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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:  10-27-99
Revised: 01-17-01



NORTH SOUND MENTAL HEALTH ADMINISTRATION
QUALITY MANAGEMENT OVERSIGHT COMMITTEE AGENDA

Date:  November 26, 2008 Time:  12:30-2:30 PM
Location: NSMHA Conference Room
For Information Contact Meeting Facilitator Cindy Ainsley or Greg Long, NSMHA, 360-416-7013
Topic Objective ACTION Discussion Handout Handout Pg | Time
NEEDED Leader available | available
pre-mtg at mtg
Introductions Welcome guests, Chair 5 min
presenters and new
members
Review and Ensure agenda is Approve agenda | Chair Agenda 1 5 min
Approval of complete and
Agenda accurate; determine
if any adjustments to
time estimates are
needed.
Meeting will start and
end on time.
Review and Ensure minutes are Approve minutes | Chair Minutes 2 5 min
Approval of complete and
Minutes of accurate
Previous Meeting
Announcements Inform QMOC of Inform/discuss ALL Policy 1020 3 10
and Updates news, events: QMOC min
Interim Chair; Binder
updates, if any; No
meeting in Dec.;
Policy 1020 as
announcement only;
others?
Evaluation forms Discuss feedback, if discuss CHAIR/CINDY tbd 5 min
from last meeting, |any
if any
Comments from Inform CHAIR: JUNE 5 min
the Chair
Policy Sub Inform/discuss Approve CINDY 1006, 1019, 4 15
Committee Report 1518, 1554 min
ICRS Policy Inform/discuss Approve GREG None at
Committee this time
Report
UR Response Discuss Decide Charissa Handout 10
Times min
CMHS Two child-serving postponed
Assessment providers will not
Discussion on be in attendance at
hold until Jan. the Nov. meeting
Adult discuss approve Cindy/Greg guideline 20
Schizophrenia min
Practice Guideline
2008; thoughts for
2009 forward
Confidentiality discuss Greg (for Tom 2 handouts 5 10
opinion Yost) min




Employment and | discuss Greg 5 min
Recovery
Date and Agenda | Ensure meeting All 5 min
for Next Meeting | date, time and

agenda are

planned.
*Review of Were objectives All 5 min
Meeting accomplished?

How could this
meeting be
improved? Eval
forms

Next meeting: January 28, 2009 12:30-2:30 NO MEETING 12/24/08

Potential Future Agenda Items:
Housing and Public Safety/Re-entry




DRAFT — not yet approved

North Sound Mental Health Administration

Quality Management Oversight Committee
NSMHA Conference Room
October 22, 2008, 12:30 — 2:30 p.m.

MINUTES
Present: Excused:
Jackie Henderson, Island County Coordinator June LaMarr, The Tulalip Tribes
Chuck Davis, North Sound Ombuds Nathalie Gauteron, bridgeways
Jonathan Vander Schuur, Sea Mar Rochelle Clogston, Compass Health
Dan Bilson, NAMI Whatcom County Mary Good, NSMHA Advisory Board
Karen Kipling, VOA
Charles Albertson, NSMHA Advisory Board Not Present:
Sara Bender, bridgeways Andrew Davis, Whatcom County
Kay Burbidge, Lake Whatcom Center Carol Van Buren, Sunrise Community Services
Pam Benjamin, WCPC Darcy Hocker, Whatcom County
Heather Fennell, Compass Health
Arthur Jackson, NSMHA Advisory Board Others Present:
Susan Schoeld, Snohomish County Rebecca Pate, NSMHA
Susan Ramaglia, NAMI Skagit County Greg Long, NSMHA
Kathy McNaughton, Catholic Community Services Cindy Ainsley, NSMHA
Joan Lubbe, Skagit County Cindy Paffumi, Interfaith
James Mead, Chair, NSMHA Advisory Board Barb McFadden, Compass Health
Sarah Addison, Sea Mar Bellingham
Carole Kosturn, Compass Health
Michele Hall, WCPC
1. Introductions, Review of Agenda, Previous Meeting Minutes

The meeting was convened at 12:30 pm and introductions were made. Jackie asked if there were any additions
for the agenda and none were mentioned.

The minutes from the September meeting were reviewed and a motion was made to approve the minutes as
amended, seconded and motion carried.

Announcements and Updates
Cindy announced that External Quality Review Organization (EQRO) staff will be present to view Ombuds
presentation.

Cindy thanked the providers for their participation with the EQRO audit. She added this audit included
encounter validation and clinical case reviews. The exit interview will be this afternoon and she will provide a
report when we receive results from MHD.

Jonathan introduced their new program manager for Sea Mar in Bellingham, Sarah Addison who started last
week.

Cindy requested members utilize the solid door when exiting the room for decreased sound noise for the
NSMHA Quality Specialists and confidentiality concerns.
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Cindy mentioned the document behind Tab 3 was not included in the packet but she wanted to share the story
regarding Fidelity Supported Employment with the group.

Cindy said the next two meetings fall just before the holidays and asked the group if they wanted to cancel or
change schedule. Consensus is that the November meeting will take place as scheduled and the December
meeting is canceled.

Evaluation Forms from Last Meeting
There were no responses from the last meeting. .Evaluation forms are in the back of binders; Cindy and Jackie
encouraged all to fill one out if they have input they wish to submit.

. Comments from the (Interim) Chair — Jackie Henderson
Jackie had no comments.

Policy Sub Committee Report

Policy 1524.00 — Access to Housing Consumer Choice in Housing and 1524.01 — NSMHA Board of
Directors Housing Opportunities Principles

Cindy reviewed the updated policy and asked if there were any recommendations or changes and none were
made. A motion was made to approve, seconded and motion carried.

ICRS Policy Sub Committee Report — Greg
There were none at this time.

. Ombuds Semi-Annual Report
Chuck and Susan presented their semi-annual PowerPoint presentation for Fall 2008.

. CMHAs Serving Sex Offenders

Greg said many times sex offenders have difficulty getting services. He said sexual deviancy treatment is not
provided by the North Sound Mental Health Administration or its providers; however, if depression or other
disorders are diagnosed, mental health services will be provided. It is up to the provider to create a safety plan
describing where and how services are provided to assure other consumer and staff safety. He asked if anyone
had questions or issues that needed problem solving. Greg said for a level 3 sex offender that needs
hospitalization most hospitals will not take them and they wind up sitting in the ER for an extended period of
time. He acknowledged it is a delicate balancing act. The lack of options exists in the outpatient venue of psych
hospitals. Heather said getting people to admit they are sex offenders at intake is often difficult and most times
it is discovered later on during treatment. Greg said if financial and access to care standards eligibility were met
services should be provided. Michele said they provide services if the person qualifies but the safety of others
and staff is a primary concern. Greg said the region cannot control what hospitals do but Kathy said all
providers understand they have an obligation to provide services per contract if the person qualifies. Kathy said
sometimes disclosure issues are present. Dan suggested perhaps setting up a separate entrance for these
individuals. He added establishing some suggestions and then perhaps developing a policy to accommodate
would be one way to proceed. Further discussion followed. Arthur expressed concern that this might become
an under served population that might drop off the radar. Providers stated under contractual obligation if these
individuals meet access to care eligibility they will receive services but they need to take into consideration the
safety of other consumers and staff. Charles said we all need to keep in mind that untreated sex offenders can
be more harmful to the community than a treated sex offender. Greg emphasized sexual deviancy treatment is a
specialized treatment and the region’s providers do provide mental health services but not sexual deviancy
treatment services.

. State’s New Children’s Mental Health Program
Greg said the state has requested this new children’s mental health program info be handed out and he
distributed the handout with information. He said it is expected to be coordination between RSN, individual
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11.

providers and Fee for Service (FFS) providers. He said this program became effective October 1, 2008. Cindy
said private practitioners should be calling the RSN to see if the person is an enrolled consumer but a Release of
Information is required before that can be shared. Greg said this was going to be an evolving process. Greg
pointed out slides 19 and 20 in the packet that describe what providers are to do.

Snohomish Program for Assertive Community Treatment (PACT) Referrals/Intensive Services Grid
Cindy said tab 6 is a grid of intensive services description and eligibility. Cindy said questions can be directed to
Laura Davis at laura_davis@nsmha.org or 360-416-7013.

Heather Fennell distributed some information regarding the PACT program in Snohomish County. An
attachment was the referral and admission process. Heather added they have 100 slots and currently have 46
consumers. Heather distributed the screening referral form utilized for admission. She added over the next
month they are going to work on putting information out about the program so referrals can be made. She
stated that they need to enroll 6 consumers a month to this program and request referrals from other providers.

CMHS Assessment Discussion

Greg said children’s providers have come to NSMHA requesting reduction of requirements for assessments to
be done by Child Mental Health Specialists. He added this was incorporated into the contracts beginning 2004.
At this time this requirement is not in state contract but is a NSMHA expectation/contractual obligation.

Kathy said they met about a month ago with NSMHA and are bringing this before QMOC because they are
requesting an amendment to the contract. She said she thought the change occurred in 2005. She presented
points:

e NSMHA requires assessment by Child Mental Health Specialist (CMHS) — she said this standard goes
beyond the WAC and state’s contract with NSMHA. Kathy said they want the requirement to meet
WAC/state requirements. The WAC/state contract states the assessment should be performed by a
Mental Health Professional (MHP). Point 1- Providers and NSMHA have had an understanding or
agreement for some years that any policy where performance expectations were articulated in policies
that go beyond the WAC or state contract would be discussed with providers and providers would have
an opportunity to discuss the cost burdens that accompany those higher standards. This is a principle
that providers have been operating under for a number of years and this did not occur in this situation,
per Kathy. Point 2- This standard for child mental health assessment creates an inadequacy in our
own system (i.e., why are child providers singled out above gero and other assessments). She stated this
is singling out children’s assessments in a different way than it is complicated gero or older adult
assessments with serious medical problems. She stated they find this creates an inequity to child
providers and a cost burden. Point 3— Child providers feel that the NSMHA rule does not recognize
the degree to which children’s programs within our region have created highly child oriented
environments and cultures for child treatment. Standards for these services already go beyond those for
other populations in that they provide CMHS supervisors on site in all their programs, they provide
psychiatric services by child psychiatrists and some agencies employ or have contracts with child
psychologists also. They are concerned that the emphasis on the CMHS assessor issue seems to assume
that is the only or best way to provide specialty care for children and they disagree. She stated there are
other ways they have created child oriented services. Point 4— CMHS criteria are defined in the WAC
and it takes time and commitment to earn CMHS status. These specialists are not easily hired from the
general job pool. She said in the real world you hire a mental health professional and grow them into
the CMHS because it takes a lot of time and commitment to achieve this specialty person. She stated
most often they are hired as mental health professionals and grown into the CMHS by a child mental
health provider setting such as Catholic Community Services obtaining their supervision. Point 5— The
NSMHA rule unfairly compromises the agency’s ability and prerogative to best manage our internal
resources and utilize their precious resources of CMHS’ as they see fit. They embrace the need for all
children’s programs to have CMHS supervisors who train and mentor clinicians and grown those when



moving towards own CMHS status. We also value CMHS capacity to assign to ongoing cases they serve
and because CMHS capacity is limited the NSMHA rule too often forces them to choose between
CMHS assessor capacity and assigning those people to ongoing caseloads. They request that it be kept
in mind that the assessment is an ongoing activity, especially in complex cases. It does not always occur
during the initial assessment. The initial assessment is the first take on a child’s diagnosis and clinical
picture and the ongoing clinician has the responsibility to refine the child’s diagnosis and treatment plan
as the clinical picture unfolds. Requiring agencies to have their CMHS capacity at the initial intake
assessment forces choices that they do not agree with and do not want to have to make. Their desire is
to have CMHS'’ at their supervisory, front door, and ongoing levels and there are not enough of these
individuals to go around. They believe they are capable of training quality MHPSs to conduct excellent
high quality assessments. Assessors receive training, guidance and clinical support from CMHS
supervisors and child psychiatrists. They do not agree requiring CMHS’ to provide all assessments
necessarily provides value to the quality of the assessments. In reality, a good assessor is a person who
has the ability to quickly join with the family, gain a great deal of focused information in a short period
of time and then analyze and organize the information into a coherent and well constructed document.
These qualities do not necessarily have anything to do with being a CMHS but are critical to being a
good assessor. Good resource utilization practice would allow an agency to make decisions on their
own about how to provide assessments that meet both agency and NSMHA quality standards. NSMHA
has the opportunity to audit their results through utilization reviews, focused reviews and contract
audits. Finally, the NSMHA rule puts a great deal of pressure on the front door. Client choice allows
the client to choose the provider they want to see and assessments must be performed within very
specific timelines. Agencies have to plan for the amount of assessment capacity that they can offer but
when demand for assessment needs on any given week exceeds that plan they experience difficult
resource management challenges. With an additional standard that has to be met that all child
assessments have to be performed by CMHS staff, their ability to meet the higher than normal demand
for assessments coming in the door is compromised. NSMHA has communicated that the expectation
for the provider is they must do everything they can to keep their front door open and respond to
demand within the timeline. To do this they must be able to be more flexible with their resources to
meet the timeline.

e They believe following the WAC and state mandate is an appropriate guideline to meet the clinical needs
of clients.

Jackie asked if the results of the meeting between providers and NSMHA need to be discussed. Where does
QMOC go from here: Greg said QMOC should make a recommendation to the Board of Directors and if a
recommendation cannot be made here then it goes before the Management Council. Greg said NSMHA has
not officially responded to their request yet. Greg said NSMHA's concerns are the person is properly assessed
and assigned to the appropriate staff for future treatment. He added NSMHA wanted to hear what the
providers had to say before responding. He said Quality Specialty (QS) staff were reluctant to change this
requirement. Kathy said other specialists are not required to meet this type of specialty requirement for
assessment because of being short staffed and child provider agencies have the same problem. Kathy stated if
NSMHA was going to stick to this requirement she would respectfully request that NSMHA respond to each of
their points. Carole said if this requirement was done according to an assessment being done by a MHP and
reviewed and signed off by a CMHS it would allow for the best use of resources. Sarah said the NSMHA
intention is great; however, the requirement has put all providers in a bind to meet this requirement. She added
for the smaller agencies it becomes almost impossible. She suggested that assessments be done by MHP then
reviewed and signed off by CMHS staff. Arthur said QMOC only has a written document from the providers
and QMOC should wait until NSMHA has reviewed documentation and provided a written response. He said
then set aside some time to review and respond to both written documents. Dan suggested getting provider
staff training and funding being subsidized by NSMHA. Kathy said the specialist requirement has several
criteria and it is not just training, although training is involved, but a CMHS has to be an MHP with a Master’s
degree and two years experience under the guidance of a CMHS. In addition, they must have a full year of
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experience working with children in a mental health agency. All of this is done over a period of time and not
only through training. Further discussion followed.

Jackie said by the next meeting a written response should be done by NSMHA and put on the agenda to be
discussed at that time. Arthur said adequate time should be given to this issue before making a decision.

Calls to Scheduler Voicemail: Quarterly Review

Charissa said this has to do with when Access receives a call. She distributed data regarding statistics gathered
and asked if QMOC wanted to make any recommendations. Arthur asked if QMOC needed to set a standard
or leave it as is. Kathy said there are some external standards on similar issues. Kathy said if a benchmark was
not going to be set then the breakdown by agency helps her identify problem areas at her agency. Karen said if
the region is in the ballpark of other standards then perhaps a benchmark should not be set; however, if our
numbers appear to be high then a benchmark should be set. Charissa said out of our MHD review in June
some changes were done to the data collection and this may show more accurate numbers in a few months.
Jackie suggested reviewing this again in three months. Further discussion followed. It was agreed to re-review
this data in three months.

Capacity Template
Cindy briefly reviewed the sample documents provided in the packet and said they would be made available on
the NSMHA website and providers should begin to utilize the template for the capacity deliverable.

Date and Agenda for Next Meeting/Review of Meeting
The meeting was adjourned at 2:30 pm. The next meeting will be held on November 26, 2008, in NSMHA
Conference Room South.



Effective Date: 11/8/2007
Revised Date: 11/7/07
Review Date:

North Sound Mental Health Administration
Section —1500-Clinical-Inpatient Provider Appeal and Dispute

Authorizing Source: WAC 388.550.2600; WAC 283.43.322; CFR 42-431; State Mental Health Program agreement (SMHC) and Prepaid Inpatient Health Plan
Program Agreement (PIHP)
Cancels: Policy 1573.00 and re-numbered Admin Policy 1020.00

-~ {|Deleted: 117872007

See Also: Approved by: Executive Director Date:y
Responsible Staff: Quality Manager Signature:
| POLICY #1020.00

SUBJECT: INPATIENT PROVIDER APPEAL AND DISPUTE

PURPOSE

To outline the North Sound Mental Health Administration’s (NSMHA) dispute and appeal processes for
inpatient providers regarding the inpatient certification and authorization process. NSMHA has
designated the inpatient certification and authorization process to Volunteers of America (VOA).

For information about state funded consumers and Medicaid enrollee rights regarding these processes see
1001- NSMHA Complaint, Grievance, Appeal, and Fair Hearing Policy General Policy Requirements,
1002 NSMHA Complaint and Grievance Policy, 1003 NSMHA Appeal Policy and 1004 NSMHA Fair
Hearing Policy.

POLICY
Medical necessity determinations by VOA for initial certification, extension, or number of days authorized
may be appealed by the requesting inpatient provider to NSMHA.

VOA will not suspend, reduce or terminate previously authorized inpatient services. The assignment of
the administrative daily rate must be mutually agreed to by the inpatient facility and cannot be appealed.

A. Inpatient Appeal Process

Inpatient providers must initiate the appeal with NSMHA within 30 days of the medical necessity
determination(s). Requests for appeal that are not received within 30 days of the determination will not be
considered. Appeals must be initiated in writing to NSMHA and include:

1. A letter with additional documentation and/or additional information about why the
determination should be changed;

and

2. A copy of the inpatient chart and clarification regarding the dates of the days appealed if
inpatient services were provided that were not authorized.

NSMHA will review the documentation and issue a written decision to the inpatient provider within 14
days of receipt of this information. A psychiatrist who was not involved in the initial medical necessity
determination will conduct the appeal process. This psychiatrist will not be in the NSMHA Community
Mental Health Agency (CMHA) provider network.
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If the number of authorized days is changed, based upon the review, NSMHA will contact VOA to adjust
the certification form(s). This will also occur within 14 days of receipt of the required information from
the inpatient provider. VOA will send a copy of the certification form(s) that reflect the adjustment(s) to
the inpatient provider and NSMHA within 3 working days of the date VOA was contacted.

For all appeals that result in a change to the original denial of certification or extension, NSMHA will relay
these changes in writing to the enrollee, consumer, authorized representative(s), or legal representative as
appropriate. All medical necessity determinations during the NSMHA appeal process are final, unless they
are changed during an appeal, grievance, or fair hearing process initiated by a state funded consumer,
Medicaid enrollee or their authorized representative(s).

INPATIENT PROVIDER ADMINISTRATIVE DISPUTE POLICY

Concerns regarding the NSMHA designee’s compliance with published requirements may be addressed by
inpatient providers through the administrative dispute process. Inpatient providers must first utilize the
NSMHA dispute resolution process. If the dispute is not resolved at the NSMHA level, inpatient
providers may contact the Mental Health Division (MHD) for a second level review process. The MHD
review is final.

The administrative dispute process does not apply to disputes between VOA and the hospital provider
that arise pursuant to VOA decisions regarding medical necessity. Disputes regarding medical necessity
determinations may be appealed as outlined above.

The administrative dispute process also does not apply to disputes between Regional Support Networks
regarding the assignment of inpatient claims (see MHD Intranet Dispute System).

A. NSMHA Administrative Dispute Process
Inpatient providers must initiate disputes in writing with NSMHA. The written letter of dispute
should outline the nature of the dispute. Additional documentation should be attached. NSMHA
will send a written response to the inpatient provider within 14 days of receipt of the
documentation. If the inpatient provider is not satisfied with the resolution they may contact MHD
for a second level review process.

B. MHD Administrative Dispute Process
MHD will maintain a formal dispute process to review disputes that cannot be resolved between
NSMHA and a community hospital provider.

1. MHD dispute process will be confined to disputes regarding authorization of care for all or
a portion of an inpatient hospital stay.

2. All local and regional dispute resolution procedures must be exhausted prior to submission
to MHD.

3. When a hospital disputes an MHD designee, the MHD designee has 14 calendar days to
respond. Failure to respond within the timeframe may result in a default award to the
hospital.

a) The appellant shall submit a written notice of intent to dispute the administrative
action(s) of VOA.

NSMHA Policy #1020.00 Page 2 of 3
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i) The dispute shall be submitted to the designated MHD Chief of Mental Health
Services, who will delegate review to the Inpatient Team.

i) The dispute shall summarize the nature of the dispute and the perspectives of
both parties to the dispute. NSMHA will separately submit their position
regarding the dispute.

iif) The appellant shall provide sufficient evidence to permit comprehensive MHD
review. NSMHA may submit additional evidence to support a comprehensive
MHD review within 14 days.

iv) MHD will not conduct independent research regarding the dispute. 1f MHD
requires additional information in order to make a determination, it shall be the
responsibility of the parties to the dispute to obtain and submit that
information.

b) MHD shall review the submitted dispute and issue a written opinion within 30 days of
the receipt of all necessary information.

i) If MHD determines that the dispute may be resolved through clarification of
rule or contract, MHD will issue such clarification in writing.

(1) In such cases MHD shall take no further action to approve or deny payment
of the specific claim(s) in question.

(2) The parties shall proceed immediately to resolve their dispute based upon
the clarification of rules.

c) If after review of the submitted dispute MHD finds that payment is due the hospital,
MHD shall authorize payment for the days of service in question.

i) The cost for those days of service shall be assigned to NSMHA in accordance
with the NSMHA contract.

d) If either party disagrees with the MHD opinion, they may submit a written request for a
second review to the Director of MHD.

i) It will be incumbent upon the appellant to submit additional evidence
supporting the second level dispute.

ii) The MHD Chief of Mental Health Services shall participate in the review to
assure all procedural and administrative guidelines have been followed.

iii) MHD shall issue an opinion regarding the second level dispute within 14
working days of receipt of all necessary information.

iv) The MHD second review is the final level of appeal within the department and
must precede any judicial action.

ATTACHMENTS
None
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Effective Date: 7/28/2004
Revised Date: 1/25/2007
Review Date:

North Sound Mental Health Administration

Section 1000 — Administrative: Policy Development and Review

Authorizing Source: NSMHA
Cancels:
See Also:

Approved by: Executive Director Date:

Responsible Staff: Quality Manager Signature:

POLICY# 1006.00

SUBJECT: POLICY DEVELOPMENT AND REVIEW

POLICY

North Sound Mental Health Administration (NSMHA) staff will review, revise and develop, as necessary,
policies relevant to federal, state and contractual agreements. The review of Clinical, Crisis, Information
Systems, and Fiscal policies will be ongoing with a minimum contractual period (biennial) review of each

policy and/or as necessary. Privacy and Compliance policies will be reviewed and revised as necessary as
Federal regulations governing these policies change.

PROCEDURE

1.

2.

NSMHA staff will review policies and procedures on an ongoing basis, which may be directed for
review by the Quality Management Oversight Committee (QMOC) Policy Sub-Committee.

QMOC Policy Sub-Committee will review all outpatient clinical policies going before QMOC that
affect clinical care or will necessitate changes in clinical policies, procedures or practices at the
provider level. This committee will not review policies internal to NSMHA or policies which do not
require provider level implementation or impact delivery of service.

ICRS Policy Sub-Committee will review all ICRS policies going before QMOC that affect crisis
clinical care or will necessitate changes in ICRS policies, procedures or practices at the ICRS provider
level. This committee will not review policies internal to NSMHA or policies which do not require
provider level implementation or impact delivery of service.

After policies have passed the review and approval of the appropriate Policy Sub-Committee they will
then move on to be approved by QMOC and the Executive Director as outlined in the Charter.

All policies and procedures which have been brought forward with consensus from QMOC will be
reviewed and approved with a signature by the NSMHA Executive Director. Those policies and
procedures without consensus will be referred to the Management Council.

If Management Council reaches consensus, those policies and procedures will be reviewed and
approved by the NSMHA Executive Director.

If Management Council fails to reach a consensus, those policies and procedures will be forwarded
back to QMOC. QMOC will then forward a majority/minority report to the Board of Directors for
their consideration of the disputed policies and procedures.

Policies with fiscal impact are reviewed by the NSMHA Board of Directors for approval.

Changes to the policies and procedures will be issued to providers in a Numbered Memorandum with
a sixty-day notice of compliance.

ATTACHMENTS
None
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Effective Date: 9/3/2008; 11/21/2005
Revised Date:
Review Date: 10/6/2008

North Sound Mental Health Administration

Section 1000: Administrative: Notifying Consumers of Provider Termination

Authorizing Source: SMHC Contract
Cancels: 1552.00

See Also:
Contracted providers must “comply with” this policy Approved by: Executive Director Date:
Responsible Staff: Quality Manager Signature:

POLICY #1019.00
SUBJECT: NOTIFYING CONSUMERS OF PROVIDER TERMINATION

PURPOSE
To ensure timely and advance notice to consumers when a contracted provider is terminated so continuity
of care can be maintained.

POLICY

Consumers will be notified in writing, in accordance with all state, federal and Mental Health Division
(MHD) contract requirements, if their provider’s subcontract with the North Sound Mental Health
Administration (NSMHA) is terminated. Termination notification can be initiated by either NSMHA or its
contracted provider.

PROCEDURE

When a decision is made to terminate a subcontract, the NSMHA Executive Director/designee will form a
Continuity of Care team to ensure that ongoing consumers’ care needs are met, and that transfers to
appropriate and acceptable providers occur.

If a provider subcontract is terminated, NSMHA will notify MHD 30 days in advance of sending public
written notice to enrollees.

If either party must terminate a subcontract in less than thirty days, NSMHA will notify MHD as soon as
there is a decision to terminate the subcontract and in advance of public notice.

Upon written notification of termination by either party and notification of MHD as above, written notice
will be sent to enrollees receiving services from the subcontractor. This notice will include information as
to how services will be maintained for the consumer and will also include contact information for the
NSMHA Continuity of Care team, the Care Crisis Line and the Mental Health Division.

Medjcaid enrollees are not liable for payment for authorized services rendered by insolvent providers.

ATTACHMENTS
None
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Effective Date: 6/26/2004
Revised Date:
Review Date: 7/7/2008

North Sound Mental Health Administration
Section 1500 — Clinical: Mental Health Advance Directives

Authorizing Source: 42 CFR 417.436, 422.128, 438.6, 438.10, 438.100, 489.100, 489.102, 489.104; RCW 71.32 and 11.94.010; WAC 388-865-0410
Cancels:

See Also: Approved by: Executive Director Date:
Providers must have “a policy consistent with” this policy

Responsible Staff: Quality Manager Signature:

POLICY #1518.00

SUBJECT: MENTAL HEALTH ADVANCE DIRECTIVES

PURPOSE
receive information about mental health advance directives and support from providers in developing
advance directives. Providers will follow applicable Washington State Law (Revised Code of Washington

[RCW] 71.32) in order to support the consumer in making treatment decisions, facilitating communication
between the consumer and clinician and improving clinical outcomes for the consumer.

DEFINITIONS (Per RCW 71.32.020)
Adult:
Any individual who has attained the age of majority or is an emancipated minor.

Agent:
A person with authority to make mental health treatment decisions on the principal’s behalf consistent
with instructions in the mental health advance directive.

Capacity:
An adult has not been found to be incapacitated pursuant to this chapter (RCW 71.32.020 — see definition
for incapacitated below) or RCW 11.88.010(1)(e).

Court:
A superior court under RCW 2.08.

Health care facility:

A hospital, as defined in RCW 70.41.020; an institution, as defined in RCW 71.12.455; a state hospital, as
defined in RCW 72.23.010; a nursing home, as defined in RCW 18.51.010; or a clinic that is part of a
community mental health service delivery system, as defined in RCW 71.24.025.

Health care provider:

An osteopathic physician or osteopathic physician's assistant licensed under RCW 18.57 or 18.57A, a
physician or physician's assistant licensed under RCW 18.71 or 18.71A or an advanced registered nurse
practitioner licensed under RCW 18.79.050.

Incapacitated:

An adult who: (a) is unable to understand the nature, character and anticipated results of proposed
treatment or alternatives; understand the recognized serious possible risks, complications and anticipated
benefits in treatments and alternatives, including non-treatment; or communicate his or her understanding
or treatment decisions; or (b) has been found to be incompetent pursuant to RCW 11.88.010(1)(e).
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Informed consent:

Consent that is given after the person: (a) is provided with a description of the nature, character and
anticipated results of proposed treatments and alternatives, and the recognized serious possible risks,
complications, and anticipated benefits in the treatments and alternatives, including non-treatment, in
language that the person can reasonably be expected to understand; or (b) elects not to be given the
information included in (a) of this subsection.

Long-term care facility:
Has the same meaning as defined in RCW 43.190.020.

Mental disorder:
Any organic, mental or emotional impairment which has substantial adverse effects on an individual's
cognitive or volitional functions.

Mental Health Advance Directive:

A written document in which a principal makes a declaration of instructions or preferences or appoints an
agent to make decisions on behalf of the principal regarding the principal’s mental health treatment, or
both, and that is consistent with the provisions of RCW 71.32.

Mental Health Professional:

A psychiatrist, psychologist, psychiatric nurse, or social worker, and such other mental health professionals
as may be defined by rules adopted by the secretary (of the Department of Social and Health Services)
pursuant to the provisions of chapter RCW 71.05.

Principal:
An adult who has executed a mental health advance directive.

Professional person:
A mental health professional, physician, registered nurse, and others as defined by rules adopted by the
secretary pursuant to the provisions of RCW 71.05.

POLICY

Competent, adult individuals may anticipate the possibility of later incapacity and may prepare mental
health advance directives stating their desires regarding the provision or withholding of mental health care
in such an event including identification of a person the individual would want to act on his or her behalf.

Itis NSMHA’s practice to encourage the use of mental health advance directives and to honor mental
health advance directives. However, neither NSMHA nor its providers shall place conditions on the
provision of mental health care or otherwise discriminate against an individual based on whether or not
the individual has executed a mental health advance directive.

MENTAL HEALTH ADVANCE DIRECTIVE

1. An adult with capacity may execute a mental health advance directive.

2. A directive executed in accordance with Washington’s Mental Health Advance Directive
statute (RCW 71.32) is presumed to be valid. The inability to honor one or more provisions of
a directive does not affect the validity of the remaining provisions.
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3. Addirective executed in accordance with Washington’s Mental Health Advance Directive
statute may include any provision relating to mental health treatment or the care of the
principal or the principal’s personal affairs.

Without limitation, a directive may include:

cooe

The principal’s preferences and instructions for mental health treatment;

Consent to specific types of mental health treatment;

Refusal to consent to specific types of mental health treatment;

Consent to admission to and retention in a facility for mental health treatment for up
to fourteen (14) days;

Descriptions of situations that may cause the principal to experience a mental health
crisis;

Suggested alternative responses that may supplement or be in lieu of direct mental
health treatment, such as treatment approaches from other providers;

Appointment of an agent pursuant to RCW 11.94 to make mental health treatment
decisions on the principal’s behalf, including authorizing the agent to provide consent
on the principal’s behalf to voluntary admission to inpatient mental health treatment;
and

The principal’s nomination of a guardian or limited guardian (as defined by law) as
provided in RCW 11.94.010 for consideration by the court if guardianship proceedings
are commenced.

4. A directive may be combined with or be independent of a nomination of a guardian or other
durable power of attorney under RCW 11.94, so long as the processes for each are executed in
accordance with its own statutes.

PROCEDURES

1. Providing Information

a.

Each NSMHA provider will:

i. Ensure that a written statement of the agency’s policy regarding the
implementation of mental health advance directives and a written description
of the State law in Washington concerning mental health advance directives is
given to consumers_(or family or surrogate if the consumer is incapacitated) at
the intake assessment. The consumer’s clinical record shall contain
documentation to reflect that the required information was provided.

ii. Include information and instruction concerning mental health advance
directives in any ongoing consumer education programs.

2. Requesting/Utilizing Information

a.

NSMHA Policy # 1518.00

Provider policies will ensure that during the intake evaluation of adult consumers, staff
will inquire into the existence of mental health advance directives previously executed
by the consumer. The consumer’s clinical record will include documentation that
reflects the response to the inquiry. If the consumer is incapacitated (see definition) at
the time of the intake, and is unable to receive information or articulate whether or not

he or she has executed an advance directive, providers may give advance directive
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information to the enrollee’s family or to a surrogate or other concerned persons in
accordance with state law. A provider is not relieved of the obligation to provide this
information to the consumer once he or she is no longer incapacitated or unable to
receive such information. Follow up procedures to ensure that the information is given
to the consumer directly at the appropriate time must be in place.

If the consumer indicates that she/he has a mental health advance directive, staff will
request a copy and maintain it in the consumer’s current clinical record (i.e., this
document should not be archived to a historical file). If the clinician has received a
consumer’s advance directive, it will become part of the consumer’s medical record and
the clinician will be considered to have actual knowledge of its contents. The clinician
must act in accordance with the directive to the fullest extent possible, unless
compliance would violate the accepted standard of care established in RCW 7.70.40,
the requested treatment is not available, compliance would violate applicable law, or it
is an emergency situation and compliance would endanger any person’s life or health.
More information regarding compliance and conditions for noncompliance can be
found in RCW 71.32.150.

In the event that the NSMHA provider staff becomes aware of the consumer’s
subsequent admission to a hospital, nursing home or other residential facility, staff will
contact the facility to make them aware of, and supply a copy of, the consumer’s
mental health advance directive in a timely manner.

3. Providing Assistance

a.

NSMHA Policy # 1518.00

NSMHA providers will assist adult consumers who appear competent and desire to
prepare a mental health advance directive.* Assistance shall include the following:

i. Information: The mental health professionals and other trained staff will
endeavor to answer questions about mental health advance directives and the
effect of a particular mental health advance directive in the consumer’s
circumstance.

ii. Provision of approved forms: The mental health professionals and other
trained staff will make available to those interested consumers copies of the
approved Washington State forms for mental health advance directives, as well
as the addendum of the Durable Power of Attorney (these forms can be found
on the MHD website).

iii. Assistance in locating eligible witnesses: In Washington, mental health advance
directives require a minimum of two witnesses to the principal’s signature.
However, state law prohibits certain individuals (i.e. family members,
prospective beneficiaries and attending mental health care personnel) from
to witness the consumer’s execution of the form(s) who meet the requirements
indicated on the form(s)._A sample form is available at RCW 71.32.260 or by
following this link: http://apps.leg.wa.gov/RCW/default.aspx?cite=71.32.260

iv. Staff shall not serve as a witness to the principal’s signature if they are or have
been directly involved in the consumer’s care. Staff shall not accept
appointment as a guardian or other agent in a Durable Power of Attorney or
Declaration of a Desire for a Natural Death.
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*Staff need not provide assistance to a consumer in circumstances in which staff believes the
consumer is unable to make an informed decision regarding the execution of a mental health
advance directive.

4. If the consumer transfers to any other NSMHA provider, the mental health advance _ - { Deleted: is transferred )
directive(s) shall be sent to the receiving agency for inclusion in the consumer’s clinical record
at such agency once appropriate authorization to release information is obtained.

5. NSMHA or NSMHA providers must inform consumers, families or surrogates that complaints«- - - ‘[Formatted: Bullets and Numbering ]

concerning non-compliance with advanced directives may be filed with the Mental Health

Division (see NSMHA brochure for current phone number), __ - Deleted: the State Survey and
ini R .n TS s Certification agency (in Washington State:
6. Staff Training/Community Education DSHS or Washington Department of
Health){
a. Each provider will conduct,staff training in accordance with the NSMHA Regional ~~__ {(eleted: provide )

Training Plan on mental health advance directives. Providers will provide clinical staff
with information concerning mental health advance directives and the provisions of
this directive_and relevant statutes. NSMHA and its providers will participate in
training provided by the Mental Health Division (MHD).

b. NSMHA and its providers shall seek appropriate opportunities to provide community
education and disseminate information concerning mental health advance directives.

7. NSMHA and its providers will ensure that all subsequent changes in the Washington Mental
Health Advance Directive statute will be provided to adult consumers as soon as possible, but
no later than ninety (90) days after the effective date of the change.

8. NSMHA will monitor for compliance with this policy and relevant statutes through the - { Deleted: documentation of mental
administrative audit process. health advance directives

ATTACHMENTS
None
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North Sound Mental Health Administration
Section 1500 — Clinical: Allied System Coordination
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POLICY #1554.00

SUBJECT: ALLIED SYSTEM COORDINATION

PURPOSE
To assure coordinated care and services with other allied systems

POLICY

The North Sound Mental Health Administration (NSMHA) is committed to coordinating care as it brings
better outcomes for mental health consumers and our communities. NSMHA develops and maintains
plans in collaboration with other allied systems to assure coordinated, effective, and efficient care. Plans
will be developed and maintained with at least the following systems of care:

1

ap~own
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Aging and Disability Services Administration (ADSA) including Division of Developmental
Disabilities (DDD)

Chemical Dependency and Substance Abuse Services

Children’s Administration

Tribes

Community Health Clinics (CHC), Federally Qualified Health Centers (FQHCs), Healthy Options
Plans and other health care providers

Criminal Justice, including: courts, jails, law enforcement, public defender, Department of
Corrections (DOC)

Division of Vocational Rehabilitation (DVR)

Juvenile Rehabilitation Administration (JRA)

Education systems

. Natural supports/informal supports
. Any Community Integration Assistance Program (CIAP) within the boundaries of the RSN that is

not a subcontractor of the RSN.

NSMHA will initiate development of other formal protocols with other systems of care as a need is
identified.

PROCEDURE

1.

The Allied Systems Coordination Plans will clarify the roles and responsibilities of allied systems in
serving multi-system consumers, including children, adults and older adults. This includes Early
Periodic Screening, Diagnosis, and Treatment (EPSDT) coordination for any child-serving agency,
including a process for participation by the agency in the development of a cross-system Individual
Service Plan when indicated under EPSDT. These plans shall outline processes for sharing
information related to eligibility, access and authorization.

responsiveness to consumer voice, choice and other issues.
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