NORTH SOUND
MENTAL HEALTH ADMINISTRATION

QUALITY MANAGEMENT OVERSIGHT COMMITTEE
COMMITTEE MEETING PACKET

November 28, 2007

QMOC GUIDING PRINCIPLES
The QMOC charge is to guide the quality assurance and quality improvement activities of mental health
services within the NSMHA region.

In assessing the necessary data and making appropriate

recommendations, the QMOC members agree to the following:
♦ Help create an atmosphere that is SAFE.
♦ Maintain an atmosphere that is OPEN.
♦ Demonstrate RESPECT and speak with RESPECT toward each other at all times.
♦ Practice CANDOR and PATIENCE.
♦ Accept a minimum level of TRUST so we can build on that as we progress.
♦ Be SENSITIVE to each other’s role and perspectives.
♦ Promote the TEAM approach toward quality assurance.
♦ Maintain an OPEN DECISION-MAKING PROCESS.
♦ Actively PARTICIPATE at meetings.
♦ Be ACCOUNTABLE for your words and actions.
♦ Keep all stakeholders INFORMED.
Adopted:
Revised:

10-27-99
01-17-01

NORTH SOUND MENTAL HEALTH ADMINISTRATION
QUALITY MANAGEMENT OVERSIGHT COMMITTEE AGENDA
Date: November 28, 2007
Time: 12:30-2:30 PM
Location: NSMHA Conference Room
For Information Contact Meeting Facilitator Cindy Ainsley or Greg Long, NSMHA, 360-416-7013
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North Sound Mental Health Administration

Quality Management Oversight Committee
NSMHA Conference Room
October 24th, 2007
12:30 – 2:30
DRAFT MINUTES

Present:
Gary Williams, Whatcom County
Cindy Ainsley, NSMHA
Rebecca Clark, Skagit County
Chuck Davis, North Sound Ombuds
Jonathan VanderSchuur, Sea Mar
Nathalie Gauteron, Bridgeways
Karen Kipling, VOA
Deborah Moskowitz, QRT
Dan Bilson, NSMHA Advisory Board
Anne Deacon, Snohomish County
Susan Ramaglia, NAMI Skagit
Janet Lutz-Smith

Excused:
Mary Good, NSMHA Advisory Board
Rochelle Clogston, Compass Health

Not Present:
Chuck Albertson, NSMHA Advisory Board
June LaMarr, the Tulalip Tribes
Joan Lubbe, NSMHA Advisory Board
Others Present:
Shannon Solar, NSMHA
Charissa Fuller, NSMHA

1. Introductions, Review of Agenda, Previous Meeting Minutes
The meeting was convened at 12:30 and introductions were made. Chair Williams asked if there were any
additions
Contingency Plans, Orientation Manuals for new providers, and Revent RFQ Meetings.
Chair Williams noted that previous NSMHA Quality Manager Wendy Klamp had created an information
binder for new members of QMOC which was very informative. Cindy asked all who had one of these
binders was to bring them to the next meeting for updated pages to be inserted. New binders will be
provided to new providers.
Greg noted that the RSN has been holding meetings to address the issue of flow of clients which has not
followed the plan for the RFQ system change. Consumers are calling for existing providers as they are not
aware of new providers. In Snohomish County, Compass Health has agreed to freeze new referrals and
direct them to Sunrise Services, which will hopefully also alleviate caseloads.
The minutes from the previous meeting were reviewed. A motion was made to approve them as written,
motion seconded, carried, all in favor.
2. Announcements
Chair Williams noted that NSMHA put out an informative flyer on the system change and noted Greg
suggested holding community information sessions on what has changed, introducing LOCUS &
CALOCUS tools and the new providers in the system. Greg noted we need to decide what the best forum
to do this would be, suggesting local Advisory Boards and NAMI. Chair Williams noted each county may
need to decide how this will be done; noting he feels that the NAMI education night would be a good
venue for Whatcom.

Cindy noted NSMHA will have public meetings on reviewing the QM Work Plan beginning Oct. 31st.
Gary noted this is an important process and would like to have the opportunity for persons to call in by
phone. Cindy noted that meetings may have to be flipped in order to accommodate this. Flyer on meetings
was distributed. Greg noted it would be excellent to have QMOC members at these meetings.
Jonathan noted Marco Sanchez from Sea Mar had a question on whether Sea Mar’s slow referrals were
related to the referral changes in Snohomish County. The last six months has shown a drop off of
numbers. Greg noted NSMHA will examine data.
3. Comments from the Chair
Chair Williams noted he received a call on issues with geriatric hospital access and some other issues such
as DCR’s refusing to go to nursing homes, and noted it may be beneficial to hold a coordination meeting
with NSMHA.
4. Policy Subcommittee Report
Cindy noted policy 1009 (Critical Incident reporting & review) went to QMC and clarifications were made
to the policy which that committee had requested. Cindy noted that with the next policies, the changes will
be highlighted for clarity. A motion was made to amend the policy with the insertion of “data entry” after
‘completion’ on page 2, paragraph 4, #1. Motion seconded, carried, all in favor. A motion was made for
the QMOC committee to approve policy 1009, motion seconded, carried, all in favor.
5. ICRS Policies
Greg noted Policy 1717 (Urgent Contacts & Follow-up services) has had wording changes to language
regarding next day appointments. Motion was made to approve policy 1717, motion seconded. Discussion:
Susan asked if reference in the policy to Emergency Services was correct and current. Greg assented.
Motion carried, all in favor.
Dan Bilson noted at a local meeting in Whatcom County, an individual stated that they have not been able
to get service for their son for three years. They stated that they called VOA and a CDMHP was not sent.
Gary noted that he or NSMHA should be contacted about this.
Greg noted Policy 1719 (Utilization of Crisis Respite for Hospital Discharge Planning) is a new policy,
created to address the issue of over census at WSH and clarify the use of crisis respite beds for a shortterm discharge plan. A motion was made to approve Policy 1719. Motion seconded. Discussion: Anne
asked if we really have the resources, Greg noted NSMHA believes we do. Chair Williams expressed
concern with giving a 30-day window, suggested shortening the window to 14 days. Nathalie noted it is
rare to get a housing plan even in 30 days due to the numerous issues involved. A motion was made to
amend the policy to state 14 days instead of 30. Motion seconded. Discussion: Greg suggested checking
with ICRS on this issue. Motion carried, all in favor.
6. Medication Management P&P’s
Greg noted the issue of whether we are providing enough medication management continues to rear its
head. Increased prescription services were built into the fee-for-service model but have not taken effect
yet. This is a quality issue in our system. Chair Williams noted QMOC will follow up on looking for
improvement in this process.
Jonathan noted Sea Mar has had difficulty recruiting a presciptionist. Greg noted that although there is a
shortage in psychiatrists available to hire, Lake Whatcom Center has been able to hire a psychiatrist for its
half-PACT program in Whatcom County.

7. Ombuds Report
Chuck Davis went through his Ombuds PowerPoint presentation with the group, noting there are
complaint data and definitions included in the meeting packet. Greg asked about one of the common areas
of customer service complaints were consumers requesting more intensive services. Chuck agreed but
noted the complaint topics can be somewhat subjective. Chuck noted the increasingly complex
complaints have led to increased provider level grievances. Chuck commended the region for holding
eating disorder trainings.
Chuck read a letter from Compass Health to Tom Sebastian, thanking Compass’s high needs program for
the work they did helping an incredibly high needs consumer get her life back.
Gary noted that on Monday November 5th at 1:00 there will be a meeting at the Health Education Center
on Housing issues.
8. ICRS Training Module
Charissa noted that Susan graciously added some wording to the ICRS training module on the role of the
family/advocate of the consumer as the natural support. Susan noted Charissa and ICRS were extremely
responsive. Chuck noted this module outlines the ICRS process very well. Charissa noted Becky OlsonHernandez did a lot of good work on the module. The committee applauded the work done on the
module. A motion was made to approve the module, motion seconded, carried, all in favor.
9. Wraparound Policy
Greg noted that NSMHA brought in national trainers to hold ten days of Wraparound training. Greg
noted the Wraparound Policy has not made it through all of NSMHA’s committees and will come back to
QMOC for approval likely in November so providers can fully implement the program. Greg noted the
policy is longer and more detailed than most policies because Wraparound is an evidence based practice.
Greg noted that QMOC should be kept up to date on how fidelity standards are being met in the
wraparound programs. Cindy noted that the Wraparound policy will go out now as a draft for providers.
10. Charter Review
Gary noted that the recommendations to the charter made by QMOC at the last meeting were approved
by the NSMHA Board of Directors. Shannon will update the binders with the new QMOC charter.
11. Open Forum for Discussion
Greg noted that NSMHA would leave time for open discussion for providers and other individuals to
voice concerns at meetings, and feels this would be good to have in QMOC as well.
12. Contingency Plans
Chair Williams noted one of the issues brought up at the Board retreat is whether there is a contingency
plan to ensure that consumers continue to get service should one agency fail to fulfill contract
requirements. Chair Williams asked what the committee feels should be included in this planning. Dan
noted that NSMHA needs to have an emergency contractor in place for each agency contract. Group
discussion followed. Chuck Davis noted we need to keep a close eye on how agencies are doing to prevent
agency collapse as much as possible. Anne and Jonathan agreed that these kinds of disasters can likely be
prevented. Greg noted that some kind of threatened strike is likely. Greg commented that more
manmade/natural disaster planning is needed.
13. Date and Agenda for Next Meeting/Review of Meeting
The meeting was adjourned at 2:30 p.m. Next meeting will be held on Wednesday November 28th.
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North Sound Mental Health Administration
Section 3000 – Fiscal: Flex Funds

Authorizing Source:
Cancels:
See Also:
Responsible Staff: Quality Manager

Approved by:
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Date:
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POLICY #3046.00
SUBJECT: FLEX FUNDS
PURPOSE
To establish guidelines for the eligibility criteria for flexible funding and their use.
POLICY
NSMHA designates a defined amount of money each year to contracted provider agencies to
be used in a flexible manner to allow for the purchase of goods or services directly related to
the mental health needs of current NSMHA consumers and persons receiving crisis response
services when no other resources are available.
Flexible funding is to be used to purchase goods or short-term services (up to 3 months)
when no other consumer or community resources are available to meet specific mental
health needs:
1) To divert hospitalization or out of home placement
2) To create or maintain a least restrictive, safe living environment
3) For immediate medication, housing or food needs on a one-time basis with a plan
for future funding
4) Other clinically appropriate uses for which Medicaid does not provide funding, but
which would greatly impact the individual’s quality of life and mental health stability.
Flex Fund uses must be consistent with the consumer’s treatment plan.
Flex Fund usage will be reported to NSMHA by providers on a monthly basis for
reimbursement using the “North Sound Mental Health Administration Monthly Cost
Reimbursement Form”.
NSMHA may designate a portion of the Flex Funds to be used toward an identified program
or target population (such as PACT, Wraparound, Crisis Services, etc.).
PROCEDURE
NSMHA will determine the amount of funding each contracted provider will receive based
on available funding during each contracting period.
Each provider will designate a fund manager(s) who reviews and approves all requests based
on the above criteria. The provider will notify NSMHA of the name and contact
information for the fund manager(s).
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Providers will develop their own internal policies for the process of requesting and
approving funding as expeditiously as the consumer’s mental health condition requires. A
copy of each provider’s policy will be forwarded to NSMHA prior to the reimbursement of
any Flex Funds. This policy will include the method of application and approval and
consumer eligibility. Flex fund requests and/or usage must be documented in the consumer
record.
Providers will submit requests for flex funds on NSMHA Flex Fund Reimbursement
Request Form. Flex Fund manager will maintain a log of Flex Fund uses and will submit it
with receipts from each use to NSMHA for the reimbursement of Flex Funds on a monthly
basis.
ATTACHMENTS
None

NSMHA Policy #3046.00
FLEX FUNDS
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North Sound Mental Health Administration
Monthly Cost Reimbursement Form

ATTACHMENT 3046.01

Agency Name
Contract #
Period Covered

Category
total
$
1.00
$
2.00
$
3.00
$
4.00
$
5.00
$
6.00

Flex Funds Reimbursement
Basic Needs (Housing, Food)
Medication/Therapy
Housing/Utilities
Transportation
Social/Recreational
Other
Flex Fund total

$

21.00

$

1.00

Total Monthly Billings $

22.00

Interpreter Costs Reimbursement

VENDOR'S CERTIFICATE. I hereby certify under penalty of perjury that
the items and totals listed herein are proper charges for materials,
merchandise or services furnished to the North Sound Mental Health
Administration, and that all goods furnished and/or services rendered
have been provided without discrimination because of age, sex, marital
status, race, creed, color, national origin, handicap, religion, or Vietnam
era or disabled veterans status.
Name
Date
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North Sound Mental Health Administration

Section 1500 – CLINICAL: Co-Occurring Disorder Screening and Assessment
Authorizing Source: RCW 70.96C
Cancels:
See Also:
Responsible Staff: Sandy Whitcutt

Approved by: Executive Director
Signature:

Date:

POLICY#1559.00
SUBJECT: CO-OCCURRING DISORDER SCREENING AND ASSESSMENT
PURPOSE
To accurately and routinely screen for chemical dependency disorders throughout the North Sound
Region
POLICY
Providers will assure that all consumers age 13 and above at admission are asked to complete the Statewide approved screening and assessment tool (GAIN-SS).
PROCEDURE
1. The Provider must attempt to screen all individuals aged 13 and above through the use of the
Mental Health Division (MHD)-provided Global Appraisal of Individual Needs – Short Screener
(GAIN-SS) during:
a. All new intakes/re-admits/at the next 180 review for enrolled children who turn 13
b. The provision of each crisis service including Involuntary Treatment Act (ITA) investigations
and Evaluation and Treatment Facilities (E&T), except when
i. The service results in a referral for an intake assessment
ii. The service results in an involuntary detention under RCW 71.05, 71.34, or RCW 70.96
B.
iii. The contact is by telephone only.
iv. The clinician conducting the crisis intervention or ITA investigation has information
that the individual has completed a GAIN-SS screening within the previous 12 months.
2. The GAIN-SS screening must be completed as self-report by the individual and signed by the
individual on the MHD-GAIN-SS form located at http://www1.dshs.wa.gov. If the individual
declines to complete the GAIN-SS screening, or if the clinician determines the individual is unable
to complete the screening for any reason, this must be documented on the MHD-GAIN-SS form.
3. The results of the GAIN-SS screening, including refusals and unable to completes, must be
reported to MHD through the Consumer Information System (CIS).
4. The contractor must complete a co-occurring mental health and chemical dependency disorder
assessment, consistent with training provided by the MHD and outlined in the Substance Abuse
and Mental Health Services Administration (SAMHSA) Treatment Protocol 42, to determine a
quadrant placement for the individual when the individual scores a 2 or higher on either of the
first two scales (ID Screen & ED Screen) and a 2 or higher on the third (SD Screen).
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The quadrant placement is required no later than the next outpatient treatment planning session
within 30 days of the initial outpatient assessment following the screening. The quadrant placement
is not required during crisis interventions or ITA investigations.
5. The quadrant placement must be reported to the MHD through the CIS system.
The quadrant placements are defined as:
i.
ii.
iii.
iv.

Less severe mental health disorder/less severe substance disorder
More severe mental health disorder/less severe substance disorder
Less severe mental health disorder/more severe substance disorder
More severe mental health disorder/more severe substance disorder

ATTACHMENTS
None

NSMHA Policy #1559.00
CO-OCCURRING DISORDER SCREENING AND ASSESSMENT
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North Sound Mental Health Administration
Section 1500 – Clinical: Disaster Preparedness

Authorizing Source:
Cancels:
See Also:
Responsible Staff: Quality Manager

Approved by: Executive Director
Signature:

Date:

POLICY #1549.00
SUBJECT: DISASTER PREPAREDNESS
PURPOSE
To ensure that the North Sound Mental Health Administration complies with all state and federal
requirements regarding disaster preparedness
POLICY
NSMHA must participate in all disaster preparedness activities and respond to emergency/disaster events
(e.g., natural disasters, acts of terrorism) when requested by MHD. NSMHA will comply with this policy
through its subcontracts with providers.
PROCEDURE
NSMHA shall:
1. Attend MHD-sponsored training regarding the role of the public mental health system in
disaster preparedness and response.
2. Participate in local emergency/disaster planning activities when county Emergency Operation
Centers and local public health jurisdictions request collaboration.
3. Provide Disaster Outreach, required in the State Mental Health Contract, in NSMHA’s service
area in the event of a disaster/emergency.
a. Disaster Outreach means contacting persons in their place of residence or in nontraditional settings for the purpose of assessing their mental health and social functioning
following a disaster or increasing the utilization of human services and resources.
b. There are two basic approaches to outreach: mobile ( going person to person) and
community settings (e.g., temporary shelters, disaster assistance sites, disaster information
forums) The outreach process must include the following:
i. -locating persons in need of disaster relief services
ii. -assessing their needs
iii. -engaging or linking persons to an appropriate level of support or disaster relief
services providing follow-up mental health services when clinically indicated.
4. Disaster Outreach can be performed by trained volunteers, peers and /or persons hired under
a federal Crisis Counseling Grant. These persons should be trained in disaster crisis outreach
which is different than traditional mental health crisis intervention.
5. Conduct post-disaster outreach to determine the need for disaster related crisis counseling and
assess the availability of local resources in meeting those needs.
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6. Provide the name and contact information to MHD for person(s) coordinating the NSMHA
disaster/emergency preparedness and response plan upon request.
7. Provide information and preliminary disaster response plans to MHD within 7 days following a
disaster/emergency or upon request.
8. Partner in disaster preparedness and response activities with MHD and other DSHS entities,
the State Emergency Management Division, FEMA, the American Red Cross and other
volunteer organizations.
a. This must include participation when requested in local and regional disaster planning and
preparedness activities and coordination of disaster outreach activities following an event.
Disaster outreach crisis services for enrolled NSMHA consumers will be coordinated
between NSMHA, NSMHA Emergency Services, and outpatient providers.
ATTACHMENTS
None

NSMHA Policy 1549.00
DISASTER PREPAREDNESS
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North Sound Mental Health Administration

Section 1500 – CLINICAL: Intensive Outpatient Program for Adults (IOP)
Authorizing Source: Per contract
Cancels:
See Also:
Responsible Staff: Quality Manager

Approved by: Executive Director
Signature:

Date:

POLICY #1567.00
SUBJECT: Intensive Outpatient Program for Adults (IOP)
PURPOSE
To define the IOP Program, including Service Components and Standards for Admission and Discharge
from the Program
The Intensive Outpatient Program is unique to standard individualized treatment in that it aims to
serve the consumer primarily in the community or home. Frequency of consumer contact is emphasized
to enhance stability, and the long-term aim is to provide maximum community integration for the
consumer.
POLICY
The Intensive Outpatient Program is a home and community-based mental health treatment program
which provides a multi-disciplinary treatment team approach for those individuals who have been assessed
to be in greatest need of this service. Team members work together to provide intensive, coordinated and
integrated treatment as described in an individual’s treatment plan. Services provided are designed to
rehabilitate individuals who are experiencing severe mental illness symptoms in the community. A primary
goal of Intensive Outpatient Services is to avoid more restrictive levels of service, such as psychiatric
inpatient hospitalization or residential placement, and to facilitate an appropriate reduction of services
when the consumer no longer meets or needs this level of service intensity.
WASHINGTON STATE MENTAL HEALTH DIVISION
HIGH INTENSITY TREATMENT STANDARDS
Basic elements of IOP are consistent with the core requirements of the WA State Mental Health Division’s
modality definitions for Intensive Outpatient Services and must include but are not limited to:
1. Treatment available upon demand, based on the individual’s need. Treatment intensity varies
among individuals and for each individual across time.
2. Access to services is available twenty-four hours per day, seven days a week.
3. The staff to consumer ratio for this service is no more than 1 staff member to 15 consumers.
4. Treatment team is composed of the individual, Mental Health Care providers under the
supervision of a MHP, and other relevant persons as determined by the individual (e.g. family,
guardian, friends, neighbor, etc), and/or other community members including pastors, physician,
probation or parole officers, CD counselors, etc.
Consumer services may be accessed 24 hours a day, seven days a week to meet their individualized
treatment needs by members of their treatment team. Intensive Outpatient Program services are ongoing
services and not Emergency Services. The IOP clinicians are the primary program staff responsible for
the support of consumers living in the community. They work in coordination with both Emergency
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Services and DMHP’s/DCR’s as situations arise with IOP consumers in which the IOP Team needs
additional resources.
PROCEDURES
The Intensive Outpatient Program admission criteria are designed to identify individuals with severe and
persistent mental illness as listed in the diagnostic nomenclature (DSM-IV TR), which seriously impairs
their functioning in community living. Priority is given to consumers whose persistent mental illness, as
defined by the Clinical and Eligibility Standards, would benefit from intensive outpatient mental health
services.
The purpose of IOP admission standards is to ensure that individuals with severe mental illness receive the
necessary intensity and array of services. Providers of these services shall ensure that consumers admitted
to these programs are not inappropriately discharged or inadequately served.
REFERRAL PROCESS FOR THE INTENSIVE OUTPATIENT PROGRAM
For enrolled consumers:
• Referring clinician will complete the Intensive Services Referral Form, a LOCUS/CALOCUS
scoring summary and Level Determination and FAX these documents to NSMHA at
360.416.7017, Attention: NSMHA Intensive Services Screening Committee
For consumers being referred from any other source:
• Referring party calls VOA Access at 888.693.7200 to schedule an Outpatient Eligibility
Assessment/Intake with a provider who has an IOP program. Once the consumer receives an
Outpatient Eligibility Assessment/Intake and the clinician doing the Assessment/Intake believes
the consumer may be eligible for the IOP program, the Assessment clinician will complete the
Intensive Services Referral Form and FAX it to NSMHA at 360.416.7017, (Attn: Intensive
Services Screening Committee).
All consumers referred to the Intensive Outpatient Service Program (IOP) will be screened by the
NSMHA Intensive Services Screening Committee. This committee is comprised of the NSMHA Adult
Care Advocate or their designee and two NSMHA Quality Specialists. The NSMHA Intensive Services
Screening Committee will review the Referral Form and any accompanying documentation, such as
Assessments, Psychiatric Evaluations, treatment plans, crisis plans, 180 Day treatment reviews and/or
progress notes, and make a decision regarding the consumer’s eligibility for approval.
1. Standard approval decisions will be made within five (5) working days; expedited approval
decisions will be made within three (3) working days.
2. Referring clinician requesting an Expedited Approval decision needs to call NSMHA and inform
them of the request for an Expedited decision. The Intensive Services Referral Form and any
accompanying documentation must be FAXED to NSMHA the day of the Expedited request.
ADMISSION CRITERIA
Consumers considered for the Intensive Outpatient Program will meet the following criteria:
1. A current LOCUS/CALOCUS document with a level of 3 or higher
AND

NSMHA Policy #1567.00
INTENSIVE OUTPATIENT PROGRAM FOR ADULTS (IOP)
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2. The individual experiences continuous high service needs due to mental illness as
demonstrated by at least two of the following:
A. Moderate to high use of psychiatric hospitals (e.g. In the past year: two or more admissions of
more than 72 hours’ duration, or thirty or more total days, or a single stay of 21 or more days)
B. Persistent, recurrent, or severe major symptoms
Co-occurring substance use disorder of significant duration (greater than six months)
C. Recent and/or recurrent criminal justice involvement
D. Significant difficulty meeting basic survival needs, currently residing in substandard housing, or
homelessness
E. At imminent risk of becoming homeless (repeated evictions and/or currently on eviction notice)
F. Residing in a supervised community residence and clinically assessed to be able to live in a more
independent living situation if intensive services are provided
G. Requiring more intensive services to preclude residential placement
H. History of: medication non-adherence and/or treatment non-compliance
AND
3. The individual experiences significant functional impairments due to mental illness as
demonstrated by at least one of the following conditions:
A. Significant difficulty in consistently performing the range of practical daily living tasks required for
basic functioning at home and/or in the community
B. Persistent or recurrent difficulty performing age appropriate daily living tasks except with
significant support or assistance from others such as friends, family or relatives
C. Significant difficulty maintaining important and/or supportive relationships with others
D. Significant difficulty maintaining a safe living situation (e.g. excessive hoarding; consistently
unsanitary conditions due to uncollected garbage, food scraps and other waste material)
Though consumers must meet these minimum standards to be eligible for the program, meeting
these standards does not guarantee admission to the program. Approval will be granted based
on an assessment of acuity and availability. Space availability will be managed by the NSMHA
Adult Care Advocate, and providers will be notified of availability via the Intensive Services
Census Distribution List email group. Each contracted provider must identify their point of
contact for this group. Providers will ensure that census information is disseminated to
appropriate staff.
If there are no openings or if eligibility is not met, the consumer will continue to be entitled to ongoing medically necessary
outpatient services and the clinician and/or case manager will continue to work with the consumer in a manner that best meets
their needs and/or refer to another appropriate service program.
Exclusionary Criteria
Consumers who would not be eligible for Intensive Outpatient Services are:
1. Those individuals who require 24 hour supervision for health and safety reasons and
2. Those individuals who would require a more restrictive environment such as a hospital, nursing
home, or supervised residential placement

NSMHA Policy #1567.00
INTENSIVE OUTPATIENT PROGRAM FOR ADULTS (IOP)
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ONGOING APPROVAL
In order for the consumer to continue to receive program services past 180 days, the case manager and/or
clinician must apply for an additional 180-day approval. For approval process, see section above.
SERVICE COMPONENTS OF THE INTENSIVE OUTPATIENT PROGRAM
1. Services must minimally, based on the individual’s service needs, include the following core
components:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.

Assessment
Treatment planning
Comprehensive Community Support
Counseling/psychotherapy
Service coordination
Assessment of need for crisis intervention
Symptom assessment and management
Assessment of need for medication and monitoring
Dual-diagnosis assessment/referral
Supported employment
Social/interpersonal relationship and leisure-time skill training
Group treatment
Medication management

2. IOP Consumers will have access to other mental health treatment modalities as medically
necessary.
3. Location of Services – Consumer contacts shall be made available outside the outpatient clinic or
day support setting. The majority of services are provided in the setting natural to the client
including home, work and residential or other community locations.
INTENSIVE OUTPATIENT PROGRAM SERVICE AND CAPACITY
1. Staff-to-Consumer Ratio – The staff to consumer ratio for this program is no more than 1 staff
member to 15 consumers.
2. Availability of Services – Services shall be available 24 hours a day, seven days a week and be in
the format of a team model. There must be availability for 24 hour a day face-to-face or telephone
contact by a member of the individual’s team as consumer need arises. This availability must
include the ability to reach a specialty member of the consumer’s treatment team. Auxiliary
services, including medication management, will be provided as needed in accordance with the
Clinical Eligibility and Care Standards for Emergent, Urgent and Routine Service response
timelines.
3. Frequency of Consumer Contact
a. The treatment team shall have the capacity to provide increased contacts per week with
consumers who are, for example, experiencing severe symptoms or life transitions. These
contacts may be multiple times a day, seven days per week and depend on consumer need
and a mutually agreed upon plan between consumers and program staff. Staff shares
responsibility for addressing the needs of all consumers requiring frequent contact.
b. The team shall have the capacity to rapidly increase service intensity to a consumer when
his or her status requires it or a consumer requests it.
NSMHA Policy #1567.00
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c. The team shall have the capacity to match the individual’s need for medication monitoring,
to include multiple contacts per day as ordered by the prescriber.
INTENSIVE OUTPATIENT PROGRAM TREATMENT PLANNING
1. Treatment plans shall be developed in collaboration with the consumer and the family or guardian
and shall identify individual issues/problems in collaboration with therapeutic standards, set
specific measurable long and short-term goals for each issue/problem, and establish specific
approaches and interventions necessary for the consumer to meet his or her goals.
2. Team members work together to provide intensive coordinated and integrated treatment as
described in the individual’s treatment plan. The team’s intensity varies among individuals and for
each individual across time. Symptoms and functioning will be continuously addressed by the
team. The treatment plan shall be re-adjusted as there are changes in the consumer’s condition,
and reflect documentation of frequency and location of consumer contact. The written treatment
plan will be reviewed and revised on an ongoing basis as needed and at a minimum every 6
months.
3. The treatment plan process will include a global alert that will be completed and entered in the IS
system, identifying the consumer as an IOP consumer and listing the team contact(s) to improve
coordination of services between the clinicians, Crisis Line, and Emergency Services.
DISCONTINUATION OF INTENSIVE OUTPATIENT SERVICES
Discontinuation of the service modality occurs when the consumer no longer meets or needs this level of
service intensity. The following serve as examples for discontinuation of service but are not limited to:
1. Individual has successfully reached established goals in modality and no longer meets Intensive
Outpatient Services criteria described. A higher level of community integration and baseline
functioning over time would demonstrate this
2. Individual has successfully demonstrated an ability to function in some role areas (i.e., work, social,
self-care) without ongoing assistance from the program, without significant relapse when services
are withdrawn
3. When the consumer requests discharge, and the program staff mutually agree to the termination of
services
4. Individual moves outside the service area, declines or refuse services and requests
discharge/transfer, despite the team’s best efforts to engage the consumer. Consumers requesting
Discharge from this service will be assisted in their request, per procedures described in NSMHA
Policy #1540.00, Criteria for Closing an Episode of Care/Planned Discharge from Treatment
5. Consumer demonstrates that he/she is not expected to benefit from this modality
At discontinuation of IOP services for any consumer, the provider must notify the NSMHA Intensive
Services Screening Committee.
ATTACHMENTS

None
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POLICY #1550.00
SUBJECT: EARLY AND PERIODIC SCREENING, DIAGNOSTIC AND
TREATMENT (EPSDT) SERVICES
PURPOSE
To ensure that NSMHA Providers assess and provide appropriate levels of mental health services to
consumers referred through the EPSDT Program.
DEFINITIONS
EPSDT services are available to all Medicaid consumers under 21 years of age. EPSDT identified
consumers have been referred by a Primary Care Physician (PCP) on the “referral for mental
health/substance abuse assessment” (Healthy Kids).
PCP is defined as the following providers eligible to perform EPSDT screens and to bill Medical
Assistance Administration (MAA) the enhanced rate for consumers receiving foster care placement
services from Department of Social and Health Services (DSHS):
A.
B.
C.
D.

EPSDT clinics;
Physicians;
Advanced registered nurse practitioners (ARNPs);
Physician assistants (PAs) working under the guidance and MAA provider number of a
physician;
E. Nurses specially trained through the Department of Health (DOH) to perform EPSDT
screens; and
F. Registered nurses working under the guidance and MAA provider number of a physician or
ARNP.
Child/Youth Care Advocate (Children’s Care Manager) is defined as designated North Sound
Mental Health Administration (NSMHA) Quality Specialist staff that will oversee, monitor and
ensure that eligible consumers in the region receive the appropriate Child and Adolescent Level of
Care Utilization System (CALOCUS / LOCUS) level of care including implementation and
compliance of the EPSDT services. The Child/Youth Care Advocate will be a Child Mental Health
Specialist (CMHS) or be supervised by a CMHS.
POLICY
NSMHA believes the early screening and detection of mental health issues in consumers and
coordination of care with health care providers are core components of quality mental health
services. Mental Health Services will be provided following the requirements of the EPSDT
Program.
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