt of:  
	• If a non-established/new consumer of the CCBHC receives crisis demonstration services provided by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon receipt of:  

	o Crisis assessment (which will include a screening and risk assessment) AND  
	o Crisis assessment (which will include a screening and risk assessment) AND  

	o Another of the 9 services that fall within the scope of CCBHC services delivered by the CCBHC. 
	o Another of the 9 services that fall within the scope of CCBHC services delivered by the CCBHC. 

	• If an established/existing consumer of the CCBHC receives crisis services from the CCBHC, it is covered. 
	• If an established/existing consumer of the CCBHC receives crisis services from the CCBHC, it is covered. 


	 


	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 




	N/A 
	N/A 
	N/A 
	N/A 
	N/A 
	 



	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 
	General Staffing Requirements: Staffing must be in accordance with all State laws, regulations, and approved protocols.   
	 
	Staffing for Mobile Crisis:  
	• Mobile crisis visits to be conducted by a minimum of 2 staff persons – one of whom must be a licensed clinician. 
	• Mobile crisis visits to be conducted by a minimum of 2 staff persons – one of whom must be a licensed clinician. 
	• Mobile crisis visits to be conducted by a minimum of 2 staff persons – one of whom must be a licensed clinician. 

	• Services must be staffed by a multidisciplinary team including licensed, unlicensed and certified peer staff (see Appendix A). 
	• Services must be staffed by a multidisciplinary team including licensed, unlicensed and certified peer staff (see Appendix A). 


	 


	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	N/A 
	 


	 Staff Training Requirements 
	 Staff Training Requirements 
	 Staff Training Requirements 


	 
	 
	 
	• Crisis intervention skills and training in serving as the first responders to individuals needing help on an emergency basis.   
	• Crisis intervention skills and training in serving as the first responders to individuals needing help on an emergency basis.   
	• Crisis intervention skills and training in serving as the first responders to individuals needing help on an emergency basis.   

	• All staff working on Mobile Crisis Teams must obtain training on the administration of Narcan (naloxone).  
	• All staff working on Mobile Crisis Teams must obtain training on the administration of Narcan (naloxone).  


	 


	Billing Requirements 
	Billing Requirements 
	Billing Requirements 


	 
	 
	 
	• (If a non-established/new recipient of the CCBHC receives a crisis demonstration service provided directly by the CCBHC rather than by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon crisis assessment (which will include a screening and risk assessment). 
	• (If a non-established/new recipient of the CCBHC receives a crisis demonstration service provided directly by the CCBHC rather than by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon crisis assessment (which will include a screening and risk assessment). 
	• (If a non-established/new recipient of the CCBHC receives a crisis demonstration service provided directly by the CCBHC rather than by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon crisis assessment (which will include a screening and risk assessment). 

	• If a non-established/new consumer of the CCBHC receives crisis demonstration services provided by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon receipt of:  
	• If a non-established/new consumer of the CCBHC receives crisis demonstration services provided by a state-sanctioned crisis service acting as a DCO, the crisis service is a CCBHC covered service upon receipt of:  

	o Crisis assessment (which will include a screening and risk assessment) AND  
	o Crisis assessment (which will include a screening and risk assessment) AND  

	o Another of the 9 services that fall within the scope of CCBHC services delivered by the CCBHC. 
	o Another of the 9 services that fall within the scope of CCBHC services delivered by the CCBHC. 

	• If an established/existing consumer of the CCBHC receives crisis services from the CCBHC, it is covered. 
	• If an established/existing consumer of the CCBHC receives crisis services from the CCBHC, it is covered. 






	 
	Screening, assessment, and diagnosis, including risk assessment 
	Screening, assessment, and diagnosis, including risk assessment 
	Screening, assessment, and diagnosis, including risk assessment 
	Screening, assessment, and diagnosis, including risk assessment 
	Screening, assessment, and diagnosis, including risk assessment 



	Definition 
	Definition 
	Definition 
	Definition 


	 
	 
	 
	CCBHC screening, assessment, and diagnosis services are intended to determine the appropriateness of admission to the clinic, the appropriate behavioral health diagnoses and services to be provided, and to inform the development of a person-centered treatment plan for all new recipients. Screening, assessment, and diagnosis services are conducted in a timeframe responsive to the recipient’s needs and can adequately assess the need for all services required to be provided by CCBHCs. 
	 
	The CCBHC shall use standardized and validated screening and assessment tools as approved by the New York State Office of Mental Health and Office of Alcoholism and Substance Abuse Services. A complete list of recommended screening tools can be found in Appendix D.  Where appropriate, this service shall incorporate brief motivational interviewing techniques.  Service components under the 




	CCBHC screening, assessment, and diagnosis, including risk assessment are subject to more stringent state, federal or applicable accreditation standards.    
	CCBHC screening, assessment, and diagnosis, including risk assessment are subject to more stringent state, federal or applicable accreditation standards.    
	CCBHC screening, assessment, and diagnosis, including risk assessment are subject to more stringent state, federal or applicable accreditation standards.    
	CCBHC screening, assessment, and diagnosis, including risk assessment are subject to more stringent state, federal or applicable accreditation standards.    
	CCBHC screening, assessment, and diagnosis, including risk assessment are subject to more stringent state, federal or applicable accreditation standards.    
	 
	Screening, assessment, and diagnosis services must be provided directly by the CCBHC. 
	 



	Service Components for Adults  
	Service Components for Adults  
	Service Components for Adults  
	Service Components for Adults  


	 
	 
	 
	The preliminary screening,  initial assessment, and comprehensive diagnostic and treatment planning evaluation are intended to be a unified process that establishes a comprehensive person-centered and family-centered evaluation to inform treatment planning and service provision.  Each service component builds upon what came before it and may be completed separately or simultaneously.   
	 
	Preliminary Screening 
	Preliminary screening activities are intended to be consistent with an initial intake process.  At the first point of contact, all new recipients requesting or being referred for behavioral health services will receive a preliminary screening of presenting problems and risk assessment to determine acuity of needs. Preliminary screening activities shall also collect recipient demographic information. 
	 
	The preliminary screening will be followed by: (1) an initial assessment, and (2) a comprehensive person-centered and family-centered diagnostic and treatment planning evaluation.  
	 
	Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation 
	If the preliminary screening identifies routine needs, an initial assessment shall be completed within 10 business days following the first point of contact- between a clinician and recipient and/or collaterals- to determine the appropriateness of the recipient for admission to a clinic. All new recipients will receive a more comprehensive person-centered and family-centered diagnostic and treatment planning evaluation to be completed within 60 calendar days of the first request for services or 30 days afte
	 
	The combined initial assessment and comprehensive diagnostic and treatment planning evaluation shall inlude at minimum: 
	 
	Assessment/Evaluation Components 
	Assessment/Evaluation Components 
	Assessment/Evaluation Components 
	Assessment/Evaluation Components 

	Must be completed within 10 business days 
	Must be completed within 10 business days 

	Must be completed within 60 calendar days of the first request for services or 30 days after admission- whichever timeframe is sooner 
	Must be completed within 60 calendar days of the first request for services or 30 days after admission- whichever timeframe is sooner 


	1. Preliminary diagnoses.  
	1. Preliminary diagnoses.  
	1. Preliminary diagnoses.  
	1. Preliminary diagnoses.  
	1. Preliminary diagnoses.  



	X 
	X 

	 
	 


	2. The source of referral 
	2. The source of referral 
	2. The source of referral 
	2. The source of referral 
	2. The source of referral 



	X 
	X 

	 
	 


	3. The reason for seeking care, as stated by the recipient or other individuals who are significantly involved.  This information may include:  information regarding onset of symptoms, severity of symptoms, and circumstances leading to the recipient’s presentation to the CCBHC.  
	3. The reason for seeking care, as stated by the recipient or other individuals who are significantly involved.  This information may include:  information regarding onset of symptoms, severity of symptoms, and circumstances leading to the recipient’s presentation to the CCBHC.  
	3. The reason for seeking care, as stated by the recipient or other individuals who are significantly involved.  This information may include:  information regarding onset of symptoms, severity of symptoms, and circumstances leading to the recipient’s presentation to the CCBHC.  
	3. The reason for seeking care, as stated by the recipient or other individuals who are significantly involved.  This information may include:  information regarding onset of symptoms, severity of symptoms, and circumstances leading to the recipient’s presentation to the CCBHC.  
	3. The reason for seeking care, as stated by the recipient or other individuals who are significantly involved.  This information may include:  information regarding onset of symptoms, severity of symptoms, and circumstances leading to the recipient’s presentation to the CCBHC.  



	X 
	X 

	 
	 


	4. Identification of the recipient’s immediate clinical care needs related to the diagnosis for mental and substance use disorders 
	4. Identification of the recipient’s immediate clinical care needs related to the diagnosis for mental and substance use disorders 
	4. Identification of the recipient’s immediate clinical care needs related to the diagnosis for mental and substance use disorders 
	4. Identification of the recipient’s immediate clinical care needs related to the diagnosis for mental and substance use disorders 
	4. Identification of the recipient’s immediate clinical care needs related to the diagnosis for mental and substance use disorders 



	X 
	X 

	 
	 







	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 
	5. A drug profile including the recipient’s prescriptions, over-the-counter medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as information on drug allergies 



	X 
	X 

	 
	 


	6. An assessment of imminent risk (including suicide risk, danger to self or others, urgent or critical medical conditions, other immediate risks including threats from another person) 
	6. An assessment of imminent risk (including suicide risk, danger to self or others, urgent or critical medical conditions, other immediate risks including threats from another person) 
	6. An assessment of imminent risk (including suicide risk, danger to self or others, urgent or critical medical conditions, other immediate risks including threats from another person) 
	6. An assessment of imminent risk (including suicide risk, danger to self or others, urgent or critical medical conditions, other immediate risks including threats from another person) 
	6. An assessment of imminent risk (including suicide risk, danger to self or others, urgent or critical medical conditions, other immediate risks including threats from another person) 



	X 
	X 

	 
	 


	7. An assessment of whether the recipient has other concerns for their safety 
	7. An assessment of whether the recipient has other concerns for their safety 
	7. An assessment of whether the recipient has other concerns for their safety 
	7. An assessment of whether the recipient has other concerns for their safety 
	7. An assessment of whether the recipient has other concerns for their safety 



	X 
	X 

	 
	 


	8. An assessment of need for immediate medical care (with referral and follow-up as required) 
	8. An assessment of need for immediate medical care (with referral and follow-up as required) 
	8. An assessment of need for immediate medical care (with referral and follow-up as required) 
	8. An assessment of need for immediate medical care (with referral and follow-up as required) 
	8. An assessment of need for immediate medical care (with referral and follow-up as required) 



	X 
	X 

	 
	 


	9. A determination of whether the recipient presently is or ever has been a member of the U.S. Armed Services 
	9. A determination of whether the recipient presently is or ever has been a member of the U.S. Armed Services 
	9. A determination of whether the recipient presently is or ever has been a member of the U.S. Armed Services 
	9. A determination of whether the recipient presently is or ever has been a member of the U.S. Armed Services 
	9. A determination of whether the recipient presently is or ever has been a member of the U.S. Armed Services 



	X 
	X 

	 
	 


	10. LOCADTR (as deemed appropriate) 
	10. LOCADTR (as deemed appropriate) 
	10. LOCADTR (as deemed appropriate) 
	10. LOCADTR (as deemed appropriate) 
	10. LOCADTR (as deemed appropriate) 



	X 
	X 

	 
	 


	11. Tobacco and other substance use/abuse in home (for children) 
	11. Tobacco and other substance use/abuse in home (for children) 
	11. Tobacco and other substance use/abuse in home (for children) 
	11. Tobacco and other substance use/abuse in home (for children) 
	11. Tobacco and other substance use/abuse in home (for children) 



	 
	 

	X 
	X 


	12. A psychosocial evaluation including housing, vocational and educational status, family/caregiver and social support, legal or forensic involvement, and insurance status 
	12. A psychosocial evaluation including housing, vocational and educational status, family/caregiver and social support, legal or forensic involvement, and insurance status 
	12. A psychosocial evaluation including housing, vocational and educational status, family/caregiver and social support, legal or forensic involvement, and insurance status 
	12. A psychosocial evaluation including housing, vocational and educational status, family/caregiver and social support, legal or forensic involvement, and insurance status 
	12. A psychosocial evaluation including housing, vocational and educational status, family/caregiver and social support, legal or forensic involvement, and insurance status 



	 
	 

	X 
	X 


	13. Behavioral health history (including trauma history and previous therapeutic interventions and hospitalizations) 
	13. Behavioral health history (including trauma history and previous therapeutic interventions and hospitalizations) 
	13. Behavioral health history (including trauma history and previous therapeutic interventions and hospitalizations) 
	13. Behavioral health history (including trauma history and previous therapeutic interventions and hospitalizations) 
	13. Behavioral health history (including trauma history and previous therapeutic interventions and hospitalizations) 



	 
	 

	X 
	X 


	14.  Assessment of recipient’s alcohol and other drug use (including tobacco) including previous SUD treatment history  
	14.  Assessment of recipient’s alcohol and other drug use (including tobacco) including previous SUD treatment history  
	14.  Assessment of recipient’s alcohol and other drug use (including tobacco) including previous SUD treatment history  
	14.  Assessment of recipient’s alcohol and other drug use (including tobacco) including previous SUD treatment history  
	14.  Assessment of recipient’s alcohol and other drug use (including tobacco) including previous SUD treatment history  



	 
	 

	 
	 
	X 


	15. Screening for problem gambling.   
	15. Screening for problem gambling.   
	15. Screening for problem gambling.   
	15. Screening for problem gambling.   
	15. Screening for problem gambling.   



	 
	 

	X 
	X 


	16. A diagnostic assessment, including current mental status, mental health  and substance use disorders  
	16. A diagnostic assessment, including current mental status, mental health  and substance use disorders  
	16. A diagnostic assessment, including current mental status, mental health  and substance use disorders  
	16. A diagnostic assessment, including current mental status, mental health  and substance use disorders  
	16. A diagnostic assessment, including current mental status, mental health  and substance use disorders  



	 
	 

	X 
	X 


	17. Basic competency/cognitive impairment screening 
	17. Basic competency/cognitive impairment screening 
	17. Basic competency/cognitive impairment screening 
	17. Basic competency/cognitive impairment screening 
	17. Basic competency/cognitive impairment screening 



	 
	 

	X 
	X 


	18. A description of attitudes and behaviors, including cultural and environmental factors, that may affect the consumer’s treatment plan  
	18. A description of attitudes and behaviors, including cultural and environmental factors, that may affect the consumer’s treatment plan  
	18. A description of attitudes and behaviors, including cultural and environmental factors, that may affect the consumer’s treatment plan  
	18. A description of attitudes and behaviors, including cultural and environmental factors, that may affect the consumer’s treatment plan  
	18. A description of attitudes and behaviors, including cultural and environmental factors, that may affect the consumer’s treatment plan  



	 
	 

	X 
	X 


	19. The recipient’s strengths, goals, and other factors to be considered in recovery planning 
	19. The recipient’s strengths, goals, and other factors to be considered in recovery planning 
	19. The recipient’s strengths, goals, and other factors to be considered in recovery planning 
	19. The recipient’s strengths, goals, and other factors to be considered in recovery planning 
	19. The recipient’s strengths, goals, and other factors to be considered in recovery planning 



	 
	 

	X 
	X 


	20. Pregnancy and parenting status 
	20. Pregnancy and parenting status 
	20. Pregnancy and parenting status 
	20. Pregnancy and parenting status 
	20. Pregnancy and parenting status 



	 
	 

	X 
	X 


	21. Assessment of need for other services required by the statute (i.e., peer and family/caregiver support services, targeted case management, psychiatric rehabilitation services, LEP or linguistic services) 
	21. Assessment of need for other services required by the statute (i.e., peer and family/caregiver support services, targeted case management, psychiatric rehabilitation services, LEP or linguistic services) 
	21. Assessment of need for other services required by the statute (i.e., peer and family/caregiver support services, targeted case management, psychiatric rehabilitation services, LEP or linguistic services) 
	21. Assessment of need for other services required by the statute (i.e., peer and family/caregiver support services, targeted case management, psychiatric rehabilitation services, LEP or linguistic services) 
	21. Assessment of need for other services required by the statute (i.e., peer and family/caregiver support services, targeted case management, psychiatric rehabilitation services, LEP or linguistic services) 



	 
	 

	X 
	X 


	22. An assessment of the social service needs of the consumer, with necessary referrals made to social services and, for pediatric consumers, to child welfare agencies as appropriate 
	22. An assessment of the social service needs of the consumer, with necessary referrals made to social services and, for pediatric consumers, to child welfare agencies as appropriate 
	22. An assessment of the social service needs of the consumer, with necessary referrals made to social services and, for pediatric consumers, to child welfare agencies as appropriate 
	22. An assessment of the social service needs of the consumer, with necessary referrals made to social services and, for pediatric consumers, to child welfare agencies as appropriate 
	22. An assessment of the social service needs of the consumer, with necessary referrals made to social services and, for pediatric consumers, to child welfare agencies as appropriate 



	 
	 

	X 
	X 


	23. Primary care screening and monitoring of key health indicators and health risk pursuant to the required Outpatient Clinic Primary Care 
	23. Primary care screening and monitoring of key health indicators and health risk pursuant to the required Outpatient Clinic Primary Care 
	23. Primary care screening and monitoring of key health indicators and health risk pursuant to the required Outpatient Clinic Primary Care 
	23. Primary care screening and monitoring of key health indicators and health risk pursuant to the required Outpatient Clinic Primary Care 
	23. Primary care screening and monitoring of key health indicators and health risk pursuant to the required Outpatient Clinic Primary Care 



	 
	 

	X 
	X 
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	Screening and Monitoring of Key Health Indicators and Health Risk, either: (a) an assessment of need for a physical exam or further evaluation by appropriate health care professionals, including the consumer’s primary care provider (with appropriate referral and follow-up), or (b) a basic physical assessment.  This provision is depending on whether the CCBHC directly provides Outpatient Clinic Primary Care Screening and Monitoring of Key Health Indicators and Health Risk 
	Screening and Monitoring of Key Health Indicators and Health Risk, either: (a) an assessment of need for a physical exam or further evaluation by appropriate health care professionals, including the consumer’s primary care provider (with appropriate referral and follow-up), or (b) a basic physical assessment.  This provision is depending on whether the CCBHC directly provides Outpatient Clinic Primary Care Screening and Monitoring of Key Health Indicators and Health Risk 
	Screening and Monitoring of Key Health Indicators and Health Risk, either: (a) an assessment of need for a physical exam or further evaluation by appropriate health care professionals, including the consumer’s primary care provider (with appropriate referral and follow-up), or (b) a basic physical assessment.  This provision is depending on whether the CCBHC directly provides Outpatient Clinic Primary Care Screening and Monitoring of Key Health Indicators and Health Risk 
	Screening and Monitoring of Key Health Indicators and Health Risk, either: (a) an assessment of need for a physical exam or further evaluation by appropriate health care professionals, including the consumer’s primary care provider (with appropriate referral and follow-up), or (b) a basic physical assessment.  This provision is depending on whether the CCBHC directly provides Outpatient Clinic Primary Care Screening and Monitoring of Key Health Indicators and Health Risk 




	24. The assessment results in a clinical formulation and reccommendations which inform the treatment plan 
	24. The assessment results in a clinical formulation and reccommendations which inform the treatment plan 
	24. The assessment results in a clinical formulation and reccommendations which inform the treatment plan 
	24. The assessment results in a clinical formulation and reccommendations which inform the treatment plan 
	24. The assessment results in a clinical formulation and reccommendations which inform the treatment plan 



	 
	 

	X 
	X 



	 
	The comprehensive person-centered and family-centered diagnostic and treatment planning evaluation must be updated by the treatment team, in agreement with and endorsed by the consumer and in consultation with the primary care provider (if any), when changes in the consumer’s status, responses to treatment, or goal achievement have occurred.  
	 



	Service Components for Children 
	Service Components for Children 
	Service Components for Children 
	Service Components for Children 


	 
	 
	 
	Please refer to Service Components for Adults.   
	 


	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 
	Required:  
	• Motivational Interviewing  
	• Motivational Interviewing  
	• Motivational Interviewing  

	• Screening, Brief Intervention, and Referral to Treatment (SBIRT)- where appropriate  
	• Screening, Brief Intervention, and Referral to Treatment (SBIRT)- where appropriate  


	 


	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 


	 
	 
	 
	Required:  
	• Motivational Interviewing  
	• Motivational Interviewing  
	• Motivational Interviewing  

	• Screening, Brief Intervention, and Referral to Treatment (SBIRT)- where appropriate  
	• Screening, Brief Intervention, and Referral to Treatment (SBIRT)- where appropriate  


	 


	Modality 
	Modality 
	Modality 


	 
	 
	 
	Screening, assessment, and diagnosis services, including risk assessment are delivered 1:1 between a clinician and recipient and/or collaterals 
	 


	Setting 
	Setting 
	Setting 


	 
	 
	 
	The Preliminary Screening may be done telephonically or face-to-face 
	• The Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation shall be face-to-face between a clinician and recipient and/or collaterals 
	• The Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation shall be face-to-face between a clinician and recipient and/or collaterals 
	• The Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation shall be face-to-face between a clinician and recipient and/or collaterals 

	• For recipients presenting with emergency or urgent needs, the initial evaluation may be conducted telephonically or by telehealth/telemedicine. An in-person evaluation is preferred. If the initial evaluation is conducted telephonically, once the emergency is resolved the consumer must be seen in person at the next subsequent encounter and the initial evaluation reviewed 
	• For recipients presenting with emergency or urgent needs, the initial evaluation may be conducted telephonically or by telehealth/telemedicine. An in-person evaluation is preferred. If the initial evaluation is conducted telephonically, once the emergency is resolved the consumer must be seen in person at the next subsequent encounter and the initial evaluation reviewed 


	 


	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 


	 
	 
	 




	• All new recipients requesting services or being referred for behavioral health will, at the time of first contact, receive a preliminary screening and risk assessment to determine acuity of needs. 
	• All new recipients requesting services or being referred for behavioral health will, at the time of first contact, receive a preliminary screening and risk assessment to determine acuity of needs. 
	• All new recipients requesting services or being referred for behavioral health will, at the time of first contact, receive a preliminary screening and risk assessment to determine acuity of needs. 
	• All new recipients requesting services or being referred for behavioral health will, at the time of first contact, receive a preliminary screening and risk assessment to determine acuity of needs. 
	• All new recipients requesting services or being referred for behavioral health will, at the time of first contact, receive a preliminary screening and risk assessment to determine acuity of needs. 
	• All new recipients requesting services or being referred for behavioral health will, at the time of first contact, receive a preliminary screening and risk assessment to determine acuity of needs. 
	• All new recipients requesting services or being referred for behavioral health will, at the time of first contact, receive a preliminary screening and risk assessment to determine acuity of needs. 

	• If the screening identifies an emergency/crisis need, appropriate action is taken immediately, including any necessary subsequent outpatient follow-up. 
	• If the screening identifies an emergency/crisis need, appropriate action is taken immediately, including any necessary subsequent outpatient follow-up. 

	• If the screening identifies an urgent need, clinical services are provided and the initial evaluation completed within one business day of the time the request is made. 
	• If the screening identifies an urgent need, clinical services are provided and the initial evaluation completed within one business day of the time the request is made. 

	• If the screening identifies routine needs, services will be provided and the initial evaluation completed within 10 business days. 
	• If the screening identifies routine needs, services will be provided and the initial evaluation completed within 10 business days. 


	 



	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 
	N/A. CCBHCs must serve all individuals regardless of residency or ability to pay.   
	 


	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 
	• Preliminary Screening may be provided by Unlicensed staff as defined in Appendix A 
	• Preliminary Screening may be provided by Unlicensed staff as defined in Appendix A 
	• Preliminary Screening may be provided by Unlicensed staff as defined in Appendix A 

	• The Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation must be provided by Professional staff as defined in Appendix A 
	• The Initial Assessment and Comprehensive Diagnostic and Treatment Planning Evaluation must be provided by Professional staff as defined in Appendix A 

	• Licensed Occupational Therapists and Occupational Therapy Assistants (See Appendix A) may participate in the screening, assessment, and diagnosis process.  
	• Licensed Occupational Therapists and Occupational Therapy Assistants (See Appendix A) may participate in the screening, assessment, and diagnosis process.  


	 


	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	N/A 
	 


	Staff Training Requirements 
	Staff Training Requirements 
	Staff Training Requirements 


	 
	 
	 
	Staff providing screening, assessment, and diagnosis, including risk assessment shall be trained in Motivational Interviewing.  
	 


	Billing Requirements  
	Billing Requirements  
	Billing Requirements  


	 
	 
	 
	Must meet Threshold visit.  
	 


	Person-centered treatment planning or similar processes, including risk assessment and crisis planning 
	Person-centered treatment planning or similar processes, including risk assessment and crisis planning 
	Person-centered treatment planning or similar processes, including risk assessment and crisis planning 


	Definition 
	Definition 
	Definition 


	 
	 
	 
	Person and family-centered treatment planning is a collaborative process-directed by the individual receiving care- that results in the development of treatment goals and provision of services.  Treatment plans should be strength-based and identify individual needs, goals, preferences, capacities, and desired outcomes. Effective person-centered care planning strengthens the voice of the individual, builds resiliency, and fosters recovery. The treatment goals and services should be designed to optimally trea
	 
	Individuals and families are core participants in the development of the plans and goals of treatment. As such, the person and family-centered treatment plan is developed by the CCBHC treatment team, consisting of: the service recipient, the family/caregiver of child recipients, the adult recipient’s family to the extent the recipient does not object, CCBHC clinical staff, and any other person the recipient chooses. 
	 




	All treatment planning and care coordination activities are subject to HIPAA (Pub. L. No. 104-191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state laws, including patient privacy requirements specific to the care of minors.  
	All treatment planning and care coordination activities are subject to HIPAA (Pub. L. No. 104-191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state laws, including patient privacy requirements specific to the care of minors.  
	All treatment planning and care coordination activities are subject to HIPAA (Pub. L. No. 104-191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state laws, including patient privacy requirements specific to the care of minors.  
	All treatment planning and care coordination activities are subject to HIPAA (Pub. L. No. 104-191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state laws, including patient privacy requirements specific to the care of minors.  
	All treatment planning and care coordination activities are subject to HIPAA (Pub. L. No. 104-191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state laws, including patient privacy requirements specific to the care of minors.  
	 
	Person and family-centered treatment planning must be provided directly by the CCBHC.   
	 



	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 


	 
	 
	 
	Treatment Planning Process:  
	Each CCBHC service recipient must have a written person and family-centered treatment plan developed by the responsible clinical staff member and individual. The person and family-centered treatment plan must be implemented in a manner that supports the individual and recognizes the individual as the expert on goals and needs.  The treatment planning process is built upon a shared decision-making approach and should incorporate the following principles:  
	• The individual can direct who is included in the planning process, as well as maintain the ability to request meetings and revise the plan whenever necessary. 
	• The individual can direct who is included in the planning process, as well as maintain the ability to request meetings and revise the plan whenever necessary. 
	• The individual can direct who is included in the planning process, as well as maintain the ability to request meetings and revise the plan whenever necessary. 

	• The treatment planning process is timely and occurs at a time and location convenient to the individual and their family. 
	• The treatment planning process is timely and occurs at a time and location convenient to the individual and their family. 

	• The individual is provided the support necessary to ensure that they are able to understand the information and direct the process accordingly. In accordance with CCBHC Program Requirement 2, such accommodations should include auxiliary aids and services that are responsive to the needs of consumers with disabilities (e.g., sign language interpreters, teletype [TTY] lines). 
	• The individual is provided the support necessary to ensure that they are able to understand the information and direct the process accordingly. In accordance with CCBHC Program Requirement 2, such accommodations should include auxiliary aids and services that are responsive to the needs of consumers with disabilities (e.g., sign language interpreters, teletype [TTY] lines). 

	• Personal preferences and a strengths-based approach must be used to develop goals, and to meet the individual’s needs. Areas of personal preference may include-but are not limited to- the following supports and circumstances:  
	• Personal preferences and a strengths-based approach must be used to develop goals, and to meet the individual’s needs. Areas of personal preference may include-but are not limited to- the following supports and circumstances:  
	• Personal preferences and a strengths-based approach must be used to develop goals, and to meet the individual’s needs. Areas of personal preference may include-but are not limited to- the following supports and circumstances:  
	o Family, friends, and other relationships 
	o Family, friends, and other relationships 
	o Family, friends, and other relationships 




	o Housing  
	o Housing  

	o Employment 
	o Employment 

	o Community integration  
	o Community integration  

	o Behavioral health 
	o Behavioral health 

	o Culture and language 
	o Culture and language 

	o Social activities 
	o Social activities 

	o Recreation 
	o Recreation 

	o Education and vocational training 
	o Education and vocational training 

	o Other choices pertinent to community living  
	o Other choices pertinent to community living  

	• The individual’s cultural and linguistic preferences must be acknowledged in the treatment planning process.  In accordance with CCBHC Program Requirement 2, service recipients and their family with limited English proficiency (LEP) should have meaningful access to low literacy materials and interpreters. 
	• The individual’s cultural and linguistic preferences must be acknowledged in the treatment planning process.  In accordance with CCBHC Program Requirement 2, service recipients and their family with limited English proficiency (LEP) should have meaningful access to low literacy materials and interpreters. 

	• There must be mechanisms in place for solving conflict or disagreement within the process, including clear conflict of interest guidelines. 
	• There must be mechanisms in place for solving conflict or disagreement within the process, including clear conflict of interest guidelines. 

	• Individuals must be offered information on the full range of services available to support achievement of personally identified goals. 
	• Individuals must be offered information on the full range of services available to support achievement of personally identified goals. 

	• In accordance with CCBHC Program Requirement 2, the individual must be able to choose between CCBHC providers or provider entities when choice is available. 
	• In accordance with CCBHC Program Requirement 2, the individual must be able to choose between CCBHC providers or provider entities when choice is available. 

	• The treatment plan must be prepared in person-first singular language and be understandable to the service recipient.  
	• The treatment plan must be prepared in person-first singular language and be understandable to the service recipient.  


	In accordance with the person-centered and family-centered diagnostic and treatment planning evaluation, the treatment plan shall be completed within 60 calendar days of the first request for services, or 30 days after admission- whichever timeframe is sooner- and updated no less frequently than every 90 days. 
	 




	Treatment Plan Components:  
	Treatment Plan Components:  
	Treatment Plan Components:  
	Treatment Plan Components:  
	Treatment Plan Components:  
	The treatment plan shall include identification and documentation of the following: 
	1. Documentation of the individual’s strengths, abilities, and positive attributes. 
	1. Documentation of the individual’s strengths, abilities, and positive attributes. 
	1. Documentation of the individual’s strengths, abilities, and positive attributes. 

	2. Identification of risk, and measures available to reduce risk and ensure the health and safety of the individual. Such activities shall include an assessment of risk, and the development of a Crisis Prevention Plan that includes strategies to de-escalate crisis situations before they occur and the identification of triggers for substance use (if applicable). The individual/child/youth and family shall identify an advance plan for crisis management that promotes recovery, resilience, and includes natural 
	2. Identification of risk, and measures available to reduce risk and ensure the health and safety of the individual. Such activities shall include an assessment of risk, and the development of a Crisis Prevention Plan that includes strategies to de-escalate crisis situations before they occur and the identification of triggers for substance use (if applicable). The individual/child/youth and family shall identify an advance plan for crisis management that promotes recovery, resilience, and includes natural 

	3. Recipient-identified problem areas specified in the initial assessment and comprehensive person-centered and family-centered diagnostic and treatment planning evaluation. 
	3. Recipient-identified problem areas specified in the initial assessment and comprehensive person-centered and family-centered diagnostic and treatment planning evaluation. 

	4. Treatment goals for the identified problem areas (unless deferred). 
	4. Treatment goals for the identified problem areas (unless deferred). 

	5. Physical health, behavioral health, and social service needs. 
	5. Physical health, behavioral health, and social service needs. 

	6. Objectives that will be used to measure progress toward attainment of treatment goals and target dates for achieving completion of treatment goals. 
	6. Objectives that will be used to measure progress toward attainment of treatment goals and target dates for achieving completion of treatment goals. 

	7. Methods and treatment approaches that will be utilized to achieve the goals developed by the individual and CCBHC clinical staff and prevent unnecessary or inappropriate services and supports.  The treatment plan shall include the amount and duration of the specific CCBHC services provided, as well as the specific provider(s) and provider agency responsible for monitoring treatment plan implementation and/or providing the documented services and supports. 
	7. Methods and treatment approaches that will be utilized to achieve the goals developed by the individual and CCBHC clinical staff and prevent unnecessary or inappropriate services and supports.  The treatment plan shall include the amount and duration of the specific CCBHC services provided, as well as the specific provider(s) and provider agency responsible for monitoring treatment plan implementation and/or providing the documented services and supports. 

	8. Schedules of service provision. 
	8. Schedules of service provision. 

	9. Each diagnosis for which the individual is being treated at the program. 
	9. Each diagnosis for which the individual is being treated at the program. 

	10. Descriptions of any additional services (outside of the CCBHC scope of services and provided by a care coordination entity) needed by the individual, as well as a plan for meeting those needs (Where appropriate, consultation shall be sought during treatment planning regarding specialty service needs).  
	10. Descriptions of any additional services (outside of the CCBHC scope of services and provided by a care coordination entity) needed by the individual, as well as a plan for meeting those needs (Where appropriate, consultation shall be sought during treatment planning regarding specialty service needs).  

	11. Descriptions of any natural/non-paid supports, items, or other resources needed for goal achievement. 
	11. Descriptions of any natural/non-paid supports, items, or other resources needed for goal achievement. 

	12. Documentation of an emergency plan that includes a range of circumstances such as: weather, housing, or staff-related issues. 
	12. Documentation of an emergency plan that includes a range of circumstances such as: weather, housing, or staff-related issues. 

	13. Documentation of the consumer’s advance wishes related to treatment and crisis management.  If the consumer does not wish to share their preferences, that decision is documented. 
	13. Documentation of the consumer’s advance wishes related to treatment and crisis management.  If the consumer does not wish to share their preferences, that decision is documented. 


	 
	The treatment plan must include signatures from all individuals responsible for treatment plan implementation, including the individual and a qualified health professional, or other licensed individual within his/her scope of practice, involved in the treatment and responsible for review of the treatment plan.  A “qualified health professional” means an individual: 
	• who is in good standing with the appropriate licensing or certifying authority, as applicable; 
	• who is in good standing with the appropriate licensing or certifying authority, as applicable; 
	• who is in good standing with the appropriate licensing or certifying authority, as applicable; 

	• practicing within the scope of, and in accordance with, the terms and conditions of such licenses and certifications; and 
	• practicing within the scope of, and in accordance with, the terms and conditions of such licenses and certifications; and 

	• with a minimum of one year of experience and/or training in the treatment of behavioral health issues. 
	• with a minimum of one year of experience and/or training in the treatment of behavioral health issues. 


	 All individuals directly involved in the treatment planning process shall receive a copy of the plan, or a portion of the plan, as determined by the individual.   
	 
	Any effort to restrict the right of the individual to realize preferences or goals must be justified by a specific and individualized assessed safety need and documented in the treatment plan. The following requirements must be documented in the plan when a safety need warrants such a restriction:  
	1. The specific and individualized assessed safety need.  
	1. The specific and individualized assessed safety need.  
	1. The specific and individualized assessed safety need.  

	2. The positive interventions and supports used prior to any modifications or additions to the treatment plan regarding safety needs.  
	2. The positive interventions and supports used prior to any modifications or additions to the treatment plan regarding safety needs.  

	3. Documentation of less intrusive methods of meeting the safety needs that have been tried, but were not successful.  
	3. Documentation of less intrusive methods of meeting the safety needs that have been tried, but were not successful.  






	4. A clear description of the condition that is directly proportionate to the specific assessed safety need.  
	4. A clear description of the condition that is directly proportionate to the specific assessed safety need.  
	4. A clear description of the condition that is directly proportionate to the specific assessed safety need.  
	4. A clear description of the condition that is directly proportionate to the specific assessed safety need.  
	4. A clear description of the condition that is directly proportionate to the specific assessed safety need.  
	4. A clear description of the condition that is directly proportionate to the specific assessed safety need.  
	4. A clear description of the condition that is directly proportionate to the specific assessed safety need.  

	5. A regular collection and review of data to measure the ongoing effectiveness of the safety modification.  
	5. A regular collection and review of data to measure the ongoing effectiveness of the safety modification.  

	6. Established time limits for periodic reviews to determine if the safety modification is still necessary or can be terminated.  
	6. Established time limits for periodic reviews to determine if the safety modification is still necessary or can be terminated.  

	7. Informed consent of the individual to the proposed safety modification.  
	7. Informed consent of the individual to the proposed safety modification.  

	8. An assurance that the modification itself will not cause harm to the person. 
	8. An assurance that the modification itself will not cause harm to the person. 


	 
	Treatment Plan Implementation:  
	Implementation of the person-centered treatment plan requires progress monitoring and notation to ensure goal achievement and appropriate action is taken when necessary. Progress monitoring shall ensure that:  
	• All services on the treatment plan are delivered 
	• All services on the treatment plan are delivered 
	• All services on the treatment plan are delivered 

	• The plan is reviewed according to the established timeline 
	• The plan is reviewed according to the established timeline 

	• The individual can report on progress, issues, and problems 
	• The individual can report on progress, issues, and problems 

	• Changes to the treatment plan can be made in an expedient manner 
	• Changes to the treatment plan can be made in an expedient manner 


	Progress notes shall be recorded by the clinical staff member(s) who provided services to the recipient upon each occasion of service. These notes must summarize the service(s) provided, update the recipient’s progress toward his or her goals, and include any recommended changes to the elements of the recipient’s treatment plan. The progress notes shall also document the date and duration of each service provided, the location where the service was provided, whether collaterals were seen, and the name and t
	 
	Treatment Plan Review:  
	All treatment plans shall be reviewed and updated as clinically necessary based upon the individual’s progress, changes in circumstances, the effectiveness of services, and/or other appropriate considerations. In accordance with the person-centered and family-centered diagnostic and treatment planning evaluation, such reviews shall occur no less frequently than every 90 days. Treatment plan reviews shall include the input of relevant staff, as well as the recipient, family members and collaterals, as approp
	 
	The periodic review and update of the treatment plan shall fully involve the individual and include identification and documentation of the following:  
	(1) assessment of the progress of the patient regarding the mutually agreed upon goals in the treatment plan; 
	(1) assessment of the progress of the patient regarding the mutually agreed upon goals in the treatment plan; 
	(1) assessment of the progress of the patient regarding the mutually agreed upon goals in the treatment plan; 

	(2) adjustment of goals and treatment objectives, time periods for achievement, intervention strategies or initiation of discharge planning, as appropriate; 
	(2) adjustment of goals and treatment objectives, time periods for achievement, intervention strategies or initiation of discharge planning, as appropriate; 

	(3) an evaluation of physical health status; and 
	(3) an evaluation of physical health status; and 

	(4) Crisis Prevention Plan, to be reviewed at least annually or as clinically indicated; 
	(4) Crisis Prevention Plan, to be reviewed at least annually or as clinically indicated; 

	(5) the signature of the qualified health professional, or other licensed individual within his/her scope of practice, involved in the treatment and responsible for review of the treatment plan. 
	(5) the signature of the qualified health professional, or other licensed individual within his/her scope of practice, involved in the treatment and responsible for review of the treatment plan. 


	 



	Service Components for Children  
	Service Components for Children  
	Service Components for Children  
	Service Components for Children  


	 
	 
	 
	• Please refer to Service Components for Adults  
	• Please refer to Service Components for Adults  
	• Please refer to Service Components for Adults  

	• If the patient is a minor, the treatment plan must also be developed in consultation with his/her parent or guardian unless the minor is being treated without parental consent  
	• If the patient is a minor, the treatment plan must also be developed in consultation with his/her parent or guardian unless the minor is being treated without parental consent  


	 


	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 




	Required:  
	Required:  
	Required:  
	Required:  
	Required:  
	• Motivational Interviewing  
	• Motivational Interviewing  
	• Motivational Interviewing  


	 



	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 


	 
	 
	 
	Required:  
	• Motivational Interviewing  
	• Motivational Interviewing  
	• Motivational Interviewing  


	 


	Modality 
	Modality 
	Modality 


	 
	 
	 
	Individual face-to face, inclusion of family/caregiver(s) if care recipient is a minor. 
	 


	Setting 
	Setting 
	Setting 


	 
	 
	 
	The treatment planning process occurs at a time and location convenient to the individual and their family. 
	  


	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 


	 
	 
	 
	• If a non-established/new service recipient receives non- crisis demonstration services for the first time from a CCBHC, the service is covered for the first time following the preliminary screening and risk assessment defined under screening, assessment, and diagnosis.  
	• If a non-established/new service recipient receives non- crisis demonstration services for the first time from a CCBHC, the service is covered for the first time following the preliminary screening and risk assessment defined under screening, assessment, and diagnosis.  
	• If a non-established/new service recipient receives non- crisis demonstration services for the first time from a CCBHC, the service is covered for the first time following the preliminary screening and risk assessment defined under screening, assessment, and diagnosis.  


	 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service is covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service is covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service is covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 


	 


	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 
	N/A. CCBHCs must serve all individuals regardless of residency or ability to pay.   
	 


	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 
	• Professional staff, Licensed Occupational Therapists, Occupational Therapy Assistants, and non-licensed staff (See Appendix A) may participate in the treatment planning process.  
	• Professional staff, Licensed Occupational Therapists, Occupational Therapy Assistants, and non-licensed staff (See Appendix A) may participate in the treatment planning process.  
	• Professional staff, Licensed Occupational Therapists, Occupational Therapy Assistants, and non-licensed staff (See Appendix A) may participate in the treatment planning process.  

	• A qualified health professional, or other licensed individual within his/her scope of practice must sign the treatment plan 
	• A qualified health professional, or other licensed individual within his/her scope of practice must sign the treatment plan 

	• As appropriate for the individual’s needs, the CCBHC shall designate an interdisciplinary treatment team- in collaboration with the service recipient, the family/caregiver of child recipients, the adult recipient’s family to the extent the recipient does not object-that is responsible for directing, coordinating, and managing care and services for the individual. The interdisciplinary team may be composed of licensed and non-licensed staff who work together to coordinate the medical, psychosocial, emotion
	• As appropriate for the individual’s needs, the CCBHC shall designate an interdisciplinary treatment team- in collaboration with the service recipient, the family/caregiver of child recipients, the adult recipient’s family to the extent the recipient does not object-that is responsible for directing, coordinating, and managing care and services for the individual. The interdisciplinary team may be composed of licensed and non-licensed staff who work together to coordinate the medical, psychosocial, emotion


	 


	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	N/A 
	 


	Staff Training Requirements 
	Staff Training Requirements 
	Staff Training Requirements 


	 
	 
	 
	• Training in Motivational Interviewing – (e.g. Center for Practice Innovations). 
	• Training in Motivational Interviewing – (e.g. Center for Practice Innovations). 
	• Training in Motivational Interviewing – (e.g. Center for Practice Innovations). 

	• Training/Continuing Education as appropriate for Licensing and Scope of Practice. 
	• Training/Continuing Education as appropriate for Licensing and Scope of Practice. 

	• Staff should be trained on principles of person- and family-centered care, shared decision-making, and fostering individual self-direction in treatment planning.  
	• Staff should be trained on principles of person- and family-centered care, shared decision-making, and fostering individual self-direction in treatment planning.  






	• 
	• 
	• 
	• 
	• 
	• 
	• 
	• 
	Training should cover awareness and sensitivity on issues of race, ethnicity, age, sexual orientation, and gender identity.
	 
	• Integrated Treatment for Co-Occurring Disorders  
	• Integrated Treatment for Co-Occurring Disorders  
	• Integrated Treatment for Co-Occurring Disorders  

	• Screening, Brief Intervention, and Referral to Treatment (SBIRT)  
	• Screening, Brief Intervention, and Referral to Treatment (SBIRT)  

	• Cognitive Behavioral Therapy  
	• Cognitive Behavioral Therapy  

	• Medication Assisted Treatment (MAT) 
	• Medication Assisted Treatment (MAT) 

	• Motivational Interviewing  
	• Motivational Interviewing  

	• Family Psychoeducation 
	• Family Psychoeducation 
	• Family Psychoeducation 
	• Dialectical Behavior Therapy (DBT) 
	• Dialectical Behavior Therapy (DBT) 
	• Dialectical Behavior Therapy (DBT) 

	• First episode early intervention for psychosis (OnTrackNY) 
	• First episode early intervention for psychosis (OnTrackNY) 

	• Multi-Systemic Therapy 
	• Multi-Systemic Therapy 

	• Assertive Community Treatment (ACT)  
	• Assertive Community Treatment (ACT)  

	• Motivational Enhancement Therapy 
	• Motivational Enhancement Therapy 

	• Treatment for Post-Traumatic Stress Disorder (PTSD) 
	• Treatment for Post-Traumatic Stress Disorder (PTSD) 

	• Functional Family Therapy 
	• Functional Family Therapy 

	• Multi-Systemic Therapy 
	• Multi-Systemic Therapy 

	• Twelve Step Facilitation Therapy 
	• Twelve Step Facilitation Therapy 

	• Matrix Model 
	• Matrix Model 

	• Supported Housing 
	• Supported Housing 

	• Illness Management and Recovery 
	• Illness Management and Recovery 

	• Cognitive Management 
	• Cognitive Management 

	• Behavioral Couples Therapy 
	• Behavioral Couples Therapy 

	• Cognitive Therapy for Suicide Prevention 
	• Cognitive Therapy for Suicide Prevention 

	• Seven Challenges 
	• Seven Challenges 

	• Multi-Dimensional Family Therapy 
	• Multi-Dimensional Family Therapy 

	• Integrated Treatment for Co-Occurring Disorders  
	• Integrated Treatment for Co-Occurring Disorders  

	• Screening, Brief Intervention, and Referral to Treatment (SBIRT)  
	• Screening, Brief Intervention, and Referral to Treatment (SBIRT)  

	• Cognitive Behavioral Therapy  
	• Cognitive Behavioral Therapy  

	• Medication Assisted Treatment (MAT) 
	• Medication Assisted Treatment (MAT) 

	• Motivational Interviewing  
	• Motivational Interviewing  

	• Family Psychoeducation 
	• Family Psychoeducation 

	• Community wrap-around services for youth and children; and specialty clinical interventions to treat mental and substance use disorders experienced by youth (including youth in therapeutic foster care). 
	• Community wrap-around services for youth and children; and specialty clinical interventions to treat mental and substance use disorders experienced by youth (including youth in therapeutic foster care). 

	• Therapeutic Foster Care 
	• Therapeutic Foster Care 

	• Multi-systemic Therapy 
	• Multi-systemic Therapy 

	• Functional Family Therapy 
	• Functional Family Therapy 

	• The Seven Challenges Program 
	• The Seven Challenges Program 

	• Motivational Enhancement Therapy and Cognitive Behavioral Therapy (MET-CBT) 
	• Motivational Enhancement Therapy and Cognitive Behavioral Therapy (MET-CBT) 

	• First episode early intervention for psychosis (OnTrackNY) 
	• First episode early intervention for psychosis (OnTrackNY) 








	 



	Billing Requirements 
	Billing Requirements 
	Billing Requirements 
	Billing Requirements 


	 
	 
	 
	Must meet Threshold visit.  




	 
	Outpatient mental health and substance use services 
	Outpatient mental health and substance use services 
	Outpatient mental health and substance use services 
	Outpatient mental health and substance use services 
	Outpatient mental health and substance use services 



	Definition 
	Definition 
	Definition 
	Definition 


	 
	 
	 
	Outpatient mental health and substance use services are designed treat an individual’s mental health and/or substance use disorder in a manner consistent with the individual’s phase of life and development- specifically considering children, adolescents, transition age youth, and older adults as distinct groups for whom life stage and functioning may affect treatment. The provision of outpatient mental health and substance use services is informed and determined by the screening, assessment, and diagnosis p
	 
	CCBHCs shall provide outpatient mental health and substance use services consistent the regulations and standards of care required under the NYS Integrated Outpatient Services License for Mental Health (OMH) and Substance Use (OASAS) services.  An “integrated services provider” is a provider holding multiple operating certificates or licenses to provide outpatient services, which has also been authorized by a Commissioner of a state licensing agency to deliver identified integrated care services at a specif
	 
	In the event specialized services outside the expertise of the CCBHC are required for purposes of outpatient mental and substance use disorder treatment (e.g., treatment of sexual trauma, eating disorders, specialized medications for substance use disorders), the CCBHC makes them available through referral or other formal arrangement with other providers or, where necessary and appropriate, through use of telehealth/telemedicine services. The CCBHC also provides or makes available through formal arrangement
	 
	Outpatient mental health and substance use services must be directly provided by the CCBHC.   
	 


	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 


	 
	 
	 
	CCBHC outpatient mental health and substance use services components and provision must be consistent with the regulations and standards of care required under the NYS Integrated Outpatient Services License and shall include the following service categories:  
	 
	Psychotropic Medication Treatment: 
	Psychotropic medication treatment means monitoring and evaluating target symptom response, ordering and reviewing diagnostic studies, writing prescriptions and consumer education as appropriate. This service must be provided by a psychiatrist or psychiatric nurse practitioner. 
	 
	Injectable Psychotropic Medication Administration: 
	Injectable psychotropic medication administration is the process of preparing, and administering the injection of intramuscular psychotropic medications. This service must be provided by an appropriate medical staff person with one of the following credentials: MD/NPP/RN/LPN/PA.  
	 
	Injectable Psychotropic Medication administration with monitoring and Education: 




	Injectable Psychotropic Medication Administration with monitoring and education is the process of preparing, administering, managing and monitoring the injection of intramuscular psychotropic medications. It includes consumer education related to the use of the medication, as necessary. This service must be provided by an appropriate medical staff person with one of the following credentials: MD/NPP/RN/PA.   
	Injectable Psychotropic Medication Administration with monitoring and education is the process of preparing, administering, managing and monitoring the injection of intramuscular psychotropic medications. It includes consumer education related to the use of the medication, as necessary. This service must be provided by an appropriate medical staff person with one of the following credentials: MD/NPP/RN/PA.   
	Injectable Psychotropic Medication Administration with monitoring and education is the process of preparing, administering, managing and monitoring the injection of intramuscular psychotropic medications. It includes consumer education related to the use of the medication, as necessary. This service must be provided by an appropriate medical staff person with one of the following credentials: MD/NPP/RN/PA.   
	Injectable Psychotropic Medication Administration with monitoring and education is the process of preparing, administering, managing and monitoring the injection of intramuscular psychotropic medications. It includes consumer education related to the use of the medication, as necessary. This service must be provided by an appropriate medical staff person with one of the following credentials: MD/NPP/RN/PA.   
	Injectable Psychotropic Medication Administration with monitoring and education is the process of preparing, administering, managing and monitoring the injection of intramuscular psychotropic medications. It includes consumer education related to the use of the medication, as necessary. This service must be provided by an appropriate medical staff person with one of the following credentials: MD/NPP/RN/PA.   
	 
	Medication Assisted Treatment: 
	Medication Assisted Treatment (MAT) uses medication, in combination with counseling and behavioral therapies, to treat people with severe addictions. Medications can reduce the cravings and other symptoms associated with withdrawal from a substance by occupying receptors in the brain associated with using that drug (agonists or partial agonists), block the rewarding sensation that comes with using a substance (antagonists), or induce negative feelings when a substance is taken. MAT has been primarily used f
	 
	Psychotherapy Services/Individual Counseling 
	Psychotherapy (including family/collateral or groups) means therapeutic communication and interaction for the purpose of alleviating symptoms or dysfunction associated with an individual’s diagnosed mental illness or emotional disturbance, reversing or changing maladaptive patterns of behavior, encouraging personal growth and development, and supporting the individual’s capacity to achieve age-appropriate developmental milestones.  
	 
	Psychotherapy should promote community integration, and may encompass interventions to facilitate readiness for and engagement of the client and family in wellness self-management, school, and employment training services, which are provided by specialized programs and service providers.  
	 
	Counseling  
	Consistent with and determined by the client’s stage of change/treatment, counseling for those receiving integrated behavioral health services is largely based on motivational interviewing, cognitive-behavioral counseling, or some combination of both. Motivational interviewing involves helping a client identify his or her own goals and to recognize, through a systematic examination of the individual’s ambivalence, that not managing one’s illnesses interferes with attaining those goals. Clients in the action
	 
	Group counseling for substance use disorder treatment is limited to 15 people, consistent with current OASAS requirements and best practices in substance use disorder treatment.  
	 
	Peer Support Services: 
	Peer Support Services are face- to- face service provided by a peer advocate to an active patient for the purpose of connecting patients to community based recovery supports consistent with a patient’s treatment plan. 
	 
	Telepsychiatry Services-Effective August 31, 2016, NYS OMH repealed Part 599.17 and adopted a new Part 596 Telepsychiatry Services which expanded the use of Telepsychiatry beyond licensed Article 31 outpatient clinic settings.  For the purpose of 14 NYCRR 596.4, Telepsychiatry is defined as the use of two-way real time-interactive audio and video equipment to provide and support clinical psychiatric care at a distance. Such services do not include a telephone conversation, electronic mail message or facsimi
	 




	Approval to Utilize Telepsychiatry Services - Telepsychiatry services may be authorized by NYS OMH for assessment and treatment services provided by physicians or nurse practitioners, as defined in 14 NYCRR Section 596.4, from a site distant from the location of a patient, where the patient is physically located at an originating/spoke site licensed by the Office, and the physician or nurse practitioner is physically located at a distant/hub site that participates in the New York State Medicaid program.  
	Approval to Utilize Telepsychiatry Services - Telepsychiatry services may be authorized by NYS OMH for assessment and treatment services provided by physicians or nurse practitioners, as defined in 14 NYCRR Section 596.4, from a site distant from the location of a patient, where the patient is physically located at an originating/spoke site licensed by the Office, and the physician or nurse practitioner is physically located at a distant/hub site that participates in the New York State Medicaid program.  
	Approval to Utilize Telepsychiatry Services - Telepsychiatry services may be authorized by NYS OMH for assessment and treatment services provided by physicians or nurse practitioners, as defined in 14 NYCRR Section 596.4, from a site distant from the location of a patient, where the patient is physically located at an originating/spoke site licensed by the Office, and the physician or nurse practitioner is physically located at a distant/hub site that participates in the New York State Medicaid program.  
	Approval to Utilize Telepsychiatry Services - Telepsychiatry services may be authorized by NYS OMH for assessment and treatment services provided by physicians or nurse practitioners, as defined in 14 NYCRR Section 596.4, from a site distant from the location of a patient, where the patient is physically located at an originating/spoke site licensed by the Office, and the physician or nurse practitioner is physically located at a distant/hub site that participates in the New York State Medicaid program.  
	Approval to Utilize Telepsychiatry Services - Telepsychiatry services may be authorized by NYS OMH for assessment and treatment services provided by physicians or nurse practitioners, as defined in 14 NYCRR Section 596.4, from a site distant from the location of a patient, where the patient is physically located at an originating/spoke site licensed by the Office, and the physician or nurse practitioner is physically located at a distant/hub site that participates in the New York State Medicaid program.  
	 
	Outreach:  
	 “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate for the purpose of increasing motivation to participate in clinically indicated treatment for chemical dependence. Patients identified for this intervention must be current patients who have failed to appear for sessions at the program and are judged to be at risk for prematurely discontinuing treatment or persons transitioning from another Office-certified program. 
	 
	Problem Gambling (Optional):  
	Problem gambling is a Chemical Dependence Outpatient program that has been granted a waiver to admit and treat individuals for problem gambling only (persons who do not have a co-occurring chemical dependency diagnosis) and/or a significant other who has been affected by problem gambling. Problem Gambling Treatment and Recovery Services assist individuals who are affected by problem gambling including family members and/or significant others. These services may be provided in free-standing settings or may b
	 



	Service Components for Children  
	Service Components for Children  
	Service Components for Children  
	Service Components for Children  


	 
	 
	 
	Please refer to Service Components for Adults 
	 
	Early assessment and identification of childhood emotional disturbances, and engagement of the child and family in the development of a plan of care designed to minimize the symptoms and adverse effects of illness, maximize wellness, assist the child in developing a resilient and hopeful approach to school, family, and community, and maintain the child in his or her natural environment 
	 
	Children and adolescents are treated using a family/caregiver-driven, youth guided and developmentally appropriate approach that comprehensively addresses family/caregiver, school, medical, mental health, substance abuse, psychosocial, and environmental issues. 
	 


	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 
	Required: 
	 
	Recommended:  




	 
	 
	 
	 
	 



	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 


	 
	 
	 
	Required: 
	 
	Recommended:  
	 


	Modality 
	Modality 
	Modality 


	 
	 
	 
	The service modality shall be consistent the regulations and standards of care required by the CCBHC’s Host State Agency under the Integrated Outpatient Services License.   
	 


	Setting 
	Setting 
	Setting 


	 
	 
	 
	The service setting shall be consistent the regulations and standards of care required by the CCBHC’s Host State Agency under the Integrated Outpatient Services License.   
	 


	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 


	 
	 
	 
	• If a non-established/new service recipient receives non- crisis demonstration services for the first time from a CCBHC, the service IS covered for the first time following the preliminary screening and risk assessment defined under screening, assessment, and diagnosis.  
	• If a non-established/new service recipient receives non- crisis demonstration services for the first time from a CCBHC, the service IS covered for the first time following the preliminary screening and risk assessment defined under screening, assessment, and diagnosis.  
	• If a non-established/new service recipient receives non- crisis demonstration services for the first time from a CCBHC, the service IS covered for the first time following the preliminary screening and risk assessment defined under screening, assessment, and diagnosis.  


	 




	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service IS covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service IS covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service IS covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service IS covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service IS covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service IS covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 
	• If an established/existing service recipient of an agency becoming a CCBHC receives any demonstration service from a CCBHC, the service IS covered upon receipt of the first service at a CCBHC once the agency becomes a CCBHC. 


	 



	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 
	N/A. CCBHCs must serve all individuals regardless of residency or ability to pay.   
	 


	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 
	CCBHCs must ensure that they have the staff and equipment necessary to provide services that are consistent with prevailing standards of care. 
	 


	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	Staffing ratios/case limits shall be consistent the regulations and standards of care required by the CCBHC’s Host State Agency under the Integrated Outpatient Services License.   
	 


	Staff Training Requirements 
	Staff Training Requirements 
	Staff Training Requirements 


	 
	 
	 
	Treatments are delivered by staff with specific training in treating the segment of the population being served.   
	 


	Billing Requirements 
	Billing Requirements 
	Billing Requirements 


	 
	 
	 
	Must meet Threshold visit. 




	 
	Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
	Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
	Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
	Outpatient clinic primary care screening and monitoring of key health indicators and health risk 
	Outpatient clinic primary care screening and monitoring of key health indicators and health risk 



	Definition 
	Definition 
	Definition 
	Definition 


	 
	 
	 
	Primary care screening is a basic physical assessment that measures specific health indicators and need for a physical exam or further evaluation by appropriate health care professionals. Health monitoring is the continued measuring of specific health indicators associated with increased risk of medical illness and early death. Prevention is a key component of the outpatient clinic primary care screening and monitoring of key health indicators and health risk services.  
	  
	For children and adolescents, outpatient clinic primary care screening and monitoring of key health indicators and health risk services should include screening and preventive interventions such as: weight assessment and counseling for nutrition and physical activity, as well as an assessment of learning disabilities- where appropriate.  For adults, these services should include preventive care and screening for Adult Body Mass Index (BMI), blood pressure, and tobacco use.   
	 
	Whenever possible, the CCBHC or DCO should use standardized and validated screening and assessment tools and approaches that are culturally, linguistically and developmentally appropriate and accommodate disabilities (e.g., hearing disabilities, cognitive limitations, etc.).  In addition, the CCBHC or DCO shall ensure that children receive age appropriate screening and preventive interventions including, where appropriate, assessment of learning disabilities, and older adults receive age appropriate screeni
	 
	CCBHCs are not prohibited from providing other primary care services.  This service may be provided directly by the CCBHCs, or through a Designated Collaborating Organization (DCO).   
	 


	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 


	 
	 
	 




	Health indicators incorporated in primary care screening for adults and older adults should include, but are not limited to: 
	Health indicators incorporated in primary care screening for adults and older adults should include, but are not limited to: 
	Health indicators incorporated in primary care screening for adults and older adults should include, but are not limited to: 
	Health indicators incorporated in primary care screening for adults and older adults should include, but are not limited to: 
	Health indicators incorporated in primary care screening for adults and older adults should include, but are not limited to: 
	• Adult BMI screening  
	• Adult BMI screening  
	• Adult BMI screening  

	• Blood pressure 
	• Blood pressure 

	• Tobacco use screening  
	• Tobacco use screening  


	 
	Monitoring should include: 
	• Generic Health Monitoring  
	• Generic Health Monitoring  
	• Generic Health Monitoring  

	• Smoking Cessation Counseling 
	• Smoking Cessation Counseling 


	 
	CCBHCs and respective DCOs should ensure that adults and older adults receive age appropriate screening and preventive interventions.  In addition, policies and procedures should be in place for age appropriate health monitoring, which describe whether such monitoring will be performed by the provider or, if not, how the provider will seek to ascertain relevant health information. Such policies and procedures must include a requirement that an individual’s refusal to provide access to such information be do
	In conjunction with the recipient’s Comprehensive Diagnostic and Treatment Planning Evaluation, an assessment of need for a physical exam or further evaluation by appropriate health care professionals, including the consumer’s primary care provider (with appropriate referral and follow-up), or a basic physical assessment shall be completed within 60 calendar days of the first request for services. 
	 



	Service Components for Children  
	Service Components for Children  
	Service Components for Children  
	Service Components for Children  


	 
	 
	 
	Health indicators incorporated in primary care screening for children and adolescents should include, but are not limited to: 
	• Body Mass Index (BMI) percentile 
	• Body Mass Index (BMI) percentile 
	• Body Mass Index (BMI) percentile 

	• Nutrition 
	• Nutrition 

	• Activity/exercise level  
	• Activity/exercise level  

	• An assessment of learning disabilities, where appropriate 
	• An assessment of learning disabilities, where appropriate 

	• Smoking status 
	• Smoking status 


	 
	Monitoring should include:  
	• Generic Health Monitoring  
	• Generic Health Monitoring  
	• Generic Health Monitoring  

	• Counseling for nutrition and physical activity 
	• Counseling for nutrition and physical activity 

	• Smoking Cessation Counseling 
	• Smoking Cessation Counseling 


	 
	CCBHCs and respective DCOs should ensure that children and adolescents receive age appropriate screening and preventive interventions.  In addition, policies and procedures should be in place for age appropriate health monitoring, which describe whether such monitoring will be performed by the provider or, if not, how the provider will seek to ascertain relevant health information. Such policies and procedures must include a requirement that an individual’s refusal to provide access to such information be d
	 
	In conjunction with the recipient’s Comprehensive Diagnostic and Treatment Planning Evaluation, an assessment of need for a physical exam or further evaluation by appropriate health care professionals, including the consumer’s primary care provider (with appropriate referral and follow-up), or a basic physical assessment shall be completed within 60 calendar days of the first request for services. 
	 


	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 
	Required:  
	• Motivational Interviewing  
	• Motivational Interviewing  
	• Motivational Interviewing  


	 




	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 



	 
	 
	 
	 
	Required:  
	• Motivational Interviewing  
	• Motivational Interviewing  
	• Motivational Interviewing  


	 


	Modality 
	Modality 
	Modality 


	 
	 
	 
	Primary care monitoring of key health indicators and health risk services may be provided individually or in group.   
	 


	Setting 
	Setting 
	Setting 


	 
	 
	 
	Outpatient clinic primary care screening and monitoring of key health indicators and health risk services are face-to-face services.   
	 


	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 


	 
	 
	 
	Prior to admission, all programs must: conduct a communicable disease risk assessment to determine whether or not the individual appears to be free of serious communicable disease.  For patients who have not had a physical exam within one year prior to admission, each patient must either be assessed face to face by a member of the medical staff to ascertain the need for a physical exam or referred for a physical exam; Any significant medical issues identified prior to or after admission must be addressed in
	 


	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 
	There is no annual limit to health monitoring services.   
	 
	Screening and monitoring of behavioral health indicators shall be addressed through CCBHC Screening, Assessment, and Diagnosis services.   
	 


	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 
	This service must be provided by a physician, nurse or other medical professional acting within scope of practice (MD/NPP/NP/RN/LPN/PA). See Appendix A for further detail on staffing guidelines.   
	 


	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	Health monitoring services groups require documented face-to-face service with a minimum of two recipients and a maximum of 12 recipients for services of a minimum of either 30 or 60 minutes duration, or in the case of Smoking Cessation Counseling, greater than 10 minutes. 
	 


	Staff Training Requirements 
	Staff Training Requirements 
	Staff Training Requirements 


	 
	 
	 
	 


	Billing Requirements 
	Billing Requirements 
	Billing Requirements 


	 
	 
	 
	Must meet Threshold visit. 




	 
	Targeted case management 
	Targeted case management 
	Targeted case management 
	Targeted case management 
	Targeted case management 



	Definition 
	Definition 
	Definition 
	Definition 


	 
	 
	 
	CCBHC Targeted Case Management services are intended to support the wellness and recovery goals of individuals with complex and/or chronic behavioral health issues and needs by implementing targeted 




	interventions designed to provide timely, high-quality, and efficient care.  CCBHC Targeted Case Management services are organized around goals aimed at providing access to services that encourage individuals to: 
	interventions designed to provide timely, high-quality, and efficient care.  CCBHC Targeted Case Management services are organized around goals aimed at providing access to services that encourage individuals to: 
	interventions designed to provide timely, high-quality, and efficient care.  CCBHC Targeted Case Management services are organized around goals aimed at providing access to services that encourage individuals to: 
	interventions designed to provide timely, high-quality, and efficient care.  CCBHC Targeted Case Management services are organized around goals aimed at providing access to services that encourage individuals to: 
	interventions designed to provide timely, high-quality, and efficient care.  CCBHC Targeted Case Management services are organized around goals aimed at providing access to services that encourage individuals to: 
	• Resolve problems that interfere with their attainment or maintenance of independence or self sufficiency 
	• Resolve problems that interfere with their attainment or maintenance of independence or self sufficiency 
	• Resolve problems that interfere with their attainment or maintenance of independence or self sufficiency 

	• Maintain themselves in the community 
	• Maintain themselves in the community 


	 
	Case managers are an integral role CCBHC Targeted Case Management service provision.  Case Managers shall: 
	• Promote hope and recovery by using strengths-based, culturally appropriate, and person-centered practices 
	• Promote hope and recovery by using strengths-based, culturally appropriate, and person-centered practices 
	• Promote hope and recovery by using strengths-based, culturally appropriate, and person-centered practices 

	• Maximize community integration and normalization 
	• Maximize community integration and normalization 

	• Provide leadership in ensuring the coordination of resources for individuals eligible for behavioral health services 
	• Provide leadership in ensuring the coordination of resources for individuals eligible for behavioral health services 


	 
	Target Populations  
	Since comprehensive care management services are currently provided by NYS Health Homes -separate from CCBHC - CCBHC Targeted Case Management services should target individuals who are not Health Home eligible or individuals who are Health Home eligible, but refuse Health Home services. Targeted populations include, but are not limited to:   
	• Adults diagnosed with severe mental illness 
	• Adults diagnosed with severe mental illness 
	• Adults diagnosed with severe mental illness 

	• Children and youth diagnosed with severe emotional disorders 
	• Children and youth diagnosed with severe emotional disorders 

	• Adults or youth with two or more services in an inpatient/outpatient SUD detoxification program within a year  
	• Adults or youth with two or more services in an inpatient/outpatient SUD detoxification program within a year  

	• Adults or youth with one inpatient or residential stay in an SUD program within a year  
	• Adults or youth with one inpatient or residential stay in an SUD program within a year  

	• Adults or youth with two or more emergency department (ED) visits with primary substance use diagnosis within a year 
	• Adults or youth with two or more emergency department (ED) visits with primary substance use diagnosis within a year 

	• Adults incarcerated for more than 30 consecutive days in the past 12 months 
	• Adults incarcerated for more than 30 consecutive days in the past 12 months 


	 
	Services for Individuals who are Health Home Eligible 
	The CCBHC’s primary objective shall be to link individuals who are Health Home eligible to a Health Home and maintain an effective coordination of care between the CCBHC and Health Home. CCBHCs must provide all Health Home eligible individuals with the option to receive care coordination and care management through a Health Home.   
	 
	CCBHC Targeted Case Management services may be used to assist an individual in securing Medicaid benefits with the goal of subsequent Health Home enrollment. If an individual is currently receiving or chooses to receive care coordination or care management through the Health Home, the CCBHC must make the appropriate care linkage and conduct care coordination efforts solely with the Health Home.  CCBHC Targeted Case Managements services cannot be provided to an individual enrolled in Health Home Care Managem
	 
	This service may be provided directly by the CCBHCs, or through a DCO.   
	 



	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 


	 
	 
	 
	Targeted Case Management needs shall be identified in the individual’s Comprehensive Diagnostic and Treatment Planning Evaluation, and will inform wellness and recovery goals developed through the Person-centered and Family-centered Treatment Planning process.   
	 
	To achieve wellness and recovery goals, this service may include the following components: 
	 
	• Service Referral, Linkage, and Related Activities 
	• Service Referral, Linkage, and Related Activities 
	• Service Referral, Linkage, and Related Activities 






	Service components shall support the individual obtain and maintain needed services and may include:   
	Service components shall support the individual obtain and maintain needed services and may include:   
	Service components shall support the individual obtain and maintain needed services and may include:   
	Service components shall support the individual obtain and maintain needed services and may include:   
	Service components shall support the individual obtain and maintain needed services and may include:   
	o Referral to community and social support services 
	o Referral to community and social support services 
	o Referral to community and social support services 

	o Providing support for improved community service linkages 
	o Providing support for improved community service linkages 

	o Transitional care, including appropriate follow-up from inpatient to other settings 
	o Transitional care, including appropriate follow-up from inpatient to other settings 

	o Support in navigating complex health care and social services systems 
	o Support in navigating complex health care and social services systems 

	o Individual and family support 
	o Individual and family support 

	o Advocacy for needed services 
	o Advocacy for needed services 

	o If the recipient is eligible, working to secure Medicaid benefits with the goal of subsequent Health Home enrollment 
	o If the recipient is eligible, working to secure Medicaid benefits with the goal of subsequent Health Home enrollment 

	o Performing on-site crisis intervention and skills teaching when other services are not available 
	o Performing on-site crisis intervention and skills teaching when other services are not available 


	 
	• Monitoring and Follow-up:   
	• Monitoring and Follow-up:   
	• Monitoring and Follow-up:   

	o Monitoring and follow-up contact and other activities may be conducted as frequently as necessary-including at least one annual monitoring- and should ensure the following:   
	o Monitoring and follow-up contact and other activities may be conducted as frequently as necessary-including at least one annual monitoring- and should ensure the following:   

	▪ Services provision is consistent with the individual’s treatment plan 
	▪ Services provision is consistent with the individual’s treatment plan 

	▪ Services in the treatment plan are adequately addressing individual’s needs and wellness and recovery goals 
	▪ Services in the treatment plan are adequately addressing individual’s needs and wellness and recovery goals 

	o Monitoring and follow-up activities may include contact with:  
	o Monitoring and follow-up activities may include contact with:  

	▪ The service recipient,  
	▪ The service recipient,  

	▪ The recipient's family and/or collaterals,  
	▪ The recipient's family and/or collaterals,  

	▪ Service providers, and/or  
	▪ Service providers, and/or  

	▪ Other entities or individuals. 
	▪ Other entities or individuals. 

	o Higher frequency of contacts and communication is necessary to effectively monitor and respond to the individual’s changing needs; enhanced coordination with key community providers (including EDs and ambulatory services), and facilitation of a “warm hand-off” between ER/inpatient settings and community/aftercare services 
	o Higher frequency of contacts and communication is necessary to effectively monitor and respond to the individual’s changing needs; enhanced coordination with key community providers (including EDs and ambulatory services), and facilitation of a “warm hand-off” between ER/inpatient settings and community/aftercare services 

	o If changes in the needs or status of the individual are identified, the appropriate treatment plan and/or service adjustments shall be made.   
	o If changes in the needs or status of the individual are identified, the appropriate treatment plan and/or service adjustments shall be made.   


	 



	Service Components for Children  
	Service Components for Children  
	Service Components for Children  
	Service Components for Children  


	 
	 
	 
	• Please refer to Service Components for Adults 
	• Please refer to Service Components for Adults 
	• Please refer to Service Components for Adults 


	 


	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 
	Required:  
	• Motivational Interviewing  
	• Motivational Interviewing  
	• Motivational Interviewing  


	 


	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 


	 
	 
	 
	Required:  
	• Motivational Interviewing  
	• Motivational Interviewing  
	• Motivational Interviewing  


	 


	Modality 
	Modality 
	Modality 


	 
	 
	 
	The minimum standard of contact per individual per month is four (4) telephonic contacts or one (1) face to face contact. For programs serving Children and Families, one contact may be collateral.  
	 


	Setting 
	Setting 
	Setting 


	 
	 
	 
	At the CCBHC or DCO site and in the community. 
	 




	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 



	 
	 
	 
	 
	• The target populations for CCBHC Targeted Case Management services shall include:  
	• The target populations for CCBHC Targeted Case Management services shall include:  
	• The target populations for CCBHC Targeted Case Management services shall include:  

	o Individuals who are not Health Home eligible  
	o Individuals who are not Health Home eligible  

	o Individuals who are Health Home eligible, but refuse Health Home services.  
	o Individuals who are Health Home eligible, but refuse Health Home services.  

	• The need for CCBHC Targeted Case Managements Services can be driven by a variety of situations such as (but not limited to):  
	• The need for CCBHC Targeted Case Managements Services can be driven by a variety of situations such as (but not limited to):  

	o Coordination required to treat co-occurring disorders;  
	o Coordination required to treat co-occurring disorders;  

	o Complex health status;  
	o Complex health status;  

	o Risk to self or others;  
	o Risk to self or others;  

	o Coordination necessary to break the cycle of multiple hospitalizations;  
	o Coordination necessary to break the cycle of multiple hospitalizations;  

	o Loss of home;  
	o Loss of home;  

	o Loss of Employment;  
	o Loss of Employment;  

	o Children and adults with multiple other service providers in need of coordination;  
	o Children and adults with multiple other service providers in need of coordination;  

	o Children at risk of school failure, expulsion or lack of school placement;  
	o Children at risk of school failure, expulsion or lack of school placement;  

	o Children at risk of out of home placement;  
	o Children at risk of out of home placement;  

	o Changes in custody status (from the parents’ or child's perspective); and/or  
	o Changes in custody status (from the parents’ or child's perspective); and/or  

	o AOT status and process. 
	o AOT status and process. 


	 


	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 
	CCBHC Targeted Case Management Services cannot be provided to an individual receiving Health Home Care Management or any other Medicaid reimbursable case management service.   
	 


	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 
	• CCBHC Targeted Case Management Services can be provided by an individual or a team of case managers. 
	• CCBHC Targeted Case Management Services can be provided by an individual or a team of case managers. 
	• CCBHC Targeted Case Management Services can be provided by an individual or a team of case managers. 

	• Case managers may be unlicensed staff.   
	• Case managers may be unlicensed staff.   


	 


	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	 Ratios of 1 case manager to 12-30 recipients or equivalent.  
	 


	Staff Training Requirements 
	Staff Training Requirements 
	Staff Training Requirements 


	 
	 
	 
	• Case Managers must be trained and demonstrate a basic knowledge and understanding of working with populations targeted by this service.  Such populations include, but are not limited to:  
	• Case Managers must be trained and demonstrate a basic knowledge and understanding of working with populations targeted by this service.  Such populations include, but are not limited to:  
	• Case Managers must be trained and demonstrate a basic knowledge and understanding of working with populations targeted by this service.  Such populations include, but are not limited to:  

	o Adults diagnosed with severe mental illness 
	o Adults diagnosed with severe mental illness 

	o Children and youth diagnosed with severe emotional disorders 
	o Children and youth diagnosed with severe emotional disorders 

	o Adults or youth with two or more services in an inpatient/outpatient SUD detoxification program within a year  
	o Adults or youth with two or more services in an inpatient/outpatient SUD detoxification program within a year  

	o Adults or youth with one inpatient or residential stay in an SUD program within a year  
	o Adults or youth with one inpatient or residential stay in an SUD program within a year  

	o Adults or youth with two or more emergency department (ED) visits with primary substance use diagnosis within a year 
	o Adults or youth with two or more emergency department (ED) visits with primary substance use diagnosis within a year 

	o Adults incarcerated for more than 30 consecutive days in the past 12 months 
	o Adults incarcerated for more than 30 consecutive days in the past 12 months 

	• Case Managers should also be trained in motivational interviewing and person-centered planning 
	• Case Managers should also be trained in motivational interviewing and person-centered planning 


	 


	Billing Requirements 
	Billing Requirements 
	Billing Requirements 


	The minimum standard of contact per individual per month is four (4) telephonic contacts or one (1) face to face contact. For programs serving Children and Families, one contact may be collateral.  
	The minimum standard of contact per individual per month is four (4) telephonic contacts or one (1) face to face contact. For programs serving Children and Families, one contact may be collateral.  
	The minimum standard of contact per individual per month is four (4) telephonic contacts or one (1) face to face contact. For programs serving Children and Families, one contact may be collateral.  




	 
	Psychiatric Rehabilitation Services 
	Psychiatric Rehabilitation Services 
	Psychiatric Rehabilitation Services 
	Psychiatric Rehabilitation Services 
	Psychiatric Rehabilitation Services 



	Definition 
	Definition 
	Definition 
	Definition 


	 
	 
	 
	Adults: 
	Psychiatric Rehabilitation Services (PRS) services are designed to assist the individual to overcome mental health barriers that may have interfered with the person’s ability to function independently and perform normative adult roles in the community.   The intent of PSR is to assist the individual to restore the individual’s functional level to the fullest possible.  
	 
	Children: 
	The intent of PRS is to restore, rehabilitate, and support a child/youth’s functional level as much as possible and as necessary for the integration of the child/youth as an active and productive member of their community and family with minimal ongoing professional interventions.  
	 
	** Family is defined as the primary care-giving unit and is inclusive of the wide diversity of primary caregiving units in our culture.  Family is a birth, foster, adoptive, or self-created unit of people residing together, with significant attachment to the individual, consisting of adult(s) and/or child (ren), with adult(s) performing duties of parenthood/caregiving for the child(ren) even if the individual is living outside of the home.  
	 
	This service may be provided directly by the CCBHCs, or through a DCO.   
	 


	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 


	 
	 
	 
	This service may include the following components: 
	• Rehabilitation support, recovery oriented activities, interventions and skill development necessary for the individual to improve self-management of and reduce relapse to substance use, the negative effects of psychiatric, or emotional symptoms, that interfere with a person’s daily living skills that are critical to remaining in home, school, work, and community. 
	• Rehabilitation support, recovery oriented activities, interventions and skill development necessary for the individual to improve self-management of and reduce relapse to substance use, the negative effects of psychiatric, or emotional symptoms, that interfere with a person’s daily living skills that are critical to remaining in home, school, work, and community. 
	• Rehabilitation support, recovery oriented activities, interventions and skill development necessary for the individual to improve self-management of and reduce relapse to substance use, the negative effects of psychiatric, or emotional symptoms, that interfere with a person’s daily living skills that are critical to remaining in home, school, work, and community. 

	• Rehabilitation support necessary for the individual to implement learned skills so the person can remain in a preferred natural community location including: 
	• Rehabilitation support necessary for the individual to implement learned skills so the person can remain in a preferred natural community location including: 

	o Assist individual to identify a meaningful life role goal and objectives through a person-centered assessment process and exploration of the individual’s desired goals and desires. 
	o Assist individual to identify a meaningful life role goal and objectives through a person-centered assessment process and exploration of the individual’s desired goals and desires. 

	o Coping skills training which teaches strategies to address symptoms, manage stress and reduce exposure and vulnerability to stress.  Identify trauma triggers and develop healthy alternatives to cope with anger and challenging situations. 
	o Coping skills training which teaches strategies to address symptoms, manage stress and reduce exposure and vulnerability to stress.  Identify trauma triggers and develop healthy alternatives to cope with anger and challenging situations. 

	o Personal autonomy: Learning to manage stress, unexpected daily events and disruptions, mental health symptoms, relapse triggers and cravings with confidence; develop and pursue leisure and recreational interests, manage free time comfortably; transportation navigation 
	o Personal autonomy: Learning to manage stress, unexpected daily events and disruptions, mental health symptoms, relapse triggers and cravings with confidence; develop and pursue leisure and recreational interests, manage free time comfortably; transportation navigation 

	o Holistic Health: Developing constructive and comfortable interactions with health-care professionals, Relapse Prevention Planning; managing chronic medical conditions, mental health symptoms and medications; establishing good health routines and practices 
	o Holistic Health: Developing constructive and comfortable interactions with health-care professionals, Relapse Prevention Planning; managing chronic medical conditions, mental health symptoms and medications; establishing good health routines and practices 

	o Social Skills: Engaging with people respectfully, appropriate eye contact, conversation skills, listening skills and advocacy skills 
	o Social Skills: Engaging with people respectfully, appropriate eye contact, conversation skills, listening skills and advocacy skills 

	o Dietary and Wellness Education: meal planning, healthy shopping and meal preparation, nutrition awareness, exercise options 
	o Dietary and Wellness Education: meal planning, healthy shopping and meal preparation, nutrition awareness, exercise options 

	o Daily Living Skills and practices related to health that may include grooming, hygiene and sustaining living environment. May also include understanding and practicing routines related to managing medication, nutrition, medical care and navigating transportation.    
	o Daily Living Skills and practices related to health that may include grooming, hygiene and sustaining living environment. May also include understanding and practicing routines related to managing medication, nutrition, medical care and navigating transportation.    

	o Benefits and Financial Management which includes instruction on budgeting, income, benefits and personal finances. 
	o Benefits and Financial Management which includes instruction on budgeting, income, benefits and personal finances. 

	o Employment: assist in pursuing, securing and retaining paid or unpaid employment. Support the individual in sustaining employment through ongoing counseling, mentoring and advocacy.  
	o Employment: assist in pursuing, securing and retaining paid or unpaid employment. Support the individual in sustaining employment through ongoing counseling, mentoring and advocacy.  






	• Ongoing assessment of the individual’s progress toward recovery, functional skill and impairment levels by engaging the individual in an active, person-centered manner and partnership. Discuss and review selected PSR interventions and periodically assess their effectiveness in achieving goals. 
	• Ongoing assessment of the individual’s progress toward recovery, functional skill and impairment levels by engaging the individual in an active, person-centered manner and partnership. Discuss and review selected PSR interventions and periodically assess their effectiveness in achieving goals. 
	• Ongoing assessment of the individual’s progress toward recovery, functional skill and impairment levels by engaging the individual in an active, person-centered manner and partnership. Discuss and review selected PSR interventions and periodically assess their effectiveness in achieving goals. 
	• Ongoing assessment of the individual’s progress toward recovery, functional skill and impairment levels by engaging the individual in an active, person-centered manner and partnership. Discuss and review selected PSR interventions and periodically assess their effectiveness in achieving goals. 
	• Ongoing assessment of the individual’s progress toward recovery, functional skill and impairment levels by engaging the individual in an active, person-centered manner and partnership. Discuss and review selected PSR interventions and periodically assess their effectiveness in achieving goals. 
	• Ongoing assessment of the individual’s progress toward recovery, functional skill and impairment levels by engaging the individual in an active, person-centered manner and partnership. Discuss and review selected PSR interventions and periodically assess their effectiveness in achieving goals. 
	• Ongoing assessment of the individual’s progress toward recovery, functional skill and impairment levels by engaging the individual in an active, person-centered manner and partnership. Discuss and review selected PSR interventions and periodically assess their effectiveness in achieving goals. 


	 



	Service Components for Children  
	Service Components for Children  
	Service Components for Children  
	Service Components for Children  


	 
	 
	 
	Service Components for PSR are defined broadly so that they may be provided to children within the context of each child’s treatment plan.  
	 
	Personal and Community Integration Services– Using rehabilitation interventions and individualized, collaborative, hands-on training to build developmentally appropriate skills. The intent is to promote personal independence, autonomy, and mutual supports by developing and strengthening the individual’s independent community living skills and support community integration in the domains of employment, housing, education, in both personal and community life. This includes: 
	L
	LI
	LBody
	Span
	• Psychoeducation, with the goal to restore, and support: 
	o Increasing community tenure and avoiding more restrictive placements 
	o Increasing community tenure and avoiding more restrictive placements 
	o Increasing community tenure and avoiding more restrictive placements 

	o Enhancing personal relationships 
	o Enhancing personal relationships 

	o Establishing support networks 
	o Establishing support networks 

	o Increasing community awareness 
	o Increasing community awareness 

	o Developing coping strategies and effective functioning in the individual’s social environment, including home, work, and school locations. 
	o Developing coping strategies and effective functioning in the individual’s social environment, including home, work, and school locations. 




	LI
	LBody
	Span
	• Daily Living Skills, with the goal to restore, rehabilitate and support: 
	o Improving self-management of the negative effects of psychiatric, emotional, physical health, developmental, or substance use symptoms that interfere with a person’s daily living 
	o Improving self-management of the negative effects of psychiatric, emotional, physical health, developmental, or substance use symptoms that interfere with a person’s daily living 
	o Improving self-management of the negative effects of psychiatric, emotional, physical health, developmental, or substance use symptoms that interfere with a person’s daily living 

	o Support the individual with the development and implementation of daily living skills and daily routines necessary to remain in the home, school, work and community.  
	o Support the individual with the development and implementation of daily living skills and daily routines necessary to remain in the home, school, work and community.  

	o Wellness skills, such as:  
	o Wellness skills, such as:  

	▪ Meal planning 
	▪ Meal planning 

	▪ Healthy shopping and meal preparation 
	▪ Healthy shopping and meal preparation 

	▪ Nutrition awareness 
	▪ Nutrition awareness 

	▪ Exercise options 
	▪ Exercise options 

	LI
	LBody
	Span
	o Personal autonomy skills, such as:  
	▪ Learning to manage stress, unexpected daily events, and disruptions, behavioral health and physical health symptoms with confidence 
	▪ Learning to manage stress, unexpected daily events, and disruptions, behavioral health and physical health symptoms with confidence 
	▪ Learning to manage stress, unexpected daily events, and disruptions, behavioral health and physical health symptoms with confidence 

	▪ Learning self-care  
	▪ Learning self-care  

	▪ Developing and pursuing leisure and recreational interests 
	▪ Developing and pursuing leisure and recreational interests 

	▪ Managing free time comfortably 
	▪ Managing free time comfortably 

	▪ Transportation navigation 
	▪ Transportation navigation 

	▪ Managing money 
	▪ Managing money 

	▪ Developing daily living skills specific to managing their own medications and learning self-care consistent with the directions of prescribers (e.g., setting an alarm to remind the child/youth when it is time to take a medication, developing reminders to take certain medications with food, writing reminders on a calendar when it is time to refill a medication)  
	▪ Developing daily living skills specific to managing their own medications and learning self-care consistent with the directions of prescribers (e.g., setting an alarm to remind the child/youth when it is time to take a medication, developing reminders to take certain medications with food, writing reminders on a calendar when it is time to refill a medication)  

	▪ Managing medications consistent with the directions of prescribers 
	▪ Managing medications consistent with the directions of prescribers 

	▪ Developing methods of communication with prescribers about medication side effects or medication issues (e.g., help the child/youth prepare for an upcoming appointment by encouraging them to write down questions or concerns to discuss with the prescribing clinician) 
	▪ Developing methods of communication with prescribers about medication side effects or medication issues (e.g., help the child/youth prepare for an upcoming appointment by encouraging them to write down questions or concerns to discuss with the prescribing clinician) 

	▪ Gaining and/or regaining the ability to make independent choices and to take a proactive role in treatment, including discussing questions or concerns about medications, diagnoses, or treatment approaches with their treatment provider. 
	▪ Gaining and/or regaining the ability to make independent choices and to take a proactive role in treatment, including discussing questions or concerns about medications, diagnoses, or treatment approaches with their treatment provider. 

	▪ Using community resources  
	▪ Using community resources  
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	• Intervention Implementation 
	L
	LI
	LBody
	Span
	o Implementing learned skills so the child/youth can remain in a natural community location and achieve developmentally appropriate functioning in the following areas 
	▪ Social skills, such as:  
	▪ Social skills, such as:  
	▪ Social skills, such as:  
	▪ Social skills, such as:  
	• Positive recreational/leisure activities 
	• Positive recreational/leisure activities 
	• Positive recreational/leisure activities 

	• Developing interpersonal skills when interacting with peers, establishing and maintaining friendships/a supportive social network while engaged in recovery plan.  
	• Developing interpersonal skills when interacting with peers, establishing and maintaining friendships/a supportive social network while engaged in recovery plan.  

	• Developing conversation skills and a positive sense of self to result in more positive peer interactions  
	• Developing conversation skills and a positive sense of self to result in more positive peer interactions  

	• Coaching on interpersonal skills and communication 
	• Coaching on interpersonal skills and communication 

	• Training on social etiquette  
	• Training on social etiquette  

	• Developing self-regulation skills including anger management 
	• Developing self-regulation skills including anger management 

	• Engendering civic duty and volunteerism 
	• Engendering civic duty and volunteerism 




	▪ Health skills, such as:  
	▪ Health skills, such as:  
	▪ Health skills, such as:  
	• Developing constructive and comfortable interactions with health-care professionals 
	• Developing constructive and comfortable interactions with health-care professionals 
	• Developing constructive and comfortable interactions with health-care professionals 

	• Relapse prevention planning strategies 
	• Relapse prevention planning strategies 

	• Managing symptoms and medications 
	• Managing symptoms and medications 

	• Re-Establishing good health routines and practices 
	• Re-Establishing good health routines and practices 




	▪ Assisting the individual with effectively responding to or avoiding identified precursors or triggers that result in functional impairments 
	▪ Assisting the individual with effectively responding to or avoiding identified precursors or triggers that result in functional impairments 




	LI
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	o Supporting the identification and pursuit of personal interests and hobbies 
	▪ e.g., creative arts, reading, exercise, faith-based pursuits, cultural exploration 
	▪ e.g., creative arts, reading, exercise, faith-based pursuits, cultural exploration 
	▪ e.g., creative arts, reading, exercise, faith-based pursuits, cultural exploration 

	▪ identify resources where interests can be enhanced and shared with others in the community 
	▪ identify resources where interests can be enhanced and shared with others in the community 

	▪ identify and connect to natural supports and resources, including family, community networks, and faith-based communities 
	▪ identify and connect to natural supports and resources, including family, community networks, and faith-based communities 








	 



	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 
	Required:  
	• Individual Placement and Support (IPS) Model 
	• Individual Placement and Support (IPS) Model 
	• Individual Placement and Support (IPS) Model 


	 


	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 


	 
	 
	 
	Required:  
	• Individual Placement and Support (IPS) Model- as applicable 
	• Individual Placement and Support (IPS) Model- as applicable 
	• Individual Placement and Support (IPS) Model- as applicable 


	 
	Recommended:  
	• Multi-Systemic Therapy 
	• Multi-Systemic Therapy 
	• Multi-Systemic Therapy 


	 


	Setting 
	Setting 
	Setting 


	 
	 
	 
	PSR can occur in a variety of settings including community locations where the individual lives, works, attends school, engages in services (e.g. provider office sites), and/or socializes. 
	 


	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 


	 
	 
	 
	 An individual can qualify to receive this service from a CCBHC if the comprehensive, person-centered and family-centered diagnostic and treatment plan indicates that an individual could benefit from PSR and if the individual wishes to receive it. 


	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 




	The service duration and intensity should be reviewed by the CCBHC or DCO provider at least quarterly to assess the need for modification. 
	The service duration and intensity should be reviewed by the CCBHC or DCO provider at least quarterly to assess the need for modification. 
	The service duration and intensity should be reviewed by the CCBHC or DCO provider at least quarterly to assess the need for modification. 
	The service duration and intensity should be reviewed by the CCBHC or DCO provider at least quarterly to assess the need for modification. 
	The service duration and intensity should be reviewed by the CCBHC or DCO provider at least quarterly to assess the need for modification. 
	 



	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 
	Individual Staff Qualifications for Children: 
	• Must be 18 years old and have a high school diploma, high school equivalency preferred, or a State Education Commencement Credential (e.g. SACC or CDOS); with a minimum of three years’ experience in children’s mental health, addiction and/or foster care.  
	• Must be 18 years old and have a high school diploma, high school equivalency preferred, or a State Education Commencement Credential (e.g. SACC or CDOS); with a minimum of three years’ experience in children’s mental health, addiction and/or foster care.  
	• Must be 18 years old and have a high school diploma, high school equivalency preferred, or a State Education Commencement Credential (e.g. SACC or CDOS); with a minimum of three years’ experience in children’s mental health, addiction and/or foster care.  

	• The practice of PSR by unlicensed individuals does not include those activities that are restricted under Title VIII. 
	• The practice of PSR by unlicensed individuals does not include those activities that are restricted under Title VIII. 


	 
	Individual Staff Qualifications for Adults:  
	• Must be 18 years old and have a high school diploma, high school equivalency preferred, or a State Education Commencement Credential (e.g. SACC or CDOS); and 1-3 years of relevant experience working with individuals with Substance Use Disorders (SUD) and/or Serious Mental Illness (SMI) or a Bachelor’s degree and 1-3 years relevant experience.   
	• Must be 18 years old and have a high school diploma, high school equivalency preferred, or a State Education Commencement Credential (e.g. SACC or CDOS); and 1-3 years of relevant experience working with individuals with Substance Use Disorders (SUD) and/or Serious Mental Illness (SMI) or a Bachelor’s degree and 1-3 years relevant experience.   
	• Must be 18 years old and have a high school diploma, high school equivalency preferred, or a State Education Commencement Credential (e.g. SACC or CDOS); and 1-3 years of relevant experience working with individuals with Substance Use Disorders (SUD) and/or Serious Mental Illness (SMI) or a Bachelor’s degree and 1-3 years relevant experience.   


	 
	Supervisor Qualifications for both Children and Adults: 
	• The PSR provider must receive regularly scheduled supervision from Professional staff as defined in Appendix A. 
	• The PSR provider must receive regularly scheduled supervision from Professional staff as defined in Appendix A. 
	• The PSR provider must receive regularly scheduled supervision from Professional staff as defined in Appendix A. 
	• The PSR provider must receive regularly scheduled supervision from Professional staff as defined in Appendix A. 
	1. Advocacy 
	1. Advocacy 
	1. Advocacy 





	 
	Licensed Occupational Therapists & Occupational Therapy Assistants may provide this service.  
	 


	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	Groups should not exceed more than 8 members. Consideration may be given to a smaller limit of members if participants are younger than eight years of age.  
	 
	The caseload size must be based on the needs of the individual an emphasis on successful outcomes and individual satisfaction. Staffing ratio maximums: 1:20 staff to individuals serves; Supervisory ratio: 1:10 (1 supervisor to 10 Direct Care Staff) and 1:16 for groups with family members. 
	 


	Staff Training Requirements 
	Staff Training Requirements 
	Staff Training Requirements 


	 
	 
	 
	Recommended Training Topics: 
	Domestic Violence 
	Motivational Interviewing 
	 


	Billing Requirements 
	Billing Requirements 
	Billing Requirements 


	 
	 
	 
	Must meet Threshold visit. 




	 
	Peer support and counselor services and family supports 
	Peer support and counselor services and family supports 
	Peer support and counselor services and family supports 
	Peer support and counselor services and family supports 
	Peer support and counselor services and family supports 



	Definition 
	Definition 
	Definition 
	Definition 


	 
	 
	 
	Adults: 
	Peer Support services are peer-delivered services with a rehabilitation and recovery focus. They are designed to promote skills for coping with and managing behavioral health symptoms while facilitating the utilization of natural resources and the enhancement of recovery-oriented principles (e.g. hope and self-efficacy, and community living skills). Peer support uses trauma-informed, non-clinical assistance to achieve long-term recovery from a behavioral health disorder. 
	 




	Activities included must be intended to achieve the identified goals or objectives as set forth in the individuals individualized service plan, which delineates specific goals that are flexibly tailored to the participant and attempt to utilize community and natural supports. The intent of these activities is to assist individuals in initiating recovery, maintaining recovery, and enhancing the quality of personal and family life in long-term recovery. 
	Activities included must be intended to achieve the identified goals or objectives as set forth in the individuals individualized service plan, which delineates specific goals that are flexibly tailored to the participant and attempt to utilize community and natural supports. The intent of these activities is to assist individuals in initiating recovery, maintaining recovery, and enhancing the quality of personal and family life in long-term recovery. 
	Activities included must be intended to achieve the identified goals or objectives as set forth in the individuals individualized service plan, which delineates specific goals that are flexibly tailored to the participant and attempt to utilize community and natural supports. The intent of these activities is to assist individuals in initiating recovery, maintaining recovery, and enhancing the quality of personal and family life in long-term recovery. 
	Activities included must be intended to achieve the identified goals or objectives as set forth in the individuals individualized service plan, which delineates specific goals that are flexibly tailored to the participant and attempt to utilize community and natural supports. The intent of these activities is to assist individuals in initiating recovery, maintaining recovery, and enhancing the quality of personal and family life in long-term recovery. 
	Activities included must be intended to achieve the identified goals or objectives as set forth in the individuals individualized service plan, which delineates specific goals that are flexibly tailored to the participant and attempt to utilize community and natural supports. The intent of these activities is to assist individuals in initiating recovery, maintaining recovery, and enhancing the quality of personal and family life in long-term recovery. 
	 
	 
	Children: 
	Family Peer Support Services (FPSS) are an array of formal and informal services and supports provided to families caring for/raising a child who is experiencing social, emotional, developmental, medical, substance use, and/or behavioral challenges in their home, school, placement, and/or community. FPSS provide a structured, strength-based relationship between a Family Peer Advocate (FPA) and the parent/family member/caregiver for the benefit of the child/youth. 
	 
	The service is needed to allow the child the best opportunity to remain in the community. Activities included must be intended to achieve the identified goals or objectives as set forth in the child/youth’s treatment plan.  
	 
	Family is defined as the primary care-giving unit and is inclusive of the wide diversity of primary caregiving units in our culture.  Family is a birth, foster, adoptive, or self-created unit of people residing together, with significant attachment to the individual, consisting of adult(s) and/or child(ren), with adult(s) performing duties of parenthood/caregiving for the child(ren) even if the individual is living outside of the home 
	 
	Youth: 
	 
	Youth Peer Support and Training (YPST) services are formal and informal services and supports provided to youth, who are experiencing social, medical, emotional, developmental, substance use, and/or behavioral challenges in their home, school, placement, and/or community centered services. These services provide the training and support necessary to ensure engagement and active participation of the youth in the treatment planning process and with the ongoing implementation and reinforcement of skills.  
	 
	Youth Peer Support and Training activities must be intended to develop and achieve the identified goals and/or objectives as set forth in the youth’s individualized treatment plan.  
	 
	The structured, scheduled activities provided by this service emphasize the opportunity for the youth to expand the skills and strategies necessary to move forward in meeting their personal, individualized life goals, develop self-advocacy skills, and to support their transition into adulthood. 
	 
	This service may be provided directly by the CCBHCs, or through a DCO.   
	 



	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 


	 
	 
	 
	There are 6 categories of peer-support components for adults. Any of the below services can be provided either individually or combined as the care/service plan indicates their need.  They include: 
	• Assistance seeking and obtaining benefits and entitlements, food, shelter, permanent housing 
	• Assistance seeking and obtaining benefits and entitlements, food, shelter, permanent housing 
	• Assistance seeking and obtaining benefits and entitlements, food, shelter, permanent housing 

	• Assisting recipients in participating in shared decision making  
	• Assisting recipients in participating in shared decision making  

	• Use Peer Bridgers to assist with linkages to and systems navigation within behavioral health and allied human services systems to access appropriate care  
	• Use Peer Bridgers to assist with linkages to and systems navigation within behavioral health and allied human services systems to access appropriate care  

	• Benefits advisement and planning 
	• Benefits advisement and planning 

	• Development of psychiatric advance directives (PAD) 
	• Development of psychiatric advance directives (PAD) 






	• Assistance advocating for self-directed services 
	• Assistance advocating for self-directed services 
	• Assistance advocating for self-directed services 
	• Assistance advocating for self-directed services 
	• Assistance advocating for self-directed services 
	• Assistance advocating for self-directed services 
	• Assistance advocating for self-directed services 
	• Assistance advocating for self-directed services 
	2. Outreach and Engagement: 
	2. Outreach and Engagement: 
	2. Outreach and Engagement: 




	• Companionship and modeling of recovery lifestyle, including participation in recovery activities that might be beyond the scope of treatment providers (e.g., coffee/tea at a coffee shop, attending a court date, attending an appointment, attending or participating in a recovery celebration event or wellness activity) 
	• Companionship and modeling of recovery lifestyle, including participation in recovery activities that might be beyond the scope of treatment providers (e.g., coffee/tea at a coffee shop, attending a court date, attending an appointment, attending or participating in a recovery celebration event or wellness activity) 

	• Raising the awareness of existing services, pathways to recovery and helping a person to remove barriers that exist for access to them  
	• Raising the awareness of existing services, pathways to recovery and helping a person to remove barriers that exist for access to them  

	• Interim visits with individuals after discharge from Hospital Emergency Rooms, Detox Units or Inpatient Psychiatric Units to facilitate community tenure and increased readiness while waiting for the first post-discharge visit with a community-based mental health provider, treatment provider or appropriate system of care 
	• Interim visits with individuals after discharge from Hospital Emergency Rooms, Detox Units or Inpatient Psychiatric Units to facilitate community tenure and increased readiness while waiting for the first post-discharge visit with a community-based mental health provider, treatment provider or appropriate system of care 

	•  “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate for the purpose of increasing motivation to participate in clinically indicated treatment for chemical dependence. Patients identified for this intervention must be current patients who have failed to appear for sessions at the program and are judged to be at risk for prematurely discontinuing treatment or persons transitioning from another Office-certified program.  
	•  “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate for the purpose of increasing motivation to participate in clinically indicated treatment for chemical dependence. Patients identified for this intervention must be current patients who have failed to appear for sessions at the program and are judged to be at risk for prematurely discontinuing treatment or persons transitioning from another Office-certified program.  
	•  “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate for the purpose of increasing motivation to participate in clinically indicated treatment for chemical dependence. Patients identified for this intervention must be current patients who have failed to appear for sessions at the program and are judged to be at risk for prematurely discontinuing treatment or persons transitioning from another Office-certified program.  
	3. Self-help tools:  
	3. Self-help tools:  
	3. Self-help tools:  




	• Assist selecting and utilizing self-directed recovery tools such as Relapse Prevention Planning 
	• Assist selecting and utilizing self-directed recovery tools such as Relapse Prevention Planning 

	• Assist selecting and utilizing the things that bring a sense of passion, purpose and meaning into his/her life and coaching the person as they identify barriers to engaging in these activities 
	• Assist selecting and utilizing the things that bring a sense of passion, purpose and meaning into his/her life and coaching the person as they identify barriers to engaging in these activities 

	• Assist individuals to help connect to natural supports that enhance the quality and security of life 
	• Assist individuals to help connect to natural supports that enhance the quality and security of life 

	• Connecting individuals to “warm lines”  
	• Connecting individuals to “warm lines”  

	• Connections to self-help groups in the community  
	• Connections to self-help groups in the community  
	• Connections to self-help groups in the community  
	4. Peer Recovery Supports and Peer Counseling: 
	4. Peer Recovery Supports and Peer Counseling: 
	4. Peer Recovery Supports and Peer Counseling: 




	• Recovery education and counseling for individuals and their family members 
	• Recovery education and counseling for individuals and their family members 

	• One to one peer support. Person centered goal planning that incorporates life areas such as community connectedness, physical wellness, spirituality, employment, self-help 
	• One to one peer support. Person centered goal planning that incorporates life areas such as community connectedness, physical wellness, spirituality, employment, self-help 

	• Assisting with skills development that guides people towards a more independent life 
	• Assisting with skills development that guides people towards a more independent life 

	• Individuals in continuing care may receive counseling or peer services once per month. 
	• Individuals in continuing care may receive counseling or peer services once per month. 

	• Learning and practicing new skills 
	• Learning and practicing new skills 

	• Helping peers self-monitor their progress 
	• Helping peers self-monitor their progress 

	LI
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	• Modeling effective coping skills 
	5. Transitional Supports: 
	5. Transitional Supports: 
	5. Transitional Supports: 




	• Bridging from Jail or prison to an individual’s home (note: that peer supports while in Jail are not Medicaid reimbursable) 
	• Bridging from Jail or prison to an individual’s home (note: that peer supports while in Jail are not Medicaid reimbursable) 

	• Bridging from institutions (e.g. inpatient or residential facilities) to an individual’s home (note: that peer supports while in an institution are not Medicaid reimbursable) 
	• Bridging from institutions (e.g. inpatient or residential facilities) to an individual’s home (note: that peer supports while in an institution are not Medicaid reimbursable) 

	• Bridging from general hospitals to an individual’s home 
	• Bridging from general hospitals to an individual’s home 

	• Bridging from an individual’s home to the community  
	• Bridging from an individual’s home to the community  
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	• Arrangements for appropriate services (appointment dates, contact names, and numbers, etc.) are discussed and made with the individual and their significant others prior to the planned discharge date. Documentation of this information will be included in the individual’s case record. Where an individual is going from a bedded service to another service, a warm hand-off or peer service is considered where possible. 
	6. Pre-crisis and Crisis Support Services: 
	6. Pre-crisis and Crisis Support Services: 
	6. Pre-crisis and Crisis Support Services: 




	• Providing companionship when an individual in an emergency room or crisis unit or preparing to be admitted to detox, residential or other service to deal with crisis 
	• Providing companionship when an individual in an emergency room or crisis unit or preparing to be admitted to detox, residential or other service to deal with crisis 

	• Providing peer support in the individual’s home or in the community to support them before (or in) a crisis or relapse 
	• Providing peer support in the individual’s home or in the community to support them before (or in) a crisis or relapse 

	• Developing crisis diversion plans or relapse prevention plans    
	• Developing crisis diversion plans or relapse prevention plans    


	 




	Service Components for Children  
	Service Components for Children  
	Service Components for Children  
	Service Components for Children  
	Service Components for Children  



	 
	 
	 
	 
	There are 4 categories of peer support components for Children. Any of the below services can be provided either individually or combined as the care/service plan indicates their need.  They include: 
	 
	L
	LI
	LBody
	Span
	1. Engagement, Peer Bridge Services, and Services to Assist Individuals transitioning between service systems or between residential or Inpatient Settings to the Community. 
	o Based on the strengths and needs of the youth and family, connect them with appropriate services and supports.  Accompany the family when visiting programs. 
	o Based on the strengths and needs of the youth and family, connect them with appropriate services and supports.  Accompany the family when visiting programs. 
	o Based on the strengths and needs of the youth and family, connect them with appropriate services and supports.  Accompany the family when visiting programs. 

	o Facilitate meetings between families and service providers. 
	o Facilitate meetings between families and service providers. 

	o Assist the family to gather, organize and prepare documents needed for specific services. 
	o Assist the family to gather, organize and prepare documents needed for specific services. 

	o Address any concrete or subjective barriers that may prevent full participation in services. 
	o Address any concrete or subjective barriers that may prevent full participation in services. 

	o Serve as a bridge between families and service providers, supporting a productive and respectful partnership by assisting the families to express their strengths, needs and goals.  
	o Serve as a bridge between families and service providers, supporting a productive and respectful partnership by assisting the families to express their strengths, needs and goals.  

	o Support and assist families during stages of transition which may be unfamiliar (e.g. placements, in crisis, and between service systems etc.). 
	o Support and assist families during stages of transition which may be unfamiliar (e.g. placements, in crisis, and between service systems etc.). 

	o Arrangements for appropriate services (appointment dates, contact names, and numbers, etc.) are discussed and made with the individual and their significant others prior to the planned discharge date. Documentation of this information will be included in the individual’s case record. Where an individual is going from a bedded service to another service, a warm hand-off or peer service is considered where possible. 
	o Arrangements for appropriate services (appointment dates, contact names, and numbers, etc.) are discussed and made with the individual and their significant others prior to the planned discharge date. Documentation of this information will be included in the individual’s case record. Where an individual is going from a bedded service to another service, a warm hand-off or peer service is considered where possible. 

	o Promote continuity of engagement and supports as families’ needs and services change.   
	o Promote continuity of engagement and supports as families’ needs and services change.   

	o “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate for the purpose of increasing motivation to participate in clinically indicated treatment for chemical dependence. Patients identified for this intervention must be current patients who have failed to appear for sessions at the program and are judged to be at risk for prematurely discontinuing treatment or persons transitioning from another Office-certified program. 
	o “Outreach” is a face-to-face service with a patient provided by clinical staff or a peer advocate for the purpose of increasing motivation to participate in clinically indicated treatment for chemical dependence. Patients identified for this intervention must be current patients who have failed to appear for sessions at the program and are judged to be at risk for prematurely discontinuing treatment or persons transitioning from another Office-certified program. 

	o Individuals in continuing care may receive counseling or peer services once per month. 
	o Individuals in continuing care may receive counseling or peer services once per month. 





	 
	L
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	2. Self-Advocacy, Self-Efficacy, and Empowerment: 
	o Train families to advocate on behalf of themselves to promote shared decision-making.  
	o Train families to advocate on behalf of themselves to promote shared decision-making.  
	o Train families to advocate on behalf of themselves to promote shared decision-making.  

	o Regularly consult with families and providers to ensure that the family’s perspectives are included in all planning and decision-making.  
	o Regularly consult with families and providers to ensure that the family’s perspectives are included in all planning and decision-making.  

	o Coach and model shared decision-making and skills that support collaboration, in addition to providing opportunities for families to self-advocate. 
	o Coach and model shared decision-making and skills that support collaboration, in addition to providing opportunities for families to self-advocate. 

	o Model strengths-based interactions by accentuating the positive.  
	o Model strengths-based interactions by accentuating the positive.  

	o Support the families in discovering their strengths and concerns.  Assist families to identify and set goals and short term objectives.  
	o Support the families in discovering their strengths and concerns.  Assist families to identify and set goals and short term objectives.  

	o Prepare families for meetings and accompany them when needed. 
	o Prepare families for meetings and accompany them when needed. 

	o Empower families to express their fears, expectations and anxieties to promote positive effective communication.  
	o Empower families to express their fears, expectations and anxieties to promote positive effective communication.  

	o Assist families to frame questions to ask providers.  
	o Assist families to frame questions to ask providers.  

	o Provide opportunities for families to connect to and support one another. 
	o Provide opportunities for families to connect to and support one another. 

	o Support and encourage family participation in community, regional, state, national activities to develop their leadership skills and expand their circles of support.  
	o Support and encourage family participation in community, regional, state, national activities to develop their leadership skills and expand their circles of support.  

	o Provide leadership opportunities for families who are receiving Family Peer Support Services. 
	o Provide leadership opportunities for families who are receiving Family Peer Support Services. 
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	o Empower families to make informed decisions regarding the nature of supports for themselves and their child through: 
	▪ Sharing information about resources, services and supports and exploring what might be appropriate for their child and family  
	▪ Sharing information about resources, services and supports and exploring what might be appropriate for their child and family  
	▪ Sharing information about resources, services and supports and exploring what might be appropriate for their child and family  

	▪ Exploring the needs and preferences of the family and locating relevant resources. 
	▪ Exploring the needs and preferences of the family and locating relevant resources. 

	▪ Helping families understand eligibility rules 
	▪ Helping families understand eligibility rules 

	▪ Helping families understand the assessment process and identify their child’s strengths, needs and diagnosis. 
	▪ Helping families understand the assessment process and identify their child’s strengths, needs and diagnosis. 

	▪ Learning and practicing new skills 
	▪ Learning and practicing new skills 

	▪ Helping peers self-monitor their progress 
	▪ Helping peers self-monitor their progress 

	▪ Modeling effective coping skills 
	▪ Modeling effective coping skills 
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	3. Parent Skill Development and Training, Family/caregiver Psychoeducation 
	o Supports the efforts of families in caring for and strengthening their children’s mental, and physical health, development and well-being of their children.  
	o Supports the efforts of families in caring for and strengthening their children’s mental, and physical health, development and well-being of their children.  
	o Supports the efforts of families in caring for and strengthening their children’s mental, and physical health, development and well-being of their children.  

	o Helps the family learn and practice strategies to support their child’s positive behavior.  
	o Helps the family learn and practice strategies to support their child’s positive behavior.  

	o Assist the family to implement strategies recommended by clinicians.  
	o Assist the family to implement strategies recommended by clinicians.  

	o Assist families in talking with clinicians about their comfort with their treatment plans. 
	o Assist families in talking with clinicians about their comfort with their treatment plans. 

	o Provide emotional support for the family on their parenting journey to reduce isolation, feelings of stigma, blame and hopelessness. 
	o Provide emotional support for the family on their parenting journey to reduce isolation, feelings of stigma, blame and hopelessness. 

	o Provide individual or group parent skill development related to the behavioral and medical health needs of the child (i.e., training on special needs parenting skills). 
	o Provide individual or group parent skill development related to the behavioral and medical health needs of the child (i.e., training on special needs parenting skills). 

	o Support families as children transition from out of home placement.  
	o Support families as children transition from out of home placement.  

	o Assist families on how to access transportation. 
	o Assist families on how to access transportation. 

	o Support the parent in their role as their child’s educational advocate by providing: information, modeling, coaching in how to build effective partnerships, and exploring educational options with families and school staff.  
	o Support the parent in their role as their child’s educational advocate by providing: information, modeling, coaching in how to build effective partnerships, and exploring educational options with families and school staff.  
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	4. Community Connections and Natural Supports: 
	o Enhance the quality of life by integration and supports for families in their own communities 
	o Enhance the quality of life by integration and supports for families in their own communities 
	o Enhance the quality of life by integration and supports for families in their own communities 

	o Help the family to rediscover and reconnect to natural supports already present in their lives.  
	o Help the family to rediscover and reconnect to natural supports already present in their lives.  

	o Utilize the families’ knowledge of their community in developing new supportive relationships. 
	o Utilize the families’ knowledge of their community in developing new supportive relationships. 

	o Help the family identify and become involved in leisure and recreational activities in their community. 
	o Help the family identify and become involved in leisure and recreational activities in their community. 

	o In partnership with community leaders, encourage families who express an interest to become more involved in faith or cultural organizations.  
	o In partnership with community leaders, encourage families who express an interest to become more involved in faith or cultural organizations.  

	o Arrange support and training as needed to facilitate participation in community activities. 
	o Arrange support and training as needed to facilitate participation in community activities. 

	o Conduct groups with families to strengthen social skills, decrease isolation, provide emotional support and create opportunities for ongoing natural support. 
	o Conduct groups with families to strengthen social skills, decrease isolation, provide emotional support and create opportunities for ongoing natural support. 

	o Work collaboratively with schools to promote family engagement. 
	o Work collaboratively with schools to promote family engagement. 

	o Promote wellness through modeling. 
	o Promote wellness through modeling. 

	o Provide mutual support, hope, reassurance and advocacy that include sharing one's own "personal recovery/resiliency story" as the Youth Peer Advocate (YPA) deems appropriate as beneficial to both the youth and themselves. YPA’s may also share their recovery with parents as a means to engage parents and help them “see” youth possibilities for future in a new light. 
	o Provide mutual support, hope, reassurance and advocacy that include sharing one's own "personal recovery/resiliency story" as the Youth Peer Advocate (YPA) deems appropriate as beneficial to both the youth and themselves. YPA’s may also share their recovery with parents as a means to engage parents and help them “see” youth possibilities for future in a new light. 

	o Help youth develop self-advocacy skills (e.g., may attend a Committee on Preschool or Special Education meeting with the youth and parent, coaching the youth to articulate his educational goals). 
	o Help youth develop self-advocacy skills (e.g., may attend a Committee on Preschool or Special Education meeting with the youth and parent, coaching the youth to articulate his educational goals). 

	o Assist youth with gaining and regaining the ability to make independent choices and assist youth in playing a proactive role in their own treatment (assisting/mentoring them in discussing questions or concerns about medications, diagnoses or treatment approaches with their treating clinician). The YPA will guide the youth to effectively communicate their individual perspective to providers and families. 
	o Assist youth with gaining and regaining the ability to make independent choices and assist youth in playing a proactive role in their own treatment (assisting/mentoring them in discussing questions or concerns about medications, diagnoses or treatment approaches with their treating clinician). The YPA will guide the youth to effectively communicate their individual perspective to providers and families. 

	o Assist youth in developing skills to advocate for needed services and benefits and seeking to effectively resolve unmet needs. 
	o Assist youth in developing skills to advocate for needed services and benefits and seeking to effectively resolve unmet needs. 

	o Assist youth in understanding their treatment plan and help to ensure the plan is person/family centered 
	o Assist youth in understanding their treatment plan and help to ensure the plan is person/family centered 

	o Connect youth to community resources and services. The YPA may accompany youth to appointments and meetings for the purpose of mentoring and support but not for the sole purpose of providing transportation for the youth. 
	o Connect youth to community resources and services. The YPA may accompany youth to appointments and meetings for the purpose of mentoring and support but not for the sole purpose of providing transportation for the youth. 

	o Help youth develop a network for information and support from others who have been through similar experiences, including locating similar interest programs, peer-run programs, and support groups. 
	o Help youth develop a network for information and support from others who have been through similar experiences, including locating similar interest programs, peer-run programs, and support groups. 

	o Facilitate or arrange youth peer resiliency/recovery support groups. 
	o Facilitate or arrange youth peer resiliency/recovery support groups. 





	 
	 
	Service Components for Youth 
	Service Components for Youth 
	Service Components for Youth 
	Service Components for Youth 



	 
	Skill Building:  
	o   Develop skills for coping with and managing psychiatric symptoms, trauma, and substance use disorders 
	o   Develop skills for wellness, resiliency and recovery support 
	o   Develop skills to independently navigate the service system 
	o   Develop goal-setting skills 
	o   Build community living skills 
	 
	Coaching: Enhance resiliency/recovery oriented attitudes, i.e., hope, confidence, and self-efficacy 
	 
	 Engagement, Bridging, and Transition Support: 




	o   Act as a peer partner in transitioning to different levels of care and into adulthood. Help youth understand what to expect and how and why they should be active in developing their treatment plan and natural supports. 
	o   Act as a peer partner in transitioning to different levels of care and into adulthood. Help youth understand what to expect and how and why they should be active in developing their treatment plan and natural supports. 
	o   Act as a peer partner in transitioning to different levels of care and into adulthood. Help youth understand what to expect and how and why they should be active in developing their treatment plan and natural supports. 
	o   Act as a peer partner in transitioning to different levels of care and into adulthood. Help youth understand what to expect and how and why they should be active in developing their treatment plan and natural supports. 
	o   Act as a peer partner in transitioning to different levels of care and into adulthood. Help youth understand what to expect and how and why they should be active in developing their treatment plan and natural supports. 
	 
	Self-Advocacy, Self-Efficacy, & Empowerment: 
	o   Develop, link, and facilitate the use of formal and informal services, including connection to peer support groups in the community 
	o   Serve as an advocate, mentor, or facilitator for resolution of issues 
	o   Assist in navigating the service system 
	 
	Community Connections and Natural Supports: 
	 
	 



	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 
	• Motivational Interviewing 
	• Motivational Interviewing 
	• Motivational Interviewing 

	• Wellness Management and Recovery (WMR) 
	• Wellness Management and Recovery (WMR) 


	 


	Evidence Based Practices for Children and Youth 
	Evidence Based Practices for Children and Youth 
	Evidence Based Practices for Children and Youth 


	 
	 
	 
	• Motivational Interviewing 
	• Motivational Interviewing 
	• Motivational Interviewing 

	• Cognitive Behavioral Motivational Enhancement Therapy (CBMET) 
	• Cognitive Behavioral Motivational Enhancement Therapy (CBMET) 

	• Seven Challenges 
	• Seven Challenges 

	• Multi-Dimensional Family Therapy 
	• Multi-Dimensional Family Therapy 


	 


	Modality 
	Modality 
	Modality 


	 
	 
	 
	Individual face-to-face intervention 
	 
	Group face-to-face intervention. (For Kids and Youth: Composition of members should share common characteristics, such as related experiences, developmental age, chronological age, challenges or treatment goals). 
	 




	To allow for continuous connection to treatment over time, OASAS has included continuing care in the new PART 822 regulations http://www.oasas.ny.gov/regs/index.cfm.   This will allow programs to discharge an individual from an outpatient episode of active care in an outpatient setting (outpatient clinic or Opioid Treatment Program) into continuing care.  The person will be able to access counseling, peer services, medication assisted treatment and recovery supports following treatment for an indefinite per
	To allow for continuous connection to treatment over time, OASAS has included continuing care in the new PART 822 regulations http://www.oasas.ny.gov/regs/index.cfm.   This will allow programs to discharge an individual from an outpatient episode of active care in an outpatient setting (outpatient clinic or Opioid Treatment Program) into continuing care.  The person will be able to access counseling, peer services, medication assisted treatment and recovery supports following treatment for an indefinite per
	To allow for continuous connection to treatment over time, OASAS has included continuing care in the new PART 822 regulations http://www.oasas.ny.gov/regs/index.cfm.   This will allow programs to discharge an individual from an outpatient episode of active care in an outpatient setting (outpatient clinic or Opioid Treatment Program) into continuing care.  The person will be able to access counseling, peer services, medication assisted treatment and recovery supports following treatment for an indefinite per
	To allow for continuous connection to treatment over time, OASAS has included continuing care in the new PART 822 regulations http://www.oasas.ny.gov/regs/index.cfm.   This will allow programs to discharge an individual from an outpatient episode of active care in an outpatient setting (outpatient clinic or Opioid Treatment Program) into continuing care.  The person will be able to access counseling, peer services, medication assisted treatment and recovery supports following treatment for an indefinite per
	To allow for continuous connection to treatment over time, OASAS has included continuing care in the new PART 822 regulations http://www.oasas.ny.gov/regs/index.cfm.   This will allow programs to discharge an individual from an outpatient episode of active care in an outpatient setting (outpatient clinic or Opioid Treatment Program) into continuing care.  The person will be able to access counseling, peer services, medication assisted treatment and recovery supports following treatment for an indefinite per
	 



	Setting 
	Setting 
	Setting 
	Setting 


	 
	 
	 
	Peer supports may be provided in a variety of settings including outpatient and community settings.  The majority of the contacts with the individual should be offsite in the community. Community locations may include: an individual’s home, family or caregiver’s home, homeless shelters and soup kitchens, where an individual works, attends school, engages in services (e.g. provider office sites), and/or socializes. 
	 


	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 


	 
	 
	 
	Peer Supports is voluntary. An individual can qualify to receive this service from a CCBHC 1. If the comprehensive, person-centered and family-centered diagnostic and treatment plan indicates that an individual could benefit from peer supports and 2. If the individual wishes to receive peer supports. 
	 


	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 
	If the admissions/eligibility criteria are met, there are no limits/exclusions.  
	 


	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 
	Children: 
	Individual Staff Qualifications: 
	• Family Peer Support will be delivered by a New York State Credentialed Family Peer Advocate (FPA). To be eligible for the FPA Credential, the individual must: 
	• Family Peer Support will be delivered by a New York State Credentialed Family Peer Advocate (FPA). To be eligible for the FPA Credential, the individual must: 
	• Family Peer Support will be delivered by a New York State Credentialed Family Peer Advocate (FPA). To be eligible for the FPA Credential, the individual must: 
	• Family Peer Support will be delivered by a New York State Credentialed Family Peer Advocate (FPA). To be eligible for the FPA Credential, the individual must: 
	o Demonstrate ‘lived experience’ as a parent or primary caregiver who has navigated multiple child serving systems on behalf of their child(ren) with social, emotional, developmental, health and/or behavioral healthcare needs. 
	o Demonstrate ‘lived experience’ as a parent or primary caregiver who has navigated multiple child serving systems on behalf of their child(ren) with social, emotional, developmental, health and/or behavioral healthcare needs. 
	o Demonstrate ‘lived experience’ as a parent or primary caregiver who has navigated multiple child serving systems on behalf of their child(ren) with social, emotional, developmental, health and/or behavioral healthcare needs. 

	o Have a high school diploma, high school equivalency preferred or a State Education Commencement Credential (e.g. SACC or CDOS)  
	o Have a high school diploma, high school equivalency preferred or a State Education Commencement Credential (e.g. SACC or CDOS)  

	o Complete Level One and Level Two of the Family Peer Advocate Core Training/ Parent Empowerment Program (PEP) training or approved comparable training. 
	o Complete Level One and Level Two of the Family Peer Advocate Core Training/ Parent Empowerment Program (PEP) training or approved comparable training. 

	o Submit three letters of reference attesting to proficiency in and suitability for the role of a Family Peer Advocate (FPA) including one from FPAs supervisor. 
	o Submit three letters of reference attesting to proficiency in and suitability for the role of a Family Peer Advocate (FPA) including one from FPAs supervisor. 




	o  Agree to practice according to the Family Peer Advocate Code of Ethics. 
	o  Agree to practice according to the Family Peer Advocate Code of Ethics. 
	o  Agree to practice according to the Family Peer Advocate Code of Ethics. 
	o Complete 20 hours of continuing education and renew their FPA credential every two years. 
	o Complete 20 hours of continuing education and renew their FPA credential every two years. 
	o Complete 20 hours of continuing education and renew their FPA credential every two years. 
	o Complete 20 hours of continuing education and renew their FPA credential every two years. 
	▪ OMH established Certified Peer Specialist 
	▪ OMH established Certified Peer Specialist 
	▪ OMH established Certified Peer Specialist 

	▪ OASAS Certified Recovery Peer Advocate 
	▪ OASAS Certified Recovery Peer Advocate 








	Youth:  
	Individual Staff Qualifications: 
	Youth Peer Support and Training is delivered by a New York State credentialed Youth Peer Advocate.  
	 
	Supervisor Qualifications: 
	YPAs will be supervised by:  
	1)    A credentialed YPA with four years of direct YPST service experience with access to clinical consultation as needed.  The clinical supervision may be provided by a staff member or through a contract with another organization.    
	OR 




	 
	 
	 
	 
	 
	2)    A credentialed FPA with four years of experience providing FPSS that has been trained in YPST services and the role of YPAs, and efforts are made as the YPST service gains maturity in NYS to transition to supervision by experienced credentialed YPAs within the organization.      
	OR 
	 
	3)     A “qualified mental health staff person” found in 14 NYCRR 594 or 14 NYCRR 595 that has training in YPST services and the role of YPAs and efforts are made as the YPST service gains maturity to transition to supervision by an experienced credentialed YPA within the organization. 
	 
	 
	Adults: 
	Peer support providers must have a certification as one of the following:  
	 
	Supervision of peer support must be provided by Professional Staff.  
	 
	Peer Advocates. Peer advocates, as defined in Part 800 of this Title, must be supervised by a clinical staff member who is credentialed or licensed and participate in a training plan appropriate to their needs. Peer advocates may provide peer support and outreach services based on clinical needs as identified in the patient’s treatment/recovery plan. 
	 



	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	Maximum 1 FTE to 20 consumers. 
	 
	A group is composed of two or more families and cannot exceed more than six families composed of no more than 12 individuals in total. 
	 


	Staff Training  
	Staff Training  
	Staff Training  


	 
	 
	 
	The below trainings are required for all peer/family support service personnel:  
	• Personal Safety in the Community 
	• Personal Safety in the Community 
	• Personal Safety in the Community 

	• Ethics 
	• Ethics 

	• Crisis Intervention 
	• Crisis Intervention 


	The below trainings are recommended to improve service delivery by peer support personnel: 
	• Domestic Violence: Signs and Intervention 
	• Domestic Violence: Signs and Intervention 
	• Domestic Violence: Signs and Intervention 

	• Motivational Interviewing 
	• Motivational Interviewing 

	• Principles and concepts of recovery 
	• Principles and concepts of recovery 

	• coping skills 
	• coping skills 

	• advocacy 
	• advocacy 

	• Medication Assisted Treatment (Opiate Overdose Prevention for those applicable) 
	• Medication Assisted Treatment (Opiate Overdose Prevention for those applicable) 

	• Trauma Informed Care  
	• Trauma Informed Care  

	• Mental Health/Substance Use 101 
	• Mental Health/Substance Use 101 


	The below trainings are recommended for Youth Peer Advocates: 
	• Level One and Level Two Youth Peer Advocate Training approved by the Youth Peer Support Services Council which include the following training components: Role of the Youth Peer Advocate in the Managed Care System, Peer Mentoring and Support, Small Group Facilitation Skills, Professional Expectations, Self-care and Support.   
	• Level One and Level Two Youth Peer Advocate Training approved by the Youth Peer Support Services Council which include the following training components: Role of the Youth Peer Advocate in the Managed Care System, Peer Mentoring and Support, Small Group Facilitation Skills, Professional Expectations, Self-care and Support.   
	• Level One and Level Two Youth Peer Advocate Training approved by the Youth Peer Support Services Council which include the following training components: Role of the Youth Peer Advocate in the Managed Care System, Peer Mentoring and Support, Small Group Facilitation Skills, Professional Expectations, Self-care and Support.   


	 




	Billing Requirements 
	Billing Requirements 
	Billing Requirements 
	Billing Requirements 
	Billing Requirements 



	 
	 
	 
	 
	Must meet Threshold visit. 




	 
	Intensive, community-based behavioral health care for members of the  
	Intensive, community-based behavioral health care for members of the  
	Intensive, community-based behavioral health care for members of the  
	Intensive, community-based behavioral health care for members of the  
	Intensive, community-based behavioral health care for members of the  
	armed forces and veterans 



	Definition 
	Definition 
	Definition 
	Definition 


	 
	 
	 
	CCBHCs are responsible for providing intensive, community-based behavioral health care for members of the U.S. Armed Forces and veterans with inadequate access to, or chooses not to receive services from a Military Treatment Facility (MTF), or VA Medical Facility.  Such services are to be consistent with the Uniform Mental Health Services Handbook and clinic guidelines established by the Veterans Health Administration (VHA), in effort to maintain consistent and high-quality care for all members of the U.S. 
	 
	Intensive, community-based behavioral health care for members of the armed forces and veterans shall be inclusive of the individual’s perspective, and thoroughly meet their care needs.  In addition, services shall be integrated, coordinated, and recovery-oriented-incorporating the core recovery principles of privacy, security, and honor. 
	 
	Military Service: Service as an active duty, reserve, or national guard member of the United States Army, Navy, Marine Corps, Air Force or Coast Guard. 
	 
	Current Military Personnel: Persons affirming current military service.   
	 
	Veterans: Persons affirming former military service. 
	 
	This service may be provided directly by the CCBHCs, or through a DCO. 
	 


	Service Components for Adults 
	Service Components for Adults 
	Service Components for Adults 


	 
	 
	 
	Service components are to be consistent with the VHA Uniform Mental Health Services Handbook (VHA HANDBOOK 1160.01) and the VA/DoD Clinical Practice Guidelines 
	(
	(
	http://www.healthquality.va.gov/index.asp
	http://www.healthquality.va.gov/index.asp

	).  

	 
	Identification of Current or Former Military Service 
	At the initial point of contact (see Screening, Assessment, and Diagnosis), individuals shall be asked whether they have ever served in the U.S. military.  If current or former military service is identified, CCBHCs shall adhere to the following protocol:  
	 
	Current Military Personnel: Persons affirming current military service will be offered assistance in the following manner:  
	(1) Active Duty Service Members (ADSM) must use their servicing MTF, and their MTF Primary Care Managers (PCMs) are contacted by the CCBHC regarding referrals outside the MTF.  
	(1) Active Duty Service Members (ADSM) must use their servicing MTF, and their MTF Primary Care Managers (PCMs) are contacted by the CCBHC regarding referrals outside the MTF.  
	(1) Active Duty Service Members (ADSM) must use their servicing MTF, and their MTF Primary Care Managers (PCMs) are contacted by the CCBHC regarding referrals outside the MTF.  

	(2) ADSMs and activated Reserve Component (Guard/Reserve) members who reside more than 50 miles (or one hour’s drive time) from a military hospital or military clinic enroll in TRICARE PRIME Remote and use the network PCM, or select any other authorized TRICARE provider as the PCM. The PCM refers the member to specialists for care he or she cannot provide; and works with the regional managed care support contractor for referrals/authorizations.  
	(2) ADSMs and activated Reserve Component (Guard/Reserve) members who reside more than 50 miles (or one hour’s drive time) from a military hospital or military clinic enroll in TRICARE PRIME Remote and use the network PCM, or select any other authorized TRICARE provider as the PCM. The PCM refers the member to specialists for care he or she cannot provide; and works with the regional managed care support contractor for referrals/authorizations.  

	(3) Members of the Selected Reserves, not on Active Duty (AD) orders, are eligible for TRICARE Reserve Select and can schedule an appointment with any TRICARE-authorized provider, network or non-network.  
	(3) Members of the Selected Reserves, not on Active Duty (AD) orders, are eligible for TRICARE Reserve Select and can schedule an appointment with any TRICARE-authorized provider, network or non-network.  


	 




	Veterans: Persons affirming former military service (veterans) are offered assistance to enroll in VHA for the delivery of health and behavioral health services. Veterans who decline or are ineligible for VHA services will be served by the CCBHC. 
	Veterans: Persons affirming former military service (veterans) are offered assistance to enroll in VHA for the delivery of health and behavioral health services. Veterans who decline or are ineligible for VHA services will be served by the CCBHC. 
	Veterans: Persons affirming former military service (veterans) are offered assistance to enroll in VHA for the delivery of health and behavioral health services. Veterans who decline or are ineligible for VHA services will be served by the CCBHC. 
	Veterans: Persons affirming former military service (veterans) are offered assistance to enroll in VHA for the delivery of health and behavioral health services. Veterans who decline or are ineligible for VHA services will be served by the CCBHC. 
	Veterans: Persons affirming former military service (veterans) are offered assistance to enroll in VHA for the delivery of health and behavioral health services. Veterans who decline or are ineligible for VHA services will be served by the CCBHC. 
	 
	Members of the U.S. Armed Forces and Veterans-specific Treatment Plan Components: 
	Per the CCBHC criteria established by SAMHSA, the behavioral health treatment plan for all members of the U.S. Armed Forces and veterans receiving services shall include the following:  
	(1) The treatment plan includes the veteran’s diagnosis or diagnoses and documents consideration of each type of evidence-based intervention for each diagnosis.  
	(1) The treatment plan includes the veteran’s diagnosis or diagnoses and documents consideration of each type of evidence-based intervention for each diagnosis.  
	(1) The treatment plan includes the veteran’s diagnosis or diagnoses and documents consideration of each type of evidence-based intervention for each diagnosis.  

	(2) The treatment plan includes approaches to monitoring the outcomes (therapeutic benefits and adverse effects) of care, and milestones for reevaluation of interventions and of the plan itself.  
	(2) The treatment plan includes approaches to monitoring the outcomes (therapeutic benefits and adverse effects) of care, and milestones for reevaluation of interventions and of the plan itself.  

	(3) As appropriate, the plan considers interventions intended to reduce/manage symptoms, improve functioning, and prevent relapses or recurrences of episodes of illness.  
	(3) As appropriate, the plan considers interventions intended to reduce/manage symptoms, improve functioning, and prevent relapses or recurrences of episodes of illness.  

	(4) The plan is recovery oriented, attentive to the veteran’s values and preferences, and evidence-based regarding what constitutes effective and safe treatments.  
	(4) The plan is recovery oriented, attentive to the veteran’s values and preferences, and evidence-based regarding what constitutes effective and safe treatments.  

	(5) The treatment plan is developed with input from the veteran, and when the veteran consents, appropriate family members. The veteran’s verbal consent to the treatment plan is required pursuant to VHA Handbook 1004.1. 
	(5) The treatment plan is developed with input from the veteran, and when the veteran consents, appropriate family members. The veteran’s verbal consent to the treatment plan is required pursuant to VHA Handbook 1004.1. 


	 
	Scope of Services under Intensive, Community-Based Behavioral Health Care for Members of the Armed Forces and Veterans 
	CCBHCs shall provide services within the VHA Handbook under their scope of practice.  CCBHCs shall ensure all services included in the VHA Handbook that are outside the CCBHC scope of practice (such as inpatient care or residential and treatment programs) be reasonably accessible via a care coordination agreement.   
	 
	Principal Behavioral Health Providers 
	Per the CCBHC criteria established by SAMHSA, all members of the U.S. Armed Forces and veterans receiving services shall be assigned a Principal Behavioral Health Provider. When veterans are seeing more than one behavioral health provider and when they are involved in more than one program, the identity of the Principal Behavioral Health Provider is made clear to the veteran and identified in the medical record. The Principal Behavioral Health Provider is identified on a consumer tracking database for those
	(1) Regular contact is maintained with the veteran as clinically indicated as long as ongoing care is required.  
	(1) Regular contact is maintained with the veteran as clinically indicated as long as ongoing care is required.  
	(1) Regular contact is maintained with the veteran as clinically indicated as long as ongoing care is required.  

	(2) A psychiatrist, or such other independent prescriber as satisfies the current requirements of the VHA Uniform Mental Health Services Handbook, reviews and reconciles each veteran’s psychiatric medications on a regular basis.  
	(2) A psychiatrist, or such other independent prescriber as satisfies the current requirements of the VHA Uniform Mental Health Services Handbook, reviews and reconciles each veteran’s psychiatric medications on a regular basis.  

	(3) Coordination and development of the veteran’s treatment plan incorporates input from the veteran (and, when appropriate, the family with the veteran’s consent when the veteran possesses adequate decision-making capacity or with the veteran’s surrogate decision-maker’s consent when the veteran does not have adequate decision-making capacity).  
	(3) Coordination and development of the veteran’s treatment plan incorporates input from the veteran (and, when appropriate, the family with the veteran’s consent when the veteran possesses adequate decision-making capacity or with the veteran’s surrogate decision-maker’s consent when the veteran does not have adequate decision-making capacity).  

	(4) Implementation of the treatment plan is monitored and documented. This must include tracking progress in the care delivered, the outcomes achieved, and the goals attained.  
	(4) Implementation of the treatment plan is monitored and documented. This must include tracking progress in the care delivered, the outcomes achieved, and the goals attained.  

	(5) The treatment plan is revised, when necessary.  
	(5) The treatment plan is revised, when necessary.  

	(6) The principal therapist or Principal Behavioral Health Provider communicates with the veteran (and the veteran's authorized surrogate or family or friends when appropriate and when veterans with adequate decision-making capacity consent) about the treatment plan, and for addressing any of the veteran’s problems or concerns about their care. For veterans who are at high risk of losing decision-making capacity, such as those with a diagnosis of schizophrenia or schizoaffective disorder, such communication
	(6) The principal therapist or Principal Behavioral Health Provider communicates with the veteran (and the veteran's authorized surrogate or family or friends when appropriate and when veterans with adequate decision-making capacity consent) about the treatment plan, and for addressing any of the veteran’s problems or concerns about their care. For veterans who are at high risk of losing decision-making capacity, such as those with a diagnosis of schizophrenia or schizoaffective disorder, such communication






	(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran verbally consents to the treatment plan in accordance with VHA Handbook 1004.1, Informed Consent for Clinical Treatments and Procedures. If the Principal Behavioral Health Provider suspects the veteran lacks the capacity to decide about the mental health treatment plan, the provider must ensure the veteran’s decision-making capacity is formally assessed and documented. For veterans who are determined to lack ca
	(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran verbally consents to the treatment plan in accordance with VHA Handbook 1004.1, Informed Consent for Clinical Treatments and Procedures. If the Principal Behavioral Health Provider suspects the veteran lacks the capacity to decide about the mental health treatment plan, the provider must ensure the veteran’s decision-making capacity is formally assessed and documented. For veterans who are determined to lack ca
	(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran verbally consents to the treatment plan in accordance with VHA Handbook 1004.1, Informed Consent for Clinical Treatments and Procedures. If the Principal Behavioral Health Provider suspects the veteran lacks the capacity to decide about the mental health treatment plan, the provider must ensure the veteran’s decision-making capacity is formally assessed and documented. For veterans who are determined to lack ca
	(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran verbally consents to the treatment plan in accordance with VHA Handbook 1004.1, Informed Consent for Clinical Treatments and Procedures. If the Principal Behavioral Health Provider suspects the veteran lacks the capacity to decide about the mental health treatment plan, the provider must ensure the veteran’s decision-making capacity is formally assessed and documented. For veterans who are determined to lack ca
	(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran verbally consents to the treatment plan in accordance with VHA Handbook 1004.1, Informed Consent for Clinical Treatments and Procedures. If the Principal Behavioral Health Provider suspects the veteran lacks the capacity to decide about the mental health treatment plan, the provider must ensure the veteran’s decision-making capacity is formally assessed and documented. For veterans who are determined to lack ca
	(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran verbally consents to the treatment plan in accordance with VHA Handbook 1004.1, Informed Consent for Clinical Treatments and Procedures. If the Principal Behavioral Health Provider suspects the veteran lacks the capacity to decide about the mental health treatment plan, the provider must ensure the veteran’s decision-making capacity is formally assessed and documented. For veterans who are determined to lack ca
	(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran verbally consents to the treatment plan in accordance with VHA Handbook 1004.1, Informed Consent for Clinical Treatments and Procedures. If the Principal Behavioral Health Provider suspects the veteran lacks the capacity to decide about the mental health treatment plan, the provider must ensure the veteran’s decision-making capacity is formally assessed and documented. For veterans who are determined to lack ca


	 



	Service Components for Children  
	Service Components for Children  
	Service Components for Children  
	Service Components for Children  


	 
	 
	 
	Please refer to Service Components for Adults.   
	 


	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 
	Evidence Based Practices for Adults 


	 
	 
	 
	Per the VHA Handbook, required evidence based practices include:  
	• Evidence-based Psychotherapy for PTSD (Cognitive Processing Therapy (CPT) or Prolonged Exposure Therapy) 
	• Evidence-based Psychotherapy for PTSD (Cognitive Processing Therapy (CPT) or Prolonged Exposure Therapy) 
	• Evidence-based Psychotherapy for PTSD (Cognitive Processing Therapy (CPT) or Prolonged Exposure Therapy) 

	• Evidence-based Psychotherapy for Depression and Anxiety Disorders (Cognitive Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), or Interpersonal Therapy) 
	• Evidence-based Psychotherapy for Depression and Anxiety Disorders (Cognitive Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), or Interpersonal Therapy) 

	• Evidence-based Somatic Therapies (evidence-based pharmacotherapy) 
	• Evidence-based Somatic Therapies (evidence-based pharmacotherapy) 


	Please refer to the VA/DoD Clinical Practice Guidelines (
	Please refer to the VA/DoD Clinical Practice Guidelines (
	http://www.healthquality.va.gov/index.asp
	http://www.healthquality.va.gov/index.asp

	) for additional recommended evidence based practices 

	 


	Evidence Based Practices for Children 
	Evidence Based Practices for Children 
	Evidence Based Practices for Children 


	 
	 
	 
	See Evidence Based Practices for Adults. 
	 


	Modality 
	Modality 
	Modality 


	 
	 
	 
	Intensive, community-based behavioral health care for members of the armed forces and veterans may be provided individually or in group. 
	 


	Setting 
	Setting 
	Setting 


	 
	 
	 
	Service settings shall be consistent with the VHA Uniform Mental Health Services Handbook. 
	 


	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 
	Admissions/Eligibility Criteria 


	 
	 
	 
	The CCBHC is responsible for providing intensive, community-based behavioral health care for certain members of the U.S. Armed Forces and veterans under the following circumstances:  
	• Armed Forces members located 50 miles or more (or one hour’s drive time) from a Military Treatment Facility  
	• Armed Forces members located 50 miles or more (or one hour’s drive time) from a Military Treatment Facility  
	• Armed Forces members located 50 miles or more (or one hour’s drive time) from a Military Treatment Facility  

	• veterans living 40 miles or more (driving distance) from a VA medical facility 
	• veterans living 40 miles or more (driving distance) from a VA medical facility 

	• veterans who decline VHA services 
	• veterans who decline VHA services 

	• veterans who are ineligible for VHA services 
	• veterans who are ineligible for VHA services 

	• as otherwise required by CCBHC certification criteria, or federal law  
	• as otherwise required by CCBHC certification criteria, or federal law  


	 


	Limitations/Exclusions 
	Limitations/Exclusions 
	Limitations/Exclusions 


	 
	 
	 
	N/A 
	 


	Certification/Provider Qualifications 
	Certification/Provider Qualifications 
	Certification/Provider Qualifications 


	 
	 
	 




	Based on the service needs of the individual, provider qualifications for this service shall be consistent with the other services in the CCBHC Scope of Services Provider Manual.  In addition, providers must adhere to the service-specific training requirements.    
	Based on the service needs of the individual, provider qualifications for this service shall be consistent with the other services in the CCBHC Scope of Services Provider Manual.  In addition, providers must adhere to the service-specific training requirements.    
	Based on the service needs of the individual, provider qualifications for this service shall be consistent with the other services in the CCBHC Scope of Services Provider Manual.  In addition, providers must adhere to the service-specific training requirements.    
	Based on the service needs of the individual, provider qualifications for this service shall be consistent with the other services in the CCBHC Scope of Services Provider Manual.  In addition, providers must adhere to the service-specific training requirements.    
	Based on the service needs of the individual, provider qualifications for this service shall be consistent with the other services in the CCBHC Scope of Services Provider Manual.  In addition, providers must adhere to the service-specific training requirements.    
	 



	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 
	Staffing Ratio/Case Limits 


	 
	 
	 
	N/A 
	 


	Staff Training Requirements 
	Staff Training Requirements 
	Staff Training Requirements 


	 
	 
	 
	(1) Any staff who is not a veteran has training about military and veterans’ culture in order to understand the unique experiences and contributions of those who have served their country.  
	(1) Any staff who is not a veteran has training about military and veterans’ culture in order to understand the unique experiences and contributions of those who have served their country.  
	(1) Any staff who is not a veteran has training about military and veterans’ culture in order to understand the unique experiences and contributions of those who have served their country.  

	(2) All staff receives cultural competency training on issues of race, ethnicity, age, sexual orientation, and gender identity. 
	(2) All staff receives cultural competency training on issues of race, ethnicity, age, sexual orientation, and gender identity. 

	(3) Staff must be trained in trauma-informed care.   
	(3) Staff must be trained in trauma-informed care.   


	 


	Billing Requirements 
	Billing Requirements 
	Billing Requirements 


	 
	 
	 
	Must meet Threshold visit. 




	 
	Appendix 
	 
	Figure
	A. Staffing Guidelines: 
	A. Staffing Guidelines: 
	A. Staffing Guidelines: 
	A. Staffing Guidelines: 
	I. Professional staff means practitioners possessing a license or a permit from the New York State Education Department who are qualified by credentials, training, and experience to provide direct services related to the treatment of mental illness and substance use disorders and shall include the following:  
	I. Professional staff means practitioners possessing a license or a permit from the New York State Education Department who are qualified by credentials, training, and experience to provide direct services related to the treatment of mental illness and substance use disorders and shall include the following:  
	I. Professional staff means practitioners possessing a license or a permit from the New York State Education Department who are qualified by credentials, training, and experience to provide direct services related to the treatment of mental illness and substance use disorders and shall include the following:  
	I. Professional staff means practitioners possessing a license or a permit from the New York State Education Department who are qualified by credentials, training, and experience to provide direct services related to the treatment of mental illness and substance use disorders and shall include the following:  
	a. Certified Rehabilitation Counselor (CRC) is certified with a national Certified Rehabilitation Counselor (CRC) designation by The Commission on Rehabilitation Counselor Certification (CRCC) that sets the standard for quality rehabilitation counseling services in the United States and Canada.  All VR staff within the OASAS treatment provider system must adhere to the Code of Ethics set forth by the NYS Ethics Commission (
	a. Certified Rehabilitation Counselor (CRC) is certified with a national Certified Rehabilitation Counselor (CRC) designation by The Commission on Rehabilitation Counselor Certification (CRCC) that sets the standard for quality rehabilitation counseling services in the United States and Canada.  All VR staff within the OASAS treatment provider system must adhere to the Code of Ethics set forth by the NYS Ethics Commission (
	a. Certified Rehabilitation Counselor (CRC) is certified with a national Certified Rehabilitation Counselor (CRC) designation by The Commission on Rehabilitation Counselor Certification (CRCC) that sets the standard for quality rehabilitation counseling services in the United States and Canada.  All VR staff within the OASAS treatment provider system must adhere to the Code of Ethics set forth by the NYS Ethics Commission (
	a. Certified Rehabilitation Counselor (CRC) is certified with a national Certified Rehabilitation Counselor (CRC) designation by The Commission on Rehabilitation Counselor Certification (CRCC) that sets the standard for quality rehabilitation counseling services in the United States and Canada.  All VR staff within the OASAS treatment provider system must adhere to the Code of Ethics set forth by the NYS Ethics Commission (
	http://www.nyintegrity.org/
	http://www.nyintegrity.org/

	 ) and/ or the Commission on Rehabilitation Counselor Certification (CRCC) (
	www.crccertification.com
	www.crccertification.com

	 ) 


	b. Creative arts therapist is an individual who is currently licensed as a creative arts therapist by the New York State Education Department or possesses a creative arts therapist permit from the New York State Education Department.  
	b. Creative arts therapist is an individual who is currently licensed as a creative arts therapist by the New York State Education Department or possesses a creative arts therapist permit from the New York State Education Department.  
	b. Creative arts therapist is an individual who is currently licensed as a creative arts therapist by the New York State Education Department or possesses a creative arts therapist permit from the New York State Education Department.  
	f. Marriage and family therapist is an individual who is currently licensed as a marriage and family therapist by the New York State Education Department or possesses a permit from the New York State Education Department.  
	f. Marriage and family therapist is an individual who is currently licensed as a marriage and family therapist by the New York State Education Department or possesses a permit from the New York State Education Department.  
	f. Marriage and family therapist is an individual who is currently licensed as a marriage and family therapist by the New York State Education Department or possesses a permit from the New York State Education Department.  

	g. Mental health counselor is an individual who is currently licensed as a mental health counselor by the New York State Education Department or possesses a permit from the New York State Education Department.  
	g. Mental health counselor is an individual who is currently licensed as a mental health counselor by the New York State Education Department or possesses a permit from the New York State Education Department.  

	h. Nurse practitioner is an individual who is currently certified as a nurse practitioner by the New York State Education Department or possesses a permit from the New York State Education Department.  
	h. Nurse practitioner is an individual who is currently certified as a nurse practitioner by the New York State Education Department or possesses a permit from the New York State Education Department.  

	i. Nurse practitioner in psychiatry is an individual who is currently certified as a nurse practitioner with an approved specialty area of psychiatry (NPP) by the New York State Education Department or possesses a permit from the New York State Education Department.  
	i. Nurse practitioner in psychiatry is an individual who is currently certified as a nurse practitioner with an approved specialty area of psychiatry (NPP) by the New York State Education Department or possesses a permit from the New York State Education Department.  

	j. Physician is an individual who is currently licensed as a physician by the New York State Education Department or possesses a permit from the New York State Education Department.  
	j. Physician is an individual who is currently licensed as a physician by the New York State Education Department or possesses a permit from the New York State Education Department.  

	k. Physician assistant is an individual who is currently registered as a physician assistant by the New York State Education Department or possesses a permit from the New York State Education Department.  
	k. Physician assistant is an individual who is currently registered as a physician assistant by the New York State Education Department or possesses a permit from the New York State Education Department.  

	l. Psychiatrist is an individual who is currently licensed to practice medicine in New York State, who (i) is a diplomate of the American Board of Psychiatry and Neurology or is eligible to be certified by that Board, or (ii) is certified by the American Osteopathic Board of Neurology and Psychiatry or is eligible to be certified by that Board.  
	l. Psychiatrist is an individual who is currently licensed to practice medicine in New York State, who (i) is a diplomate of the American Board of Psychiatry and Neurology or is eligible to be certified by that Board, or (ii) is certified by the American Osteopathic Board of Neurology and Psychiatry or is eligible to be certified by that Board.  

	m. Registered professional nurse is an individual who is currently licensed as a registered professional nurse by the New York State Education Department or possesses a permit from the New York State Education Department.  
	m. Registered professional nurse is an individual who is currently licensed as a registered professional nurse by the New York State Education Department or possesses a permit from the New York State Education Department.  

	n. Social worker is an individual who is either currently licensed as a licensed master social worker or as a licensed clinical social worker (LCSW) by the New York State Education Department, or possesses a permit from the New York State Education Department to practice and use the title of either licensed master social worker or licensed clinical social worker. 
	n. Social worker is an individual who is either currently licensed as a licensed master social worker or as a licensed clinical social worker (LCSW) by the New York State Education Department, or possesses a permit from the New York State Education Department to practice and use the title of either licensed master social worker or licensed clinical social worker. 




	c. Licensed practical nurse is an individual who is currently licensed as a licensed practical nurse by the New York State Education Department or possesses a licensed practical nurse permit from the New York State Education Department.  
	c. Licensed practical nurse is an individual who is currently licensed as a licensed practical nurse by the New York State Education Department or possesses a licensed practical nurse permit from the New York State Education Department.  

	d. Licensed psychoanalyst is an individual who is currently licensed as a psychoanalyst by the New York State Education Department or possesses a permit from the New York State Education Department.  
	d. Licensed psychoanalyst is an individual who is currently licensed as a psychoanalyst by the New York State Education Department or possesses a permit from the New York State Education Department.  

	e. Licensed psychologist is an individual who is currently licensed as a psychologist by the New York State Education Department or possesses a permit from the New York State Education Department and who possesses a doctoral degree in psychology, or an individual who has obtained at least a master's degree in psychology who works in a federal, state, county or municipally operated clinic. Such master’s degree level psychologists may use the title “psychologist,” may be considered professional staff, but may
	e. Licensed psychologist is an individual who is currently licensed as a psychologist by the New York State Education Department or possesses a permit from the New York State Education Department and who possesses a doctoral degree in psychology, or an individual who has obtained at least a master's degree in psychology who works in a federal, state, county or municipally operated clinic. Such master’s degree level psychologists may use the title “psychologist,” may be considered professional staff, but may








	 
	Figure
	Figure
	 
	II. Unlicensed Staff: 
	II. Unlicensed Staff: 
	II. Unlicensed Staff: 

	a. Unlicensed staff must be at least 18 years of age and have a high school diploma or equivalent, and 1-3 years of relevant experience working with individuals with SUD disorders and/or SMI or a BA degree.   
	a. Unlicensed staff must be at least 18 years of age and have a high school diploma or equivalent, and 1-3 years of relevant experience working with individuals with SUD disorders and/or SMI or a BA degree.   

	b. A Certified Peer Specialist/Certified Recovery Peer Advocate, or equivalently qualified by education in the human services field or a combination of work experience and education, with one year of education substituting for one year of experience. A LMHP or QHP shall be available at all times to provide supervision, back up, support and/or consultation.  
	b. A Certified Peer Specialist/Certified Recovery Peer Advocate, or equivalently qualified by education in the human services field or a combination of work experience and education, with one year of education substituting for one year of experience. A LMHP or QHP shall be available at all times to provide supervision, back up, support and/or consultation.  

	c. Case manager/care coordinator staff that meet the qualifications and experience identified under unlicensed staff.  
	c. Case manager/care coordinator staff that meet the qualifications and experience identified under unlicensed staff.  


	Direct service staff should be appropriately licensed or credentialed, trained and experienced practitioners with appropriate skills for engaging family members; providing education about substance use disorder/mental illness and its treatment; possessing information on community resources; guidance on how to manage or cope with substance use disorder relapse, maladaptive behaviors; emotional support and counseling; crisis planning/intervention; and problem solving skills training.  
	 
	III. Certified Peer:  
	III. Certified Peer:  
	III. Certified Peer:  
	III. Certified Peer:  
	a. OMH-certified Peer Specialist 
	a. OMH-certified Peer Specialist 
	a. OMH-certified Peer Specialist 

	b. OASAS-certified Recovery Peer Advocate 
	b. OASAS-certified Recovery Peer Advocate 

	o 46 hours of training specific to the Peer Recovery (PR) domains: 
	o 46 hours of training specific to the Peer Recovery (PR) domains: 
	o 46 hours of training specific to the Peer Recovery (PR) domains: 
	▪ Advocacy – 10 hours 
	▪ Advocacy – 10 hours 
	▪ Advocacy – 10 hours 

	▪ Mentoring & Education – 10 hours 
	▪ Mentoring & Education – 10 hours 

	▪ Recovery & Wellness – 10 hours 
	▪ Recovery & Wellness – 10 hours 

	▪ Ethical Responsibility – 16 hours 
	▪ Ethical Responsibility – 16 hours 




	o Hold a high school diploma or jurisdictionally certified high school equivalency 
	o Hold a high school diploma or jurisdictionally certified high school equivalency 

	o 500 hours of volunteer or paid work experience specific to the PR domains 
	o 500 hours of volunteer or paid work experience specific to the PR domains 

	o 25 hours of supervision specific to the PR domains. Supervision must be provided by a qualified supervisor 
	o 25 hours of supervision specific to the PR domains. Supervision must be provided by a qualified supervisor 

	o Pass the NYCB/IC&RC Peer Recovery Exam 
	o Pass the NYCB/IC&RC Peer Recovery Exam 





	OMH and OASAS certification programs are separate. Though OMH uses the Academy of Peer Support for training that is NOT the certification program. OMH peers must be certified by The New York Peer Specialist Certification Board (
	OMH and OASAS certification programs are separate. Though OMH uses the Academy of Peer Support for training that is NOT the certification program. OMH peers must be certified by The New York Peer Specialist Certification Board (
	http://nypeerspecialist.org/
	http://nypeerspecialist.org/

	  ) The OMH certification has minimal training on SUD issues. Likewise, the OASAS process has minimal training on mental health issues. For this reason, 

	best practice would be for a peer specialist to have the certification that aligns with the type of program that are working in. If the program is an SUD program, then they should have the OASAS certification. If it is a mental health program, then they should have the OMH certification. For those working with the dually diagnosed population, it is recommended that they have both certifications to be fully prepared to serve the populations of that program. 
	 
	OASAS Requirements: 
	Certified Recovery Peer Advocate  
	The Alcoholism and Substance Abuse Providers of New York State (ASAP) New York Certification Board Requirements:  
	 
	Additional New York Certification Association (NYCA) Requirements: 
	• Lived Experience-Lived experience as a peer and/or an individual in recovery is critical to the role of a Certified Recovery Peer Advocate.  
	• Lived Experience-Lived experience as a peer and/or an individual in recovery is critical to the role of a Certified Recovery Peer Advocate.  
	• Lived Experience-Lived experience as a peer and/or an individual in recovery is critical to the role of a Certified Recovery Peer Advocate.  

	• All training must have been completed within the last 5-years.  
	• All training must have been completed within the last 5-years.  

	• Related Work Experience 
	• Related Work Experience 
	• Related Work Experience 
	o 500 hours of related experience for the following applicants: Individual’s holding a bachelor’s degree or credentialed as a CASAC, CASAC-T, CASAC-G, Prevention Professional, Prevention Specialist, or Recovery Coach Academy graduates. 
	o 500 hours of related experience for the following applicants: Individual’s holding a bachelor’s degree or credentialed as a CASAC, CASAC-T, CASAC-G, Prevention Professional, Prevention Specialist, or Recovery Coach Academy graduates. 
	o 500 hours of related experience for the following applicants: Individual’s holding a bachelor’s degree or credentialed as a CASAC, CASAC-T, CASAC-G, Prevention Professional, Prevention Specialist, or Recovery Coach Academy graduates. 

	o 1,000 hours of related experience for all other applicants. 
	o 1,000 hours of related experience for all other applicants. 

	o All experience must have been gained within the last 5-years.  
	o All experience must have been gained within the last 5-years.  

	o On-the-Job Supervision-25 hour’s total, A minimum of 4 hours of supervision per performance domain must be documented. Remaining hours may be allocated across any performance domain. All supervision must have been received within the last 5-years. 
	o On-the-Job Supervision-25 hour’s total, A minimum of 4 hours of supervision per performance domain must be documented. Remaining hours may be allocated across any performance domain. All supervision must have been received within the last 5-years. 




	• Recommendations: 
	• Recommendations: 
	• Recommendations: 
	o 1 professional letter of recommendation for certification. 
	o 1 professional letter of recommendation for certification. 
	o 1 professional letter of recommendation for certification. 

	o 1 character reference letter of recommendation for certification. 
	o 1 character reference letter of recommendation for certification. 




	• Certified Recovery Peer Advocate Certification Exam (required) 
	• Certified Recovery Peer Advocate Certification Exam (required) 

	• Criminal Background: Must have a clean criminal history for a minimum of 3-years prior to application for certification, including release from all sanctions.  
	• Criminal Background: Must have a clean criminal history for a minimum of 3-years prior to application for certification, including release from all sanctions.  

	• Must read and sign an attestation agreeing to comply with the NYCA Code of Ethical & Professional Conduct. 
	• Must read and sign an attestation agreeing to comply with the NYCA Code of Ethical & Professional Conduct. 


	 
	IV. State Credentialed Staff:  
	IV. State Credentialed Staff:  
	IV. State Credentialed Staff:  
	IV. State Credentialed Staff:  
	a. CASAC: Staff person who holds a credential by the Office of Alcohol and Substance Abuse as a Credentialed Alcohol and Substance Abuse Counselor. 
	a. CASAC: Staff person who holds a credential by the Office of Alcohol and Substance Abuse as a Credentialed Alcohol and Substance Abuse Counselor. 
	a. CASAC: Staff person who holds a credential by the Office of Alcohol and Substance Abuse as a Credentialed Alcohol and Substance Abuse Counselor. 

	b. CASAC-T:  Staff person who holds a credential by the Office of Alcohol and Substance Abuse as a Credentialed Alcohol and Substance Abuse Counselor-in-training. 
	b. CASAC-T:  Staff person who holds a credential by the Office of Alcohol and Substance Abuse as a Credentialed Alcohol and Substance Abuse Counselor-in-training. 





	 
	V. Other Credentialed Staff: 
	V. Other Credentialed Staff: 
	V. Other Credentialed Staff: 


	Certified Psychiatric Rehabilitation Practitioner
	Certified Psychiatric Rehabilitation Practitioner
	Certified Psychiatric Rehabilitation Practitioner

	 (CPRP): Staff person who holds a credential from the Psychiatric Rehabilitation Association as a practitioner working within the adult mental health system. 

	 
	VI. Licensed Occupational Therapist & Occupational Therapy Assistant 
	VI. Licensed Occupational Therapist & Occupational Therapy Assistant 
	VI. Licensed Occupational Therapist & Occupational Therapy Assistant 
	VI. Licensed Occupational Therapist & Occupational Therapy Assistant 
	a. Occupational Therapist is an individual who is currently licensed as an occupational therapist by the New York State Education Department. 
	a. Occupational Therapist is an individual who is currently licensed as an occupational therapist by the New York State Education Department. 
	a. Occupational Therapist is an individual who is currently licensed as an occupational therapist by the New York State Education Department. 

	b. An Occupational Therapy Assistant is an individual who is currently licensed by the New York State Education Department. 
	b. An Occupational Therapy Assistant is an individual who is currently licensed by the New York State Education Department. 





	 
	B. CCBHC Evidence Based Practices 
	 
	Required EBPs: 
	1. Integrated Treatment for Co-Occurring Disorders  
	1. Integrated Treatment for Co-Occurring Disorders  
	1. Integrated Treatment for Co-Occurring Disorders  


	Integrated Treatment is an evidence-based practice in which the same clinician or team of clinicians, working in one setting, provide appropriate mental health and substance use interventions in a coordinated fashion. Treatment planning considers stages of change/treatment and client choice in developing an individualized treatment plan. Services include screening, assessment, assertive outreach, health promotion, pharmacological treatment, counseling, group treatment, family psycho-education, and self-help
	 
	2. Screening, Brief Intervention, and Referral to Treatment (SBIRT)  
	2. Screening, Brief Intervention, and Referral to Treatment (SBIRT)  
	2. Screening, Brief Intervention, and Referral to Treatment (SBIRT)  


	SBIRT is an evidence-based practice used to identify individuals who use alcohol and other drugs at risky levels with the goal of reducing and preventing related negative health consequences, disease, accidents, and injuries. Using valid and reliable instruments that are easy to score, Screening provides specific information about an individual’s substance use. Brief Intervention is a time limited, client-centered discussion that aims to change an individual’s behavior by increasing insight and awareness of
	 
	3. Cognitive Behavioral Therapy  
	3. Cognitive Behavioral Therapy  
	3. Cognitive Behavioral Therapy  


	Cognitive Behavioral Therapy (CBT) focuses on connections between thoughts, feelings and beliefs and teaches techniques to reduce behavioral symptoms including: depression, anxiety, and urges and cravings to use substances. Evidence supports the effectiveness of cognitive behavioral therapies across the broad range of behavioral health disorders that CCBHCs are expected to treat. 
	 
	4. Medication Assisted Treatment (MAT)  
	4. Medication Assisted Treatment (MAT)  
	4. Medication Assisted Treatment (MAT)  


	Medication Assisted Treatment (MAT) uses medication, in combination with counseling and behavioral therapies, to treat people with severe addictions. Medications can reduce the cravings and other symptoms associated with withdrawal from a substance by occupying receptors in the brain associated with using that drug (agonists or partial agonists), block the rewarding sensation that comes with using a substance (antagonists), or induce negative feelings when a substance is taken. MAT has been primarily used f
	 
	5. Motivational Interviewing  
	5. Motivational Interviewing  
	5. Motivational Interviewing  


	Motivational Interviewing is a clinical approach that helps people with mental health and substance use disorders and other chronic conditions such as diabetes, cardiovascular conditions, and asthma make positive behavioral changes to support better health. The approach upholds four principles— expressing empathy, developing discrepancy, rolling with resistance, and supporting 
	self-efficacy. Motivational Interviewing is an effective approach for integrated settings as it can target a broad range of behaviors. 
	 
	6. Individual Placement and Support (IPS) 
	6. Individual Placement and Support (IPS) 
	6. Individual Placement and Support (IPS) 


	IPS is an evidence based practice of supported employment. It consists of intensive employment supports that enable individuals for whom competitive employment at or above the minimum wage is unlikely, absent the provision of supports, and who, because of their clinical and functional needs, require supports to perform in a regular work setting. 
	 
	7. Family Psychoeducation 
	7. Family Psychoeducation 
	7. Family Psychoeducation 


	Family Psychoeducation fosters a partnership between the service recipient, their family, and clinician to support mental health treatment and recovery.  Evidence shows that individuals who participate in Family Psychoeducation experience fewer relapses and hospital readmissions. Moreover, families report greater knowledge of serious mental illnesses and less stress, confusion, and isolation. 
	 
	8. Evidence-based Psychotherapy for PTSD 
	8. Evidence-based Psychotherapy for PTSD 
	8. Evidence-based Psychotherapy for PTSD 


	According to the VHA Handbook, all veterans with PTSD must have access to evidence-based Psychotherapy for PTSD. Therapies include Cognitive Processing Therapy (CPT) or Prolonged Exposure Therapy.   
	 
	9. Evidence-based Psychotherapy for Depression and Anxiety Disorders  
	9. Evidence-based Psychotherapy for Depression and Anxiety Disorders  
	9. Evidence-based Psychotherapy for Depression and Anxiety Disorders  


	According to the VHA Handbook, all veterans with depression or anxiety disorders must have access to evidence-based psychotherapy for depression and anxiety disorders. Therapies include Cognitive Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), or Interpersonal Therapy. 
	 
	10. Evidence-based Somatic Therapies (evidence-based pharmacotherapy) 
	10. Evidence-based Somatic Therapies (evidence-based pharmacotherapy) 
	10. Evidence-based Somatic Therapies (evidence-based pharmacotherapy) 


	According to the VHA Handbook, all veterans with depression or anxiety disorders must have access to evidence-based psychotherapy for depression and anxiety disorders. Therapies include Cognitive Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), or Interpersonal Therapy. 
	 
	Additional Recommended EBPs Include:  
	1. Crisis Intervention Team (CIT) Model 
	1. Crisis Intervention Team (CIT) Model 
	1. Crisis Intervention Team (CIT) Model 

	2. Dialectical Behavior Therapy (DBT) 
	2. Dialectical Behavior Therapy (DBT) 

	3. First episode early intervention for psychosis (OnTrackNY) 
	3. First episode early intervention for psychosis (OnTrackNY) 

	4. Multi-Systemic Therapy 
	4. Multi-Systemic Therapy 

	5. Assertive Community Treatment (ACT)  
	5. Assertive Community Treatment (ACT)  

	6. Therapeutic foster care 
	6. Therapeutic foster care 

	7. Motivational Enhancement Therapy 
	7. Motivational Enhancement Therapy 

	8. Treatment for Post-Traumatic Stress Disorder (PTSD) 
	8. Treatment for Post-Traumatic Stress Disorder (PTSD) 

	9. Functional Family Therapy 
	9. Functional Family Therapy 

	10. Multi-Systemic Therapy 
	10. Multi-Systemic Therapy 

	11. Twelve Step Facilitation Therapy 
	11. Twelve Step Facilitation Therapy 

	12. Matrix Model 
	12. Matrix Model 

	13. Supported Employment 
	13. Supported Employment 

	14. Supported Housing 
	14. Supported Housing 

	15. Illness Management and Recovery 
	15. Illness Management and Recovery 

	16. Cognitive Management 
	16. Cognitive Management 

	17. Behavioral Couples Therapy 
	17. Behavioral Couples Therapy 

	18. Cognitive Therapy for Suicide Prevention 
	18. Cognitive Therapy for Suicide Prevention 

	19. Seven Challenges 
	19. Seven Challenges 

	20. Multi-Dimensional Family Therapy 
	20. Multi-Dimensional Family Therapy 


	21. Wellness Management and Recovery (WMR) 
	21. Wellness Management and Recovery (WMR) 
	21. Wellness Management and Recovery (WMR) 

	22. Community Wrap around Services for Children and Youth; and specialty clinical interventions to treat mental health and substance use disorders experienced by youth (including youth in foster care placement). 
	22. Community Wrap around Services for Children and Youth; and specialty clinical interventions to treat mental health and substance use disorders experienced by youth (including youth in foster care placement). 
	22. Community Wrap around Services for Children and Youth; and specialty clinical interventions to treat mental health and substance use disorders experienced by youth (including youth in foster care placement). 
	E. American Society of Addiction Medicine (ASAM) and NYS LOCADTR Crosswalk and Justification 
	E. American Society of Addiction Medicine (ASAM) and NYS LOCADTR Crosswalk and Justification 
	E. American Society of Addiction Medicine (ASAM) and NYS LOCADTR Crosswalk and Justification 





	 
	 
	 
	C.  Guidance on State Sanctioned Crisis Behavioral Health Programs 
	Definition  
	A Certified Community Behavioral Health Clinic (CCBHC) State Sanctioned Crisis Behavioral Health Program is defined as a Crisis Behavioral Health provider given official designation by New York State.  All programs entering into a Designated Collaborating Organization (DCO) agreement with a CCBHC to provide all or part of the CCBHC Crisis Behavioral Health Service components must seek designation as a CCBHC State Sanctioned Crisis Behavioral Health Program.  
	Designation Process 
	To qualify for CCBHC State Sanctioned Designation, a Crisis Behavioral Health program must be established by State law, regulation, or otherwise authorized by a state agency. Potential examples include: programs that are a part of a Local Government Unit Crisis Plan, Comprehensive Psychiatric Emergency Program (CPEP), and approved Delivery System Reform Incentive Payment (DSRIP) crisis services. 
	Potential DCOs will apply for CCBHC State Sanctioned Designation through the submission of the respective CCBHC’s plan to provide CCBHC Crisis Behavioral Health Services.  The CCBHC Crisis Behavioral Health Services Plan will be part of the CCBHC certification process and designed by the CCBHC and the DCOs they are contracting with to demonstrate that they have the organizational capacity and culture to provide one or more of the required CCBHC Crisis Behavioral Health Service components.  CCBHC Crisis Beha
	DCO Agreements with Designated State Sanctioned Crisis Behavioral Health Programs 
	CCBHCs have the option to contract with multiple designated State Sanctioned Crisis Behavioral Health programs –also known as a State Sanctioned Crisis Behavioral Health Network- to ensure an appropriate level and continuum of care. State Sanctioned Crisis Behavioral Health Networks may be appropriate to ensure appropriate coverage across a CCBHCs catchment area or for providing population-specific crisis services such as: adults, children, mental health, substance use, etc.   
	In the event that the Designated State Sanctioned Crisis Behavioral Health Programs do not provide all service components, the contracting CCBHC must build capacity to meet the remaining components to provide 24 hour, 365 day per year coverage, delivered within three hours.  Please note that NYS requires all CCBHC’s to directly provide Ancillary Withdrawal Management services.  The CCBHC may utilize DCO agreements for all other levels of care related to Withdrawal Management/Detoxification services in their
	If CCBHC crisis behavioral health service provision is divided among multiple entities (Designated State Sanctioned Crisis Behavioral Health program and/or CCBHC) the roles and responsibilities for meeting all CCBHC crisis behavioral health service criteria must be thoroughly outlined in the CCBHC Crisis Behavioral Health Services Plan and DCO contract(s).  Moreover, if multiple CCBHCs are utilizing the same Designated State Sanctioned Crisis Behavioral Health Program for service provision, it is the respon
	 
	D.  Recommended Screening Tools 
	Children 
	Children 
	Children 
	Children 
	Children 

	Adults 
	Adults 



	Patient Health Questionnaire (PHQ-9): modified
	Patient Health Questionnaire (PHQ-9): modified
	Patient Health Questionnaire (PHQ-9): modified
	Patient Health Questionnaire (PHQ-9): modified
	Patient Health Questionnaire (PHQ-9): modified
	Patient Health Questionnaire (PHQ-9): modified

	 is a common, validated screening tool to identify depression, that was modified for adolescents 

	AUDIT
	AUDIT
	AUDIT

	 is a validated screening tool used to identify unsafe alcohol consumption. It is available in a modified three item questionnaire: 
	AUDIT-C
	AUDIT-C

	. 

	CAGE AID
	CAGE AID
	CAGE AID

	 is a screening tool validated to screen for drug and alcohol use. 

	The Columbia-Suicide Severity Rating Scale (C-SSRS)
	The Columbia-Suicide Severity Rating Scale (C-SSRS)
	The Columbia-Suicide Severity Rating Scale (C-SSRS)

	 is a screening tool used for suicide assessment. It is available in 114 different languages.   

	Child and Adolescent Needs and Strengths (CANS)
	Child and Adolescent Needs and Strengths (CANS)
	Child and Adolescent Needs and Strengths (CANS)

	 is a comprehensive multisystem assessment used for children and adolescents.   

	Beck Anxiety Inventory is a self-report tool used to evaluate anxiety symptoms.   
	Beck Depression Inventory is a self-report tool used to evaluate depression symptoms.   
	The CRAFFT is an alcohol and drugs screening tool recommended for youth ages of 14-21. 
	Screening to Brief Intervention (S2BI) is an alcohol and drugs screening tool recommended for youth ages of 12-17. 
	NIAAA Alcohol Screening and Brief Intervention for Youth is an intervention recommended for youth ages of 9-18. 
	Adverse Childhood Experiences (ACE) screens for a history of trauma.   
	 

	Patient Health Questionnaire (PHQ-9)
	Patient Health Questionnaire (PHQ-9)
	Patient Health Questionnaire (PHQ-9)
	Patient Health Questionnaire (PHQ-9)

	 is a common, validated screening tool to identify depression. It is available in Spanish, as well as in a modified two item questionnaire: PHQ-2.   

	Generalized Anxiety Disorder 7- Item (GAD-7)
	Generalized Anxiety Disorder 7- Item (GAD-7)
	Generalized Anxiety Disorder 7- Item (GAD-7)

	 is a common, validated screening tool used in the assessment for anxiety.   

	AUDIT
	AUDIT
	AUDIT

	 is a validated screening tool used to identify unsafe alcohol consumption. It is available in a modified three item questionnaire: 
	AUDIT-C
	AUDIT-C

	. 

	Patient Stress Questionnaire
	Patient Stress Questionnaire
	Patient Stress Questionnaire

	 is a tool adapted from the PHQ-9, GAD-7, PC-PTSD, and AUDIT and used to screen for behavioral health symptoms.  

	CAGE AID
	CAGE AID
	CAGE AID

	 is a screening tool validated to screen for drug and alcohol use. 

	DAST-10
	DAST-10
	DAST-10

	 is a self-report tool used to evaluate drug use.  

	The Columbia-Suicide Severity Rating Scale (C-SSRS)
	The Columbia-Suicide Severity Rating Scale (C-SSRS)
	The Columbia-Suicide Severity Rating Scale (C-SSRS)

	 is a screening tool used for suicide assessment. It is available in 114 different languages.   

	Primary Care PTSD Screen (PC-PTSD)
	Primary Care PTSD Screen (PC-PTSD)
	Primary Care PTSD Screen (PC-PTSD)

	 is screening tool currently used by the VA to identify PTSD in veterans.   

	PTSD Checklist (PCL-C) 
	PTSD Checklist (PCL-C) 
	PTSD Checklist (PCL-C) 

	is checklist used to screen for PTSD in civilians (non-military). 

	Disability Assessment Schedule (WHODAS)
	Disability Assessment Schedule (WHODAS)
	Disability Assessment Schedule (WHODAS)

	 is an assessment instrument for functioning, disability, and health. It is available in 60 different languages.  

	NYS Community Mental Health (CMH) Assessment 
	Beck Anxiety Inventory is a self-report tool used to evaluate anxiety symptoms.   
	Beck Depression Inventory is a self-report tool used to evaluate depression symptoms.   
	  Adverse Childhood Experiences (ACE) screens for a history of trauma.   




	 
	 
	The criteria for Ambulatory and Medical Detoxification set forth by SAMHSA (criteria 4.c.1) refers to the revised American Society of Addiction Medicine (ASAM) criteria and levels of Withdrawal Management for Adults, however, since the ASAM criteria did not align with New York State specific levels of care, the LOCADTR 3.0 was developed and must be utilized in New York State when making LOC determinations for Substance Use Disorder services.   
	 
	Below is a brief description of the LOCADTR, which includes a crosswalk with ASAM levels of Withdrawal Management.  Although there is not complete alignment with the recommended ASAM levels of care, NYS feels that the Withdrawal Management services that are currently available and accessible meet the requirements of CCBHCs and respond to the needs of individuals in our state.  
	 
	What is the LOCADTR 3.0? 
	LOCADTR is a clinical tool, used in conjunction with a full assessment of an individual presenting for Substance Use Disorder treatment. The purpose of the LOCADTR is to determine the most appropriate recommended level of care based on the clinician’s answers to the individual’s risks and resources. No tool can replace clinical judgment and there is an option within the tool to override the recommended level of care based on clinical judgment. 
	 
	Why was the LOCADTR 3.0 developed? 
	The Office of Alcoholism and Substance Abuse Services (OASAS) recognizes the value in using a common assessment tool across all regions and entities so that all decision making is based on the best clinical evidence for level of care available. The goal should always be to provide care at the right time, in the right setting, and for the right duration and intensity. To address these goals, a process was undertaken to ensure that such tool is available to all NYS substance abuse treatment providers and refe
	OASAS convened a Clinical Advisory Panel in 2012. The purpose of this panel was to provide recommendations for implementing a standard level of care tool. The Panel acknowledged that accessing the most clinically appropriate level of care in substance use disorder (SUD) services was essential in providing safe and effective SUD treatment. The Panel also recognized that it was crucial to identify one tool that utilized a client-centered approach to assessing level of care need to ensure the use of consistent
	1) New York specific levels of care; and,  
	2) The New York State recovery vision that was based on both risk of harm from substance use and individual resources that support recovery goals in the community  
	 
	As a result, a workgroup was formed to create a tool that met the following goals:  
	• User-friendly: The ability to be completed in minutes using a modern, intuitive web-based platform; 
	• User-friendly: The ability to be completed in minutes using a modern, intuitive web-based platform; 
	• User-friendly: The ability to be completed in minutes using a modern, intuitive web-based platform; 

	• Patient-centered: Based on an individualized clinical assessment 
	• Patient-centered: Based on an individualized clinical assessment 

	• Recovery-oriented: Inclusion of recovery concepts and encourage the use of community and family supports 
	• Recovery-oriented: Inclusion of recovery concepts and encourage the use of community and family supports 

	• Least restrictive: Logic supports the principle of treating as close to the individual’s community as is clinically appropriate 
	• Least restrictive: Logic supports the principle of treating as close to the individual’s community as is clinically appropriate 

	• Relevance: Include Levels of Care known and understood in New York 
	• Relevance: Include Levels of Care known and understood in New York 

	• Reliability: Predictably and accurately recommends the best level of care 
	• Reliability: Predictably and accurately recommends the best level of care 

	• Credibility: Managed care plans and SUD treatment providers accept the tool and agree that there is evidence to support the tool 
	• Credibility: Managed care plans and SUD treatment providers accept the tool and agree that there is evidence to support the tool 

	• Clinical Support: Provides information to clinicians to support the level of care decisions which are understood by payers and auditors.  
	• Clinical Support: Provides information to clinicians to support the level of care decisions which are understood by payers and auditors.  


	 
	Who can use the LOCADTR?  
	The LOCADTR requires the clinical staff person to complete an assessment of an individual’s presenting issues, history, medical, mental health, risk and resource information, and to make clinically informed decisions in order to answer the questions. Staff who are working in an SUD setting with appropriate supervision within the scope of their practice can use the LOCADTR to make level of care recommendations. Medical staff is required to complete the crisis decision tree where there is a potential 
	for serious or life threatening withdrawal to occur. The recommendation for clinical detoxification should always be made by medical staff working within their scope of practice. Where the history includes frequent use of a substance, in large amounts over a significant period of time including the past several days that is likely to cause serious withdrawal (e.g. alcohol, benzodiazepines, barbiturates), the patient should be evaluated by a program medical staff person, or be referred to a medical staff per
	ASAM Crosswalk with OASAS Levels of Care  
	The standard instrument used in NYS is LOCADTR 3.0 which defines appropriate placement of clients into approved NYS LOCs. These LOCs are consistent with ASAM LOCs. However, there are New York State specific level of care attributes. Entities insuring patients in NYS will need to comply with NYS specific LOCs. This table provides a listing of OASAS certified programs; the applicable authorizing New York State program regulation; and where appropriate, a cross walk to an ASAM level of care. 
	 
	 
	 
	 
	 
	 
	OASAS Program Type  

	 
	 
	New York State Regulation  

	 
	 
	ASAM  


	 
	 
	 
	Outpatient  


	Outpatient Clinic  
	Outpatient Clinic  
	Outpatient Clinic  

	Title 14 NYCRR Part 822  
	Title 14 NYCRR Part 822  

	Level I (also Level 1-WM, contingent on program designation to provide ancillary withdrawal services) 
	Level I (also Level 1-WM, contingent on program designation to provide ancillary withdrawal services) 


	Outpatient Day Rehabilitation  
	Outpatient Day Rehabilitation  
	Outpatient Day Rehabilitation  

	Title 14 NYCRR Part 822  
	Title 14 NYCRR Part 822  

	Level 2.5  
	Level 2.5  


	Intensive Outpatient  
	Intensive Outpatient  
	Intensive Outpatient  

	Title 14 NYCRR Part 822  
	Title 14 NYCRR Part 822  

	Level 2.I  
	Level 2.I  


	Opioid Treatment Programs  
	Opioid Treatment Programs  
	Opioid Treatment Programs  

	Title 14 NYCRR Part 822  
	Title 14 NYCRR Part 822  

	Level I  
	Level I  


	Medically Supervised Outpatient Withdrawal  
	Medically Supervised Outpatient Withdrawal  
	Medically Supervised Outpatient Withdrawal  

	Title 14 NYCRR Part 822  
	Title 14 NYCRR Part 822  

	Level 2-WM  
	Level 2-WM  


	Clinical Services in a Residential Setting  
	Clinical Services in a Residential Setting  
	Clinical Services in a Residential Setting  


	Stabilization Services in a Residential Setting  
	Stabilization Services in a Residential Setting  
	Stabilization Services in a Residential Setting  

	Title 14 NYCRR Part 820  
	Title 14 NYCRR Part 820  

	Level 3.5  
	Level 3.5  


	Rehabilitation Services in a Residential Setting  
	Rehabilitation Services in a Residential Setting  
	Rehabilitation Services in a Residential Setting  

	Title 14 NYCRR Part 820  
	Title 14 NYCRR Part 820  

	Level 3.3  
	Level 3.3  


	Reintegration in a Residential Setting.  
	Reintegration in a Residential Setting.  
	Reintegration in a Residential Setting.  

	Title 14 NYCRR Part 820  
	Title 14 NYCRR Part 820  

	Level 3.1  
	Level 3.1  


	Inpatient  
	Inpatient  
	Inpatient  


	Medically Managed Inpatient Detoxification  
	Medically Managed Inpatient Detoxification  
	Medically Managed Inpatient Detoxification  

	Title 14 NYCRR Part 816  
	Title 14 NYCRR Part 816  

	Level 4-WM  
	Level 4-WM  


	Medically Supervised Inpatient Detoxification  
	Medically Supervised Inpatient Detoxification  
	Medically Supervised Inpatient Detoxification  

	Title 14 NYCRR Part 816  
	Title 14 NYCRR Part 816  

	Level 3.7-WM  
	Level 3.7-WM  


	Inpatient Treatment and Residential Rehabilitation for Youth  
	Inpatient Treatment and Residential Rehabilitation for Youth  
	Inpatient Treatment and Residential Rehabilitation for Youth  

	Title 14 NYCRR Part 818  
	Title 14 NYCRR Part 818  

	Level 3.7 
	Level 3.7 




	 
	II. CCBHC Claims Processing Clarification 
	 
	The following contains clarification/guidance regarding appropriate claims processing for the thirteen (13) providers that are providing CCBHC Demonstration services under rate code 1147. This information was previously shared by e-mail to the MCO/CCBHC Workgroup on August 11th 2017. Please review your procedures to ensure the following points are being properly addressed within your processes. Medicaid Managed Care Organizations (MCOs) should be aware of the following: 
	 
	• Providers must bill the eMedNY system for all Medicaid claims for services covered by the CCBHC demonstration using rate code 1147. 
	• Providers must bill the eMedNY system for all Medicaid claims for services covered by the CCBHC demonstration using rate code 1147. 
	• Providers must bill the eMedNY system for all Medicaid claims for services covered by the CCBHC demonstration using rate code 1147. 


	 
	• All claims for services delivered Child Health Plus (CHP) plans are not impacted by the CCBHC Demonstration.  Services provided to individuals enrolled in CHP must be paid in accordance with the “routine” processes used prior to July 1, 2017.  Several providers have advised that MCOs have rejected their claims, and advised “to bill the service to Medicaid”, which is not possible as the individuals enrolled in CHP are not covered by Medicaid.  Only Medicaid (MMC, HARP, FIDA and PACE are impacted by the “ca
	• All claims for services delivered Child Health Plus (CHP) plans are not impacted by the CCBHC Demonstration.  Services provided to individuals enrolled in CHP must be paid in accordance with the “routine” processes used prior to July 1, 2017.  Several providers have advised that MCOs have rejected their claims, and advised “to bill the service to Medicaid”, which is not possible as the individuals enrolled in CHP are not covered by Medicaid.  Only Medicaid (MMC, HARP, FIDA and PACE are impacted by the “ca
	• All claims for services delivered Child Health Plus (CHP) plans are not impacted by the CCBHC Demonstration.  Services provided to individuals enrolled in CHP must be paid in accordance with the “routine” processes used prior to July 1, 2017.  Several providers have advised that MCOs have rejected their claims, and advised “to bill the service to Medicaid”, which is not possible as the individuals enrolled in CHP are not covered by Medicaid.  Only Medicaid (MMC, HARP, FIDA and PACE are impacted by the “ca


	 
	• MCOs should not disallow claims solely based on the provider/location previously identified as part of the CCBHC Demonstration.  Some providers may still bill the MCO for non-CCBHC Demonstration services from these locations, which the MCO would be responsible to adjudicate for payment. 
	• MCOs should not disallow claims solely based on the provider/location previously identified as part of the CCBHC Demonstration.  Some providers may still bill the MCO for non-CCBHC Demonstration services from these locations, which the MCO would be responsible to adjudicate for payment. 
	• MCOs should not disallow claims solely based on the provider/location previously identified as part of the CCBHC Demonstration.  Some providers may still bill the MCO for non-CCBHC Demonstration services from these locations, which the MCO would be responsible to adjudicate for payment. 


	 
	• MCOs should not disallow claims solely based on the CPT/HCPCS Codes contained in the CCBHC CPT Crosswalk, as these codes may be used for billing non-CCBHC services, which the MCO would be responsible to adjudicate for payment. 
	• MCOs should not disallow claims solely based on the CPT/HCPCS Codes contained in the CCBHC CPT Crosswalk, as these codes may be used for billing non-CCBHC services, which the MCO would be responsible to adjudicate for payment. 
	• MCOs should not disallow claims solely based on the CPT/HCPCS Codes contained in the CCBHC CPT Crosswalk, as these codes may be used for billing non-CCBHC services, which the MCO would be responsible to adjudicate for payment. 


	 
	• The administration of Methadone and buprenorphine in OTPS is not included in the CCBHC demonstration, and is not “carved-out” of Medicaid Managed Care, even if provided by an organization that is a CCBHC.  Any claims received by the MCO using H0020; H0033 and Rate Codes 1564 or 1567 are not carved out, and the MCO remains responsible for adjudication of the claim for payment.  
	• The administration of Methadone and buprenorphine in OTPS is not included in the CCBHC demonstration, and is not “carved-out” of Medicaid Managed Care, even if provided by an organization that is a CCBHC.  Any claims received by the MCO using H0020; H0033 and Rate Codes 1564 or 1567 are not carved out, and the MCO remains responsible for adjudication of the claim for payment.  
	• The administration of Methadone and buprenorphine in OTPS is not included in the CCBHC demonstration, and is not “carved-out” of Medicaid Managed Care, even if provided by an organization that is a CCBHC.  Any claims received by the MCO using H0020; H0033 and Rate Codes 1564 or 1567 are not carved out, and the MCO remains responsible for adjudication of the claim for payment.  


	Figure
	III. Allowable Co-Enrollment of CCBHC Services and SPA / HCBS Grids 
	Figure
	  
	IV.  Medicaid Procedure Codes for CCBHC Demonstration Services 
	 
	Figure
	  
	Figure
	  
	V. CCBHC / MCO Care Coordination Workflow 
	 
	• The managed care organization (MCO) receives notification from the inpatient facility of an admission. 
	• The managed care organization (MCO) receives notification from the inpatient facility of an admission. 
	• The managed care organization (MCO) receives notification from the inpatient facility of an admission. 
	• The managed care organization (MCO) receives notification from the inpatient facility of an admission. 
	o Emergent admission  24 hours 
	o Emergent admission  24 hours 
	o Emergent admission  24 hours 

	o Elective admission 48  hours 
	o Elective admission 48  hours 

	o SUD detox  48 hours 
	o SUD detox  48 hours 
	o SUD detox  48 hours 
	▪ Note plan time frames may vary slightly  
	▪ Note plan time frames may vary slightly  
	▪ Note plan time frames may vary slightly  








	 
	• Inpatient provider creates s a treatment plan for inpatient stay 
	• Inpatient provider creates s a treatment plan for inpatient stay 
	• Inpatient provider creates s a treatment plan for inpatient stay 
	• Inpatient provider creates s a treatment plan for inpatient stay 
	o Current issue leading to admission 
	o Current issue leading to admission 
	o Current issue leading to admission 

	o Other issues to address while in the program 
	o Other issues to address while in the program 

	o Begin a discharge plan which is focused on current needs and prior treatment/social support  experiences 
	o Begin a discharge plan which is focused on current needs and prior treatment/social support  experiences 

	o Provide LOCADTR for SUD admission 
	o Provide LOCADTR for SUD admission 





	 
	• Concurrent review continues throughout the stay 
	• Concurrent review continues throughout the stay 
	• Concurrent review continues throughout the stay 
	• Concurrent review continues throughout the stay 
	o Time between reviews is based on clinical need and expectation 
	o Time between reviews is based on clinical need and expectation 
	o Time between reviews is based on clinical need and expectation 

	o Refining discharge plan a core part of each review 
	o Refining discharge plan a core part of each review 

	o Relevant clinical information is shared ie. history of diagnoses (medical and BH), history of treatment, outpatient provider(s), treatment in CCBHC, Health Home eligibility/enrollment status/contact info 
	o Relevant clinical information is shared ie. history of diagnoses (medical and BH), history of treatment, outpatient provider(s), treatment in CCBHC, Health Home eligibility/enrollment status/contact info 





	 
	• On day of discharge facility is expected to notify MCO of discharge 
	• On day of discharge facility is expected to notify MCO of discharge 
	• On day of discharge facility is expected to notify MCO of discharge 
	• On day of discharge facility is expected to notify MCO of discharge 
	o Including but not limited to updated demographics, detailed information on the follow appointment(s) (BH and PH), dc meds 
	o Including but not limited to updated demographics, detailed information on the follow appointment(s) (BH and PH), dc meds 
	o Including but not limited to updated demographics, detailed information on the follow appointment(s) (BH and PH), dc meds 





	 
	• MCO Case management is a part of all initial post hospital follow up 
	• MCO Case management is a part of all initial post hospital follow up 
	• MCO Case management is a part of all initial post hospital follow up 
	• MCO Case management is a part of all initial post hospital follow up 
	o Focuses on engaging in ongoing outpatient care 
	o Focuses on engaging in ongoing outpatient care 
	o Focuses on engaging in ongoing outpatient care 

	o Addresses gaps in care both general medical and behavioral  
	o Addresses gaps in care both general medical and behavioral  

	o Coordinates with community based care management if applicable (HH) 
	o Coordinates with community based care management if applicable (HH) 

	o Care management areas of focus 
	o Care management areas of focus 
	o Care management areas of focus 
	▪ Ensuring member engages with behavioral health provider 
	▪ Ensuring member engages with behavioral health provider 
	▪ Ensuring member engages with behavioral health provider 

	▪ Works to connect member with PCP for general medical follow up (At least 50-60% of these members have unmet needs) – this may also involve engaging an MCO general medical case manager 
	▪ Works to connect member with PCP for general medical follow up (At least 50-60% of these members have unmet needs) – this may also involve engaging an MCO general medical case manager 

	▪ Promotes connectivity to community and social service agencies 
	▪ Promotes connectivity to community and social service agencies 








	 
	• Post discharge outreach 
	• Post discharge outreach 
	• Post discharge outreach 
	• Post discharge outreach 
	o Member of the MCO case management team outreaches member in order to 
	o Member of the MCO case management team outreaches member in order to 
	o Member of the MCO case management team outreaches member in order to 
	o Member of the MCO case management team outreaches member in order to 
	▪ Ensure member know about their first follow up appointment and can get there 
	▪ Ensure member know about their first follow up appointment and can get there 
	▪ Ensure member know about their first follow up appointment and can get there 

	▪ Work to ensure providers are updated as to status of member  
	▪ Work to ensure providers are updated as to status of member  








	 
	• Post discharge MCO case management 
	• Post discharge MCO case management 
	• Post discharge MCO case management 
	• Post discharge MCO case management 
	o Length of involvement will depend on ongoing need, risk stratification of member and level of their engagement with community providers 
	o Length of involvement will depend on ongoing need, risk stratification of member and level of their engagement with community providers 
	o Length of involvement will depend on ongoing need, risk stratification of member and level of their engagement with community providers 

	o There is no specific time frame but MCOs should have criteria for continuation or discontinuation of case management 
	o There is no specific time frame but MCOs should have criteria for continuation or discontinuation of case management 





	 
	• CCBHC specific items 
	• CCBHC specific items 
	• CCBHC specific items 
	• CCBHC specific items 
	o The above to management of all inpatient admissions 
	o The above to management of all inpatient admissions 
	o The above to management of all inpatient admissions 

	o Key goal for members seen in CCBHC is that they re-connect with CCBHCMCOs and CCBHCs along with OMH support need to maintain as up to date as possible rosters of members being treated in CCBHC 
	o Key goal for members seen in CCBHC is that they re-connect with CCBHCMCOs and CCBHCs along with OMH support need to maintain as up to date as possible rosters of members being treated in CCBHC 





	 
	• CCBHC member admitted 
	• CCBHC member admitted 
	• CCBHC member admitted 
	• CCBHC member admitted 
	o Processes above are the same 
	o Processes above are the same 
	o Processes above are the same 

	o MCO will notify IP facility of member’s connection to CCBHC 
	o MCO will notify IP facility of member’s connection to CCBHC 

	o Coordination of plan and ensuring care gaps are a part of the plan is a function of the MCO 
	o Coordination of plan and ensuring care gaps are a part of the plan is a function of the MCO 

	o Working alongside the CCBHC MCO and CCBHC will decide how case management will be done (CCBHC will provide or MCO) 
	o Working alongside the CCBHC MCO and CCBHC will decide how case management will be done (CCBHC will provide or MCO) 

	o MCO CM will remain engaged until there is evidence of member’s reconnection to CCBHC 
	o MCO CM will remain engaged until there is evidence of member’s reconnection to CCBHC 

	o MCO may choose to have processes in place within or outside CCBHC to ensure a clinical visit occurs within 7 days  and 30 days of discharge 
	o MCO may choose to have processes in place within or outside CCBHC to ensure a clinical visit occurs within 7 days  and 30 days of discharge 

	o If Health Home Care manager is involved, MCO will include HHCM in all coordination activities 
	o If Health Home Care manager is involved, MCO will include HHCM in all coordination activities 





	MCO will work with IP facility and CCBHC to connect the 2 groups to jointly develop a discharge plan 
	  
	VI. CCBHC OASAS / OMH Joint Consent to Release Information Form 
	Figure
	 
	  
	VII. CCBHC Fee for Service Complaints Workflow 
	 
	• A member writes a letter or calls a managed care plan’s member services hotline to advise they would like to initiate a complaint. The complaint is initiated and pertinent member information is gathered. 
	• A member writes a letter or calls a managed care plan’s member services hotline to advise they would like to initiate a complaint. The complaint is initiated and pertinent member information is gathered. 
	• A member writes a letter or calls a managed care plan’s member services hotline to advise they would like to initiate a complaint. The complaint is initiated and pertinent member information is gathered. 


	 
	• The plan assesses if the complaint is ‘access to care,’ ‘quality of care,’ or ‘administrative’ in nature.  
	• The plan assesses if the complaint is ‘access to care,’ ‘quality of care,’ or ‘administrative’ in nature.  
	• The plan assesses if the complaint is ‘access to care,’ ‘quality of care,’ or ‘administrative’ in nature.  


	 
	• If the member’s complaint is related to ‘access to care’ then the plan should offer information on referrals to alternative in-network providers to access the requested services.  
	• If the member’s complaint is related to ‘access to care’ then the plan should offer information on referrals to alternative in-network providers to access the requested services.  
	• If the member’s complaint is related to ‘access to care’ then the plan should offer information on referrals to alternative in-network providers to access the requested services.  


	 
	• If the member’s complaint relates to a service covered by the plan then the complaint should be transferred to the plan’s internal quality or complaints divisions to be further investigated.  
	• If the member’s complaint relates to a service covered by the plan then the complaint should be transferred to the plan’s internal quality or complaints divisions to be further investigated.  
	• If the member’s complaint relates to a service covered by the plan then the complaint should be transferred to the plan’s internal quality or complaints divisions to be further investigated.  


	 
	• If the member’s complaint relates to a non-covered service (which the CCBHC services currently are under the 1147 rate code) then the misdirected FFS complaint should be re-directed to the DOH Consumer Helpline (1-800-541-2831). The plan will then document the complaint was re-directed to DOH and that no further action is required on behalf of the plan. 
	• If the member’s complaint relates to a non-covered service (which the CCBHC services currently are under the 1147 rate code) then the misdirected FFS complaint should be re-directed to the DOH Consumer Helpline (1-800-541-2831). The plan will then document the complaint was re-directed to DOH and that no further action is required on behalf of the plan. 
	• If the member’s complaint relates to a non-covered service (which the CCBHC services currently are under the 1147 rate code) then the misdirected FFS complaint should be re-directed to the DOH Consumer Helpline (1-800-541-2831). The plan will then document the complaint was re-directed to DOH and that no further action is required on behalf of the plan. 


	 
	• Once DOH receives the complaint, either via a warm call transfer from the plan or the client calling the Helpline directly, the Helpline associate should follow standard procedures to initiate the complaint.  
	• Once DOH receives the complaint, either via a warm call transfer from the plan or the client calling the Helpline directly, the Helpline associate should follow standard procedures to initiate the complaint.  
	• Once DOH receives the complaint, either via a warm call transfer from the plan or the client calling the Helpline directly, the Helpline associate should follow standard procedures to initiate the complaint.  


	 
	• The Helpline associate should assess if the complaint is primarily regarding a substance abuse service or a mental health service then warm transfer the call to the respective governing agency (OASAS at 518-473-3460 or OMH at 1-800-597-8481). Since the CCBHC clinics are IOS licensed if the Helpline associate is not able to determine the nature of the complaint then the call should be transferred to OMH to further investigate. The Helpline associate will then document the complaint was re-directed to OASAS
	• The Helpline associate should assess if the complaint is primarily regarding a substance abuse service or a mental health service then warm transfer the call to the respective governing agency (OASAS at 518-473-3460 or OMH at 1-800-597-8481). Since the CCBHC clinics are IOS licensed if the Helpline associate is not able to determine the nature of the complaint then the call should be transferred to OMH to further investigate. The Helpline associate will then document the complaint was re-directed to OASAS
	• The Helpline associate should assess if the complaint is primarily regarding a substance abuse service or a mental health service then warm transfer the call to the respective governing agency (OASAS at 518-473-3460 or OMH at 1-800-597-8481). Since the CCBHC clinics are IOS licensed if the Helpline associate is not able to determine the nature of the complaint then the call should be transferred to OMH to further investigate. The Helpline associate will then document the complaint was re-directed to OASAS


	 
	• Once the OASAS or OMH customer service unit receives the complaint, either via a warm call transfer from DOH or the client calling the customer service unit directly, the customer service associate should follow standard procedures to initiate and process the complaint.  
	• Once the OASAS or OMH customer service unit receives the complaint, either via a warm call transfer from DOH or the client calling the customer service unit directly, the customer service associate should follow standard procedures to initiate and process the complaint.  
	• Once the OASAS or OMH customer service unit receives the complaint, either via a warm call transfer from DOH or the client calling the customer service unit directly, the customer service associate should follow standard procedures to initiate and process the complaint.  


	 
	• If the complaint is relevant to the CCBHC, either due to the client identifying the service as a CCBHC service or because the service was provided at a CCBHC demonstration site, the OASAS or OMH customer service representative should inform the CCBHC 
	• If the complaint is relevant to the CCBHC, either due to the client identifying the service as a CCBHC service or because the service was provided at a CCBHC demonstration site, the OASAS or OMH customer service representative should inform the CCBHC 
	• If the complaint is relevant to the CCBHC, either due to the client identifying the service as a CCBHC service or because the service was provided at a CCBHC demonstration site, the OASAS or OMH customer service representative should inform the CCBHC 


	OMH staff (led by Don Zalucki) as the complaint information may need to be included into the CCBHC demonstration data reporting. 
	OMH staff (led by Don Zalucki) as the complaint information may need to be included into the CCBHC demonstration data reporting. 
	OMH staff (led by Don Zalucki) as the complaint information may need to be included into the CCBHC demonstration data reporting. 


	 
	• If the client advises they were directed to call OASAS or OMH by their managed care plan then the OASAS or OMH customer service associate should also communicate the resolution of the complaint to the client’s managed care plan in order to complete the chain of communication. 
	• If the client advises they were directed to call OASAS or OMH by their managed care plan then the OASAS or OMH customer service associate should also communicate the resolution of the complaint to the client’s managed care plan in order to complete the chain of communication. 
	• If the client advises they were directed to call OASAS or OMH by their managed care plan then the OASAS or OMH customer service associate should also communicate the resolution of the complaint to the client’s managed care plan in order to complete the chain of communication. 


	  
	  
	VIII. Specifications for DOH Fee-for-Service Claims Data Report 
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	IX. CCBHC Site Locations 
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	X. MCO FAQ Document 
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