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https://www.dhcs.ca.gov/services/MH/Documents/Information%20Notices/MHSUDS_Information_Notice_18-059_Continuity_of_Care.pdf
file://wings.co.slo.ca.us/Health%20Agency/MH/POLICIES%20AND%20PROCEDURES/OUTPATIENT%20Mental%20Health%20Policies
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10.22 Master Provider File Review

. PURPOSE

¢ Confirm information documented in the DHCS Master Provider File (MPF) is accurate on
a monthly basis for County and contracted providers

e Establish corrective action and timelines for submission of updated information

[I. POLICY

In accordance with state regulations, the County of San Luis Obispo Behavioral Health
Department (SLOBHD) will review each monthly Master Provider File (MPF) issued by the
California Department of Health Care Services (DHCS) to confirm the accuracy of information.
Written notification of provider changes or inaccuracies in a MPF file will be submitted to DHCS
MPF within five (5) business days on current approved forms. Additionally, SLOBHD will notify
DHCS of any new providers subcontracted through SLOBHD to establish new records within
MPF.

[ll. REFERENCE
o SABG State-County Contract, Exhibit A, Attachment | A2, Part lll, G
IV. PROCEDURE

A. Existing Provider Documentation and Review:

1. MPF Report is generated by DHCS at the end of each calendar month and
issued to SLOBHD Quality Support Team Administrative Services Officer
(ASO).

2. ASO reviews report for inaccuracies or changes in existing providers,
including contract status, relocation, closing, and changes in services
provided.

3. ASO will communicate all discrepancies to DHCS for resolution. Written
notification must be submitted to MPF mailbox at DHCSMPF@dhcs.ca.gov
within 5 business days of issuance of MPF for any changes or corrections.
Document used is “Existing Provider Request Form.”

B. New Provider Documentation Submission:

1. For any new subcontractor relationships, ASO will submit “New Provider
Request” Form to request six-digit provider ID for any SUD provider site that
is not in the MPF database.
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2. For any sub-contracted SUD provider located in a different county, ASO will

submit “OOCR Request Form” to request Out-of-County Referral (OOCR)
number.

3. Written documentation for new providers will be submitted to MPF mailbox
at DHCSMPF@dhcs.ca.gov.

V. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:
09/09/2024 All Formatting

Prior Approval dates:

7/1/2020
Signature on file 09/11/2024
Approved by: ‘ Star Graber, PhD, LMFT, Behavioral Health Administrator Date
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11.00 Performance Outcome Measures

. PURPOSE

To track and monitor quality management and quality improvement activities for San Luis
Obispo County Behavioral Health Department (SLOBHD).

[I. POLICY

San Luis Obispo County Behavioral Health Department (SLOBHD) administers all performance
outcome measures as directed by the State Department of Health Care Services (DHCS).
Performance outcomes focus on the prescribed target populations including Foster Youth,
Youth, Adults, Perinatal and Postnatal Women, and Older Adults as directed by the
Department. Target populations include county residents, as well as clients who are residents
of other counties receiving services in SLOBHD.

[ll. REFERENCE(S)

o Title 42, CFR, Section 438.240 (e), (b)3

e CCR, Title 9, Chapter 11, Section 1810.440

e Contract between DHCS and SLOBHD (MHP) Exhibit A,

e Contract between DHCS and SLOBHD (DMC-ODS) Exhibit A

IV. PROCEDURE

A. All performance outcome measure materials are handled using the same standard of
confidentiality as mental health medical records. This will include using client
identification numbers to protect name confidentiality when necessary.

B. The State Consumer Perception and Treatment Perception Surveys are distributed
according to Department of SLOBHD's schedule to all mental health and substance use
disorder clients and the results will be summarized and shared with providers,
consumers, and Behavioral Health Board.

C. Aggregate results of performance outcomes are shared with SLOBHD staff, providers,
and Behavioral Health Board upon their availability from state or local evaluation staff,

no less than annually.

D. The results from performance outcome measures are used in the Performance and
Quality Improvement process of program review on an annual basis.
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E. Providers are trained in the use and interpretation of the performance outcome
measures on a regular basis.

#HH##
V. REVISION HISTORY
Revision Date: Section(s) Details of Revision:
Revised:
05/30/2009 Adopted
09/04/2018 All Formatting
4/5/2023 All Described behavioral health scope
Prior Approval dates:
Signature on file 04/11/2023
Approved by: | Behavioral Health Administrator (KB) Date

11.00 Performance Outcome Measures |BH| Page 2 of 2



San Luis Obispo County Health Agency Effective Date: 11/10/2015
Behavioral Health Department Page 1 of 4

11.01 Quality Improvement /Quality Management Committee

PURPOSE

Purpose of the PQI/QM Committee is to identify areas that need quality improvement, and
track and monitor quality improvement activities for San Luis Obispo County Behavioral Health
Department (SLOBHD).

POLICY

In accordance with regulations, the Quality Support Team/Quality /Management Committee

(QST/QM):

Oversees the quality improvement activities of SLOBHD, including the implementation
of the annual Quality Improvement work plan.

Recommends policy changes.

Reviews and evaluates the results of quality improvement activities.

Institutes needed quality improvement actions.

Ensures follow-up of quality improvement processes.

Develops, implements, and evaluates the effectiveness of strategic initiatives.
Receives reports from any QI subcommittee (e.g. Morbidity and Mortality Committee,
Performance Improvement Project Committees) or from compliance officer regarding
compliance activities.

REFERENCE(S)

A.

CCR, Title 9, Chapter 11, Section 1810.440

Title 42, CFR, Section 438.240 (e), (b)3

Title 42, CFR, Section 438.416

CA Evidence Code 1157.6

Contract with Department of Health Care Services (DHCS), Exhibit B, Sections 11-12

. PROCEDURE

Membership in the QST/QM committee is determined by Title 9 regulations and by
invitation from the committee chair and the Behavioral Health Administrator.
Membership is as follows:

e Division Manager of QST or designee (Chair)
e Behavioral Health Administrator

¢ Mental Health Compliance Officer

¢ Mental Health Privacy Officer

e Behavioral Health Medical Director
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Chief Fiscal Officer or designee
Division Manager

Program Supervisor

Staff Psychiatrist

Patients’' Rights Advocate
Consumer/Family Advocate
Contracted Services Representative or designee
PHF Services Representative (optional)
Utilization Review Clinical Staff

Mental Health Board Representative
Cultural Competence Representative
Consultants or guests by invitation

B. The QST Committee meets at least ten times per year or as frequently as needed to
meet organizational needs.

C. Quorum Requirements:

PowbdPE

Meetings are official QST Committee meetings when a quorum is present.

A quorum is defined over 50% of the members.

A quorum is necessary to approve Policies and Procedures.

Meetings at which the attendance is less than an official quorum proceed as QST
Action and Review Subcommittee meetings.

Motions adopted in Action and Review Subcommittee meetings have the same
weight as those adopted in official QST meetings except in cases of Policies and
Procedures, which require a quorum to adopt.

D. Motions and Recommendations:

ogahkwnNpE

The Committee follows Robert's Rules of Order.

A motion may be made and seconded by any of the members.

The Committee Chair calls for votes of all motions.

Consultants and guests do not have voting rights.

Motions require a simple majority to be recommended as action items.

All Policies and Procedures require a simple majority to be recommended to the
Behavioral Health Administrator for approval. Members can vote in person or
electronically.

E. Responsibilities of the Committee Members

The proceedings of the meeting are kept confidential.

As representatives of various parts of the department, timely input/reports are to
be provided about activities that contribute to clinical care, beneficiary service, and
initiatives.
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3. The relevant and identified issues are communicated to staff in collaboration with
implementing the notion of quality throughout the department.

4. Members participate in the evaluation of the effectiveness of the initiatives and
work plan items.

F. Billing and Documentation

1. All proceedings of the meeting are kept confidential except for data which can be
shared with staff for training or feedback purposes.

2. Committee minutes are not distributed electronically to members.

3. Meeting records, including minutes, incident reports and other records are kept
securely and permanently.

4. Committee’s proceedings are also kept electronically in a folder on a shared drive
with access restricted to key staff: M:\\QST\MH Plan\QST_QM MHP COMMITTEE

5. Mental Health committee members bill their participation to QST and Utilization
Review Internal Order according to the information in Attachment A. When this
option is unavailable, billing to Medi-Cal Administrative Activities (MAA) should be
considered.

G. Organizational Chart of QST Committee Structure

Health Agency Administration Director
Creden.tlalmg Behavioral Health
Committee |
Medical Director
QST/QM .
Committee Division Managers
QST Committee |
(PHF)
Program Supervisors
Compliance
Committee
— Leadership Peer UR Pharmacy &
PIP MOFbIC.iIty & | committee Review | | Committe Therapeutics
Committees Mortality
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V. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:
11/01/2012 Adopted
09/04/2018 All Formatting
Prior Approval dates:
09/21/2012
Signature on file 09/12/2012
Approved by: ‘ Behavioral Health Administrator (KB) Date

Attachment A: Time Card Coding Information for Participating in PQI Activities.

166R126ADUS Arroyo Grande UR Support
166R126ADSP Arroyo Grande UR Skilled Professional
166R126AUS SLO Vicente UR Support
166R126ADSP Inpatient UR Skilled Professional
166R126ADUS Inpatient UR Support

166R126ADSP Managed Care Skilled Professional
166R126ADSP SLO Vicente UR Skilled Professional
166R126ADSP OP QI/UR Skilled Professional
166R126ADUS OP QIUR Support

166R126ADSP Compliance UR Skilled Professional
166R126ADSP SLO Johnson UR Skilled Professional
166R126ADUS SLO Johnson UR Support
166R126ADSP Atascadero UR Skilled Professional
166R126ADUS Atascadero UR Support
166R310000SP CSS OP QI/UR Skilled Professional
166R310000US CSS Outpatient QI/UR Support

11.01 Quality Improvement_Quality Management Committee |BH| Page 4 of 4



San Luis Obispo County Health Agency Effective Date: 11/10/2015
Behavioral Health Department Page 1 of 2

11.02 Change Committee

. PURPOSE

The mission of the Change Committee is to gather information regarding the need for
organizational changes in order to develop a system which is efficient, responsive, transparent,
and supportive. This involves facilitating communication between staff and management,
resulting in recommendations for change. The mission will be successful when staff
participates in the process and when recommendations for change are implemented or
addressed by management and results are disseminated to staff

II. POLICY

The Change Committee was developed in order to create a venue where direct care and line
staff can communicate directly with the Behavioral Health Administrator.

[1l. REFERENCE(S)

IV. PROCEDURE

A. Membership in the Change Committee is comprised of the Behavioral Health
Administrator, and direct care, and line staff. Each program site from Mental Health
Services and Drug and Alcohol Services has a representative on the committee.

B. Responsibilities of the Committee Members and Minutes

1. Staff gather information from their co-workers at their program sites. Issues and
concerns are emailed to the Committee chair to be placed on the agenda for the
next meeting.

2. The members of the committee communicate to their co-workers the issues
presented at the committee meetings and the response from administration.

3. Minutes are taken at each meeting and distributed electronically to all staff. The
minutes are stored on the shared drive/intranet.

C. Meeting Frequency
1. This committee meets every-other month or at the discretion of the chair.
D. Suggestion Boxes

1. Each program site in Behavioral Health has received a locked suggestion box.
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2. This box is for clients and staff members to make compliments, comments or

suggestions.

3. Each Change Committee member will have the key to the suggestion box and will
collect the comment cards on a weekly basis.

4. The comment cards will be reviewed at each Change Committee meeting.

5. Compliments or positive comments made about a specific staff member will be
given to the Program Supervisor by the appropriate committee member. The
Program Supervisor reviews the comment card at a staff meeting.

6. Comments containing a specific complaint about staff will be given to the Behavioral
Health Administrator. If a Consumer Request Form is collected in the suggestion
box, the form will be routed to the Patients’ Rights Advocate.

7. In an attempt to increase confidentiality, Psychiatric Health Facility will have two
boxes, one for Suggestions and one for Consumer Request Form.

V. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:

02/01/2015 2/2015Procedure Removed: “Management staff does
not participate in this committee.”
Changed: “The Behavioral Health Administrator or
designee will attend at the end of the meeting to
discuss the issues presented” to Administrator being a
part of the Committee
Frequency: Changed from monthly to every-every-
another month

09/04/2018 All Formatting

Prior Approval dates:

02/22/2011

Signature on file 03/10/2015

Approved by: ‘ Anne Robin, LMFT, Behavioral Health Administrator Date
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11.03 Peer Review Committee

. PURPOSE

e To describe the Peer Review process whereby SLOBHD medical staff evaluate medical care
to ensure that beneficiaries receive care that meets accepted standards

e To recommend appropriate measures to ensure that SLOBHD medical staff has not
departed from accepted medical care standards

Il. SCOPE

Applies to medication support services provided by SLOBHD medical staff and contract
provider medical staff in all outpatient and inpatient mental health settings and substance use
disorder treatment programs

lll. POLICY

County of San Luis Obispo Behavioral Health Department (SLOBHD) will conduct regular
reviews of the appropriateness of care rendered and formulary decision-making processes to
ensure clinical efficacy, patient safety, and cost-effective prescribing within the Department.
SLOBHD wiill utilize a Peer Review Committee to determine whether the physician/medical
provider under review has met accepted standards of care in rendering medical services.

IV. REFERENCE

e Welfare & Institutions Code 84070
e  Quality Support Team Work Plan
e California Code of Regulations, Title 22, Division 5, Chapter 9, Article 4, 877083

V. PROCEDURE

A. The Peer Review Committee consists of a chairperson, who is the Medical Director, medical
staff from Quality Support Team (QST), and medical staff from other disciplines appointed
by the Behavioral Health Services Administrator or Medical Director.

B. The committee meets monthly or as agreed upon by the members of the Committee. An
agenda is prepared and minutes from the last meeting are reviewed by each member of the
Committee. Corrections/amendments are made and minutes are approved.

C. QST staff select at least a 5% random, stratified, unduplicated sample of charts each from
Inpatient and Outpatient program for review at each meeting. The sample is determined by
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the number of patients in each program. The period in review is from the 3 months prior to
the review month.

D. The Peer Review Form(s) (attachments 1, 2 & 3) is completed to document the results of the
review of each medical service. Cumulative feedback by program and by provider is
collected.

E. If necessary, the Committee develops and recommends corrective action. The action must
be appropriate to the cause and must be documented on each indicator that exceeds the
established threshold level. Areas to look at when deciding on corrective action include:

1. System weaknesses and issues that need resolution to improve client care
2. Areas for improvement in prescribing or documentation practices

3. Training needs regarding documentation or prescribing practices

4. Performance weaknesses in following established protocols

F. The Committee reports, both verbally and in written form, to the QST Committee. Reports
include conclusions, recommendations, and actions.

G. The Committee ensures that any recommended actions are appropriate to the
circumstances, and are structured to ensure that quality care can be delivered. The
Committee gives the peer in review the opportunity to offer rebuttal information and to
submit a rebuttal statement of reasonable length. Any rebuttal statement must be free of
retaliatory statements to any Committee member.

H. In some circumstances, the Peer Review Committee or a subset of the committee will be
asked to review the professional or personal conduct of a physician or other healthcare
professional. In such instances, The Medical Director and Behavioral Health Administrator
will take appropriate follow up action, which may include, but will not be limited to:

Mandatory training, education or supervision

Restricting or or terminating privileges

Reporting findings to appropriate licensing board

Personnel actions up to and including termination or contract or employment

PowbdPE

I. All proceedings of Peer Review Committee are kept confidential to the degree allowed by
law.

HHH#
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Revision Date: Section Revised: Details of Revision:

11/01/16 Entire document | Reformatted and updated language
01/27/17 Entire document | Reformatted and updated language
09/08/17 Entire document | Reformatted, added/expanded scope

Prior Approval dates:

12/5/12; 11/1/16; 1/27/17

Signature on file 09/11/2017

Approved by: ‘ Anne Robin, LMFT, BH Administrator Date
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11.04 Policy and Procedure Development

. PURPOSE

To clarify San Luis Obispo County's Behavioral Health Department (SLOBHD) method for
developing, reviewing, notifying staff of changes and implementing new Policies and
Procedures

II. POLICY

SLOBHD establishes Policies and Procedures to improve client care and to ensure agency-wide
adherence to laws, regulations and contractual requirements.

ll. REFERENCE(S)

e Contract between the State Department of Health Care Services (DHCS) and SLOBHD,
Exhibit A, Attachment |, 23 (B)

IV. PROCEDURE
A. Development and Revision of Policies

1. Policies and Procedures may be developed or revised at any time in response to
Quality Support Committee (QSC) recommendation or staff, clinical, community, or
administrative needs

2. Policies and Procedures for Mental Health Services are drafted or revised by the
Quality Support Team (QST) Division Manager or designee, and are presented to
Program Supervisors, Administration, and other key staff or providers, including the
QSC, for input.

3. The QST Division Manager or designee makes any necessary modifications based on
feedback. A final draft is reviewed by Administration and then forwarded to the
Behavioral Health Administrator for approval.

B. Dissemination of Policies

1. Once a new or revised policy has been approved, a QST staff member will post the
policy on the approved site (M-Drive or, soon, the Health Agency’s Intranet Site:
http://myslo.intra/health.htm)

2. The Behavioral Health Administrator or designee sends an email to all SLOBHD Staff
and Providers announcing that a new policy has been approved and posted on the
designated site.
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3. The Program Supervisors discuss the new or revised policy with all their staff at the

earliest opportunity.

4. Staff members acknowledge that they are familiar with the Health Agency and
Departmental policies and procedures related to their jobs by signing a certification
form at the Human Resource Department on an annual basis.

C. Training of Staff

1. The QST Division Manager provides training to the site Program Supervisors when
new Policies and Procedures are ready for implementation.

2. At least twice per year the QST Division Manager or designee conducts training for
all SLOBHD Staff and Contractors. This training will:

a. Introduce the newest version of the Treatment Plan and Documentation

Guidelines

b. Update staff on any new or revised policies and procedures

3. Subsequent trainings are conducted by individual Program Supervisors at the sites

throughout the year

4. QST provides additional electronic and face-to-face trainings throughout the year as
necessary, especially when there are significant policy or documentation changes.

V. REVISION HISTORY

HHH

Revision Date: Section(s) Details of Revision:

Revised:
04/23/2014 Procedure | Final approval by BH Admin instead of QST
04/24/2015 Moved from Section 12 Compliance to Section 11 QI
09/04/2018 All Formatting

Prior Approval dates:

Signature on file

11/24/2014

Approved by: ‘ Anne Robin, LMFT, Behavioral Health Administrator Date
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11.05 Quality Support Team

. PURPOSE

To describe the quality management program implemented by San Luis Obispo County
Behavioral Health Department (SLOBHD)

II. SCOPE

Applies to all SLOBHD county-operated and contract provider programs that provide Specialty
Mental Health Services (SMHS) through the Mental Health Plan (MHP) and Substance Use
Disorder Services (SUDS) as part of the Drug Medi-Cal/Organized Delivery System (DMC-ODS)
Waiver

lll. POLICY

A. SLOBHD's Quality Support Team (QST) will complete ongoing quality management,
quality improvement, utilization management and utilization review activities as
required by regulation and contract(s) with DHCS.

B. The primary goals of QST program and activities will be to:

1. Monitor and improve beneficiary outcomes and SLOBHD processes

2. Monitor and ensure timely access to and SLOBHD authorization of a full range of

medically necessary services to beneficiaries of all demographic groups in all

geographic regions of the county

Monitor beneficiary satisfaction and use of problem resolution processes

Improve the quality, consistency, efficacy and safety of service delivery

5. Improve the quality and consistency of documentation and application of medical
necessity criteria

»w

IV. REFERENCE(S)

e Code of Federal Regulations (CFR), Title 42, 8§ 438.1 — 438.930

e California Code of Regulations (CCR), Title 9, § 1810.440

e CCR, Title 22,851341.1

e Contract between the Department of Health Care Services (DHCS) and SLOBHD (MHP)
Exhibit A, Attachment |, Items 22-24

e Contract between DHCS and SLOBHD (DMC-ODS) Exhibit A, Attachment |, ltems 22-25
Behavioral Health Policies and Documents:

e Health Agency Policies and Documents

¢ Fraud, Waste and Abuse Prevention Policy

e Compliance Plan

e Code of Conduct
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e Contractor Support page:
http://www.slocounty.ca.gov/health/Health_Agency _Support_Page_for_Contractors_and
_Network_Providers.htm

e 10.21 Contracting and Monitoring Services

¢ 10.14 Monitoring and Authorizing Network Provider Services

e Quality Support Team Program Structure and Description

e Quality Support Team Work Plan (updated annually)

e Quality Support Team Work Plan Evaluations (updated annually)

e QST Audit Schedules (updated annually)

PROCEDURE

A. To accomplish the above goals, SLOBHD wiill:

1.

Define its QST program and ensure adequate staffing to carryout QST functions.
Details of program goals and staff assignments/duties will be found in the Quality
Support Team Program Structure and Description, which is reviewed annually and
updated as needed to ensure effective implementation of the program.

Establish quality improvement committees (QST Committee) and subcommittees to
monitor various aspects of service delivery and system performance. The QST
Committee will include active participation by the SLOBHD staff, providers,
beneficiaries and family members/advocates, in the planning, design and execution
of QST activities. For detail regarding QST Committee membership and activities,
refer to Quality Support Team Program Structure and Description and committee
minutes, agenda and presentation material, which will be maintained by QST staff.

Develop an annual QST Work Plan with input from the QST Committee to identify
goals and objectives. Complete an annual evaluation of the Work Plan to ensure
that SLOBHD'’s improvement activities produce measurable results that lead to
improvements in outcomes for beneficiaries. For detail, refer to the current QST
Work Plan and the previous year's QST Work Plan Evaluation.

Establish structured utilization review and management processes to ensure quality
of care, quality of documentation and adherence to recognized coding and billing
processes. For detail, refer to the current QST Audit Schedule.

Monitor and maintain records of certification, service delivery and adherence to
practice standards of county-operated and contract providers, in collaboration with
SLOBHD Fiscal and Health Agency Compliance Program staff.

#HH
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VI. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:
12/02/2016 Adopted
09/04/2018 All Formatting
Prior Approval dates:
Signature on file 12/02/2016
Approved by: ‘ Anne Robin, LMFT, Behavioral Health Administrator Date
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12.08 Staff Eligibility Verification and Provider Credentialing

. PURPOSE

e To describe the steps taken to screen, enroll, and monitor all employees and contracted
staff to ensure that no one is on an excluded or ineligible list

e To describe steps taken to credential and re-credential all staff who provide Medi-Cal
reimbursable services

[I. POLICY

Prior to hiring or entering a contract with any individual or Community Based Organization

(CBO), the County of San Luis Obispo Behavioral Health Department (SLOBHD) will verify or
receive verification that each individual is eligible to complete the relevant duties. SLOBHD
will not employ, certify, contract with, or pay any individual or organizational provider if the
provider or any staff member is listed on any excluded list or otherwise becomes ineligible

(i.e., is debarred, suspended, excluded, or has any relationship with SLOBHD prohibited by

law). SLOBHD will routinely monitor employees, Network Providers and Contractor staff to
ensure ongoing eligibility as required by law.

Additionally, SLOBHD will credential and re-credential all licensed, waivered, registered and
certified providers to ensure that all providers who perform Medi-Cal reimbursable services
meet current legal and professional standards.

[ll. REFERENCE(S)

e Welfare and Institutions Code §814043 — 14045; §14123

o Code of Federal Regulations (CFR), Title 42, §88455.400 - 455.440; §438.214, §438.610,
and §8438.808

e DHCS — MHP contract, Exhibit A

e DHCS - DMC-ODS contract, Exhibit A

e MHSUD Information Notice 18-019

e SLOBHD P&P 10.10 Network Provider Panel Membership and Credentialing

IV. PROCEDURE
A. INITIAL CERTIFICATION
1. All SLOBHD employees and contracted staff: Prior to employment or contract
commencement, County of San Luis Obispo Human Resources Department or Health

Agency Human Resources (HA HR) staff will complete the following for all SLOBHD
Employees (including Independent Contractors and Contract Employees):
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a. Pre-Employment Background Check
b. Review of application, which includes
i. Work history
ii. Hospital or clinic privileges and standing
iii. Signed statement by applicant (Attachment A) describing:

1. Any limitations or inabilities that would affect the provider's ability to
perform any of the position’s essential functions

2. Ahistory of loss of license or felony conviction
3. A history of loss or limitation of privileges or disciplinary activity

4. Alack of present illegal drug use that affect the provider's ability to
perform any of the position’s essential functions

5. The application’s accuracy and completeness
c. Standard background, which includes
i.  Criminal, civil, and DMV record checks
ii. Education, employment and reference verification
d. Check of Federal and State databases
i. Office of Inspector General's List of Excluded Individuals/Entities (LEIE)
il. Excluded Parties List System/System Award Management (EPLS/SAM)
ii. Social Security Death Master File (SSDMF) (Effective 7/1/2017)
iv. DHCS Medi-Cal List of Suspended or Ineligible Providers (MCS&l List)

v. National Practitioner Data Bank (NPDB) (effective 10/1/2018 for licensed,
waivered, or registered clinical staff only)

e. Review of Live Scan results

i. Each potential SLOBHD employee will be scheduled for a Live Scan at a
County of San Luis Obispo Sherriff's Department location

ii. If Live Scan results indicate a history of criminal conviction, HA HR staff will
discuss options with SLOBHD Management Team and a decision about
whether to proceed or halt the hiring process will be made

iii. Upon receipt of clear results, employment processing will continue
f.  Verify identity

i. Collect copies of approved ID, most commonly a valid California Driver's
License and Social Security Card or Birth Certificate to confirm identity

g. Verify license/certification status (applies to licensed, waivered, registered, or
certified staff)

i. License verification will be obtained from a primary source, usually the
licensing/certifying board’s website
1. Proof of completion of any relevant medical residency and/or
specialty training
2. Satisfaction of any applicable continuing education requirements

ii. License/certification must be current and free of any restrictions or
limitations.
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h.

iii. If the database search identifies any Public Record Actions (disciplinary
actions, sanctions, convictions, judgements, liability claims, reprimands, etc.),
HA HR staff will notify the hiring manager and Compliance Officer for
investigation and successful resolution of the issue

Verify National Provider Identifier (NPI) and Taxonomy Code on the National Plan
and Provider Enumeration System (NPPES) website

Verify Drug Enforcement Administration (DEA) number (prescribing staff only)

If any of the searches result in a finding that could affect employment, HA HR
staff will discuss options with SLOBHD Management Team, who will decide
whether to proceed or halt the hiring process. Only after successful completion
of the above steps will the prospective employee receive a formal employment
offer. Problems identified in the screening process will be resolved prior to
employment

2. CBO staff:

a.

BH Contractor Compliance Certification form: Upon initiation and at each renewal
of contract, each CBO will attest to the completion of a certification process that
meets the requirements described in A(1) above and re-certification process as in
C below, except that Live Scan is only applicable to positions where required by
law

CBOs will not employ or contract with any ineligible individual as described above
and will provide evidence of a certification process that meets the requirements
above upon request by SLOBHD

Each licensed, registered, waivered and certified staff employed by or
subcontracted by a CBO will sign a SLOBHD-approved attestation as described
above in A(1)(b)(iii). The CBO will provide a copy of each attestation to SLOBHD

3. Individual Network Providers:
a. SLOBHD Managed Care staff will credential Network Providers prior to

C.

contracting utilizing National Committee for Quality Assurance (NCQA)
standards. Refer to Policy 10.10 Network Provider Credentialing for detail
Managed Care credentialing staff will complete the initial database searches and
the license verification in paragraph A(1)(a-c; e-h) above or will utilize a
credentialing agency to complete these steps prior completion of a contract
Current malpractice insurance

B. ENTRY INTO ELECTRONIC HEALTH RECORD (EHR) PRIOR TO ACCESS

1. When a staff member will have access to information contained in an EHR, the
Program Supervisor, hiring manager, or CBO manager will submit a Staff ID
Application to Service Desk on behalf of the prospective employee or contractor after
completion of step A, B, or C above.

2. Prior to the employee obtaining log in privileges, Service Desk staff will:
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a. Re-verify license/certification status (if applicable) by search of relevant primary
source database

b. Enter the license/certification number, type, and effective/expiration dates in the
EHR Staff Maintenance table. License/certification must be current and free of
any restrictions or limitations.

c. If the database search identifies any Public Record Actions (disciplinary actions,
convictions, judgements, reprimands, etc.), Service Desk staff will notify the hiring
manager and Compliance Officer for investigation and successful resolution of
the issue

d. Verify National Provider Identifier (NPI) and Taxonomy Code on the National Plan
and Provider Enumeration System (NPPES) website and will enter these values in
the EHR Staff Maintenance. If any discrepancies or errors are noted, Service Desk
staff will contact the Program Supervisor, hiring manager and Compliance Officer
for investigation and successful resolution of the issue.

e. Verify and enter Drug Enforcement Administration number (prescribing staff
only)

3. Only after successful completion of the above steps will the employee receive access
to the EHR to begin employment duties. Issues identified at this point in the
screening process will result in corrective action up to and including termination of
employment.

C. RECERTIFICATION

1. Ongoing checks and controls (See attachment A for a description of the
methodology)

a. HA HR staff will complete a monthly database check of the LEIE, NPPES,
EPLS/SAM, and MCS&I databases for the following individuals:

i. All active HA staff

ii. All users of an EHR (SLOBHD employees, Network Providers and Contractor
staff)

iii. Any vendor or person in the SAP enterprise financial system to whom the
County makes any payment.

b. If the monthly checks identify an individual on an excluded list, HA HR staff will
notify the hiring manager and Compliance Officer for investigation and successful
resolution of the issue. If exclusion is verified, the Compliance Officer will
promptly notify DHCS of the finding and the follow up actions taken by SLOBHD

i. The identified individual will be immediately locked out of the EHR and
reassigned to prevent provision of services pending resolution of the issue; if
the individual is an employee of an agency who utilizes the County EHR, that
agency's Compliance Officer will also be notified immediately.

ii. When applicable, the Compliance Officer will coordinate repayment to DHCS
of any paid claims made by the excluded provider

12.08 Staff Eligibility Verification and Provider Credentialing |BH| Page 4 of 8



12.08 Staff Eligibility Verification and Provider Credentialing Page 5 0of 8

C.

d.

iii. If the issue cannot be resolved, SLOBHD will implement appropriate action
up to and including termination of employment or contract
The SSDMF will be checked annually by a compliance program vendor and the
corrective action process will be as described immediately above
The HA Compliance Officer will coordinate routine monitoring activities to verify
that each CBO completes and documents monthly exclusion list checks for all
CBO staff not entered into the HER

2. License/certification checks

a.

b.

SLOBHD employees will receive a reminder notice from HA HR's Tracker system

when a license or certification is due to expire

The EHR will automatically prevent any individual with an expired license or

certification from claiming for services for which an active license or certification

is required

Prior to expiration of license/certification or upon any change in status (i.e., when

a registered Intern becomes licensed) SLOBHD staff will notify HA HR of the

renewal or status change of their license/certification

HA HR staff will verify license/certification status (if applicable) by search of

relevant database and will print confirmation for HR file

i. The License/certification must be current and free of any restrictions or
limitations

ii. If the database search identifies any Public Record Actions (disciplinary
actions, convictions, judgements, reprimands, etc.), HA HR staff will notify the
hiring manager and Compliance Officer for investigation and successful
resolution of the issue

HA HR staff will notify HA Service Desk staff of the renewal

HA Service Desk staff will independently verify the license or certification by

search of the relevant database and will update Staff Maintenance

HA Service Desk staff will verify National Provider Identifier (NPI) and Taxonomy

Code on the National Plan and Provider Enumeration System (NPPES) website

and will update these values in Staff Maintenance when needed

3. Attestation (applies to all staff who provide covered SMHS or DMC-ODS services)

a.

HA HR staff will obtain an initial attestation for all current employees, contracted
staff, and Network Providers that meets the standards identified in MHSUD IN 18-
019. See Attachment B.

Future hires will sign the attestation prior to employment or contracting
HA HR staff will obtain a renewal attestation at least every three years

4. HA HR staff will search the National Practitioner Data Bank (NPDB) to confirm that
no licensed, waivered, registered, or certified clinical staff are found on the
exclusion list.
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D. DISPUTES AND APPEALS

1. SLOBHD Personnel Decisions

a.

SLOBHD will develop a process for evaluating credentialing information and
making employment determinations based on the information obtained thereby
When SLOBHD elects not to hire a prospective employee or takes action to
terminate the employment of a staff member who is no longer eligible due to
information discovered in the credentialing or re-credentialing process, HA HR
will follow all current Civil Service Rules that govern employment terms

Affected staff will have an opportunity to provide evidence of eligibility and a
process for appealing employment determinations

2. CBOs

a.

Each CBO must develop a process for evaluating credentialing information and
making employment determinations based on the information obtained thereby
Each CBO will follow its established procedure for hiring and/or terminating staff
members who are ineligible to provide contracted services.

3. Network Providers

a.

Individual Network Providers will follow the dispute resolution process
established in SLOBH Policy & Procedure entitled Network Provider Panel
Membership and Credentialing

V. DOCUMENT HISTORY

Revision Date: | Section Revised: Details of Revision:

06/01/2018 All Reformatted, added attestation

06/08/2017 all Renamed and revised entire policy

04/29/2014 3 Changed from checking annually to monthly

10/29/2014 2 and attachment A | Added that contractors check lists monthly

10/10/2018 all Reformatted; added to references and
attachment B

10/15/2018 Added D Added C4 and D

8/10/2020 4 Added steps to initial certification for SLOBHD

employees and network providers (4Algi & 4A3c)

Prior Approval dates:

04/30/2009, 5/18/2012, 4/29/2014, 10/29/2014, 4/29/2014, 6/8/2017, 10/10/18

Approved by: Anne Robin, LMFT, Behavioral Health Administrator Date
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Attachment A
Memo Description of Monitoring and Verification Methodologies

1. Check of State and Federal LEIE Lists and SAM Database
SLOBHD has developed an electronic database check system that compares several
databases. This system is used monthly to conduct mandatory checks of individuals and
entities against the above system after the state and federal government has updated the
databases (Generally around the 10th of each month), but no later than the final calendar
day of the month. In addition to conducting monthly checks, the system has an interface
for checks of individuals prior to employment. The system has monitoring tools to record
the action, date and individual who did the check

Monthly, HA HR staff manually uploads three government databases to this system. These
are the Federal LEIE database, the CA. State LEIE database, and the SAM. In addition, the
system automatically uploads Health Agency information from three County databases.
These include the entire electronic employee database (Tracker), all providers in the BH
EHR, and all Health Agency vendors in the County's accounts payable system (SAP).

The LEIE check system invokes an algorithm that compares the employees, providers and
vendors against the LEIE and SAM databases, then makes recommendations to research
potential matches. The HA HR staff research potential matches of Health Agency
employees, while the Service Desk Staff researches potential provider and vendor matches.

2. Check of NPPES Database
SLOBH has developed a database check system that compares all SLOBH employees who
have NPl numbers against the NPPES database. The system monthly uploads the NPPES
database and compares NPl number and taxonomy against the employee name in the HA
HR system and the employee name in the NPPES system. The system flags and
recommends research on any NPl matches which have different names or taxonomy
numbers between the two databases. HA HR performs the NPPES database check prior to
hire, and monthly, on a schedule similar to the LEIE system checks.

3. Check of Social Security Master Death File (SSMDF)
SLOBH contracts with a third-party vendor that specializes in checking the SSMDF. The
Health Agency sends an employee file to the vendor annually and the vendor checks the
employee file against the SSMFD. A check of the complete Health Agency employee file is
done annually. In addition, HA HR uses the vendor’'s web portal to check all individuals
prior to employment. The third-party vendor is a generally recognized vendor in exclusion
and sanction checks.
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Attachment B: Sample Attestation

ATTESTATION

Please review the items below and mark your response. Explain any items marked with an

asterisks (*) on a separate page.

Obispo Health Agency's Code of Conduct and Professional Ethics?

Do you have any limitations or inabilities that would affect your ability to [ Yes* No
perform any of the position's essential functions (with or without

Has a licensing board or certifying entity in any state ever revoked, [] Yes* No
limited, restricted, suspended, placed on probation/conditional status, or

taken other disciplinary action against you/your health care-related

Have you ever voluntarily surrendered a health care-related professional [] Yes* No
Has a health care-related professional society, hospital, or other facility [ Yes* No
ever denied, cancelled, or revoked your membership or privileges?

Are you currently or have you ever been listed on Office of Inspector [] Yes* No
General's List of Excluded Individuals/Entities (LEIE), Excluded Parties List

System/System Award Management (EPLS/SAM), or DHCS Medi-Cal List of

Suspended or Ineligible Providers (MCS&lI List)?

Have you ever been convicted of a felony? [ Yes* No
Do you currently use drugs or alcohol in a manner that would affect your [] Yes* No
ability to perform any of the position’'s essential functions?

Are you aware of and do you agree to follow the County of San Luis [ Yes No*
Obispo Health Agency's Drug Free Work Place Policy?

Are you aware of and do you agree to follow the County of San Luis [] Yes No*

| hereby attest that the above information is true and correct to the best of my knowledge.
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ATTACHMENT A
COUNTY OF SAN LUIS OBISPO
HEALTH AGENCY

BEHAVIORAL HEALTH DEPARTMENT

Michael Hill, Health Agency Director
Anne Robin, LMFT Behavioral Health Director

ATTESTATION
Please review the items below and mark your response. Explain any items marked with an asterisks (*)
on a separate page.

Do you have any limitations or inabilities that would affect your ability to perform |1 Yes* [J No
any of the position’s essential functions (with or without accommodations)?
Has a licensing board or certifying entity in any state ever revoked, limited, 1 Yes* [J No
restricted, suspended, placed on probation/conditional status, or taken other
disciplinary action against you/your health care-related license/certification?
Have you ever voluntarily surrendered a health care-related professional license |1 Yes* [J No
Has a health care-related professional society, hospital, or other facility ever 1 Yes* [J No
denied, cancelled, or revoked your membership or privileges?
Are you currently or have you ever been listed on Office of Inspector General's 1 Yes* [] No
List of Excluded Individuals/Entities (LEIE), Excluded Parties List System/System
Award Management (EPLS/SAM), or DHCS Medi-Cal List of Suspended or
Ineligible Providers (MCS&I List)?

Have you ever been convicted of a felony? (1 Yes* [] No

Do you currently use drugs or alcohol in a manner that would affect your ability [J Yes* [J No
to perform any of the position’s essential functions?

Are you aware of and do you agree to follow the County of San Luis Obispo (1 Yes [ No*
Health Agency's Drug Free Workplace Policy?

Are you aware of and do you agree to follow the County of San Luis Obispo [l Yes [ No*

Health Agency's Code of Conduct and Professional Ethics?

| hereby attest that the above information is true and correct to the best of my knowledge.

Signature: Date:

Printed Name;

The Health Agency complies with Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, sex or any other protected class

County of San Luis Obispo Health Agency
2180 Johnson Avenue | San Luis Obispo, CA 93401 | (P) 805-781-4719 | (F) 805-781-1273
info@slocounty.ca.gov | slocounty.ca.gov
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State of California—Health and Human Services Agency
Department of Health Care Services

JENNIFER KENT ATTACHMENT B EDMUND G. BROWN JR.
DIRECTOR GOVERNOR
DATE: April 24, 2018

MHSUDS INFORMATION NOTICE NO.: 18-019

TO: COUNTY BEHAVIORAL HEALTH DIRECTORS
COUNTY DRUG & ALCOHOL ADMINISTRATORS
COUNTY BEHAVIORAL HEALTH DIRECTORS ASSOCIATION OF
CALIFORNIA
CALIFORNIA COUNCIL OF COMMUNITY BEHAVIORAL HEALTH
AGENCIES
COALITION OF ALCOHOL AND DRUG ASSOCIATIONS
CALIFORNIA ASSOCIATION OF ALCOHOL & DRUG PROGRAM
EXECUTIVES, INC.
CALIFORNIA ALLIANCE OF CHILD AND FAMILY SERVICES
CALIFORNIA OPIOID MAINTENANCE PROVIDERS

SUBJECT: PROVIDER CREDENTIALING AND RE-CREDENTIALING FOR MENTAL
HEALTH PLANS (MHPs) AND DRUG MEDI-CAL ORGANIZED
DELIVERY SYSTEM (DMC-ODS) PILOT COUNTIES

PURPOSE

The purpose of this Mental Health and Substance Use Disorders Services Information
Notice (IN) is to inform county Mental Health Plans (MHPs) and Drug Medi-Cal
Organized Delivery Systems (DMC-ODS) pilot counties, herein referred to as Plans
unless otherwise specified, of the Department of Health Care Services’ (DHCS)
statewide uniform provider credentialing and re-credentialing requirements, established
pursuant to Title 42 of the Code of Federal Regulations, Part 438.214.

BACKGROUND

On May 6, 2016, the Centers for Medicare and Medicaid Services (CMS) published the
Medicaid and Children’s Health Insurance Program Managed Care Final Rule
(Managed Care Final Rule), which aimed to align Medicaid managed care regulations
with requirements of other major sources of coverage. County MHPs and DMC-ODS
pilot counties are considered Prepaid Inpatient Health Plans, and must therefore comply
with federal managed care requirements (with some exceptions).

This IN also includes policy changes DHCS has made for compliance with the Parity in
Mental Health and Substance Use Disorder Services Final Rule (Parity Rule).

Mental Health & Substance Use Disorder Services
1501 Capitol Avenue, MS 4000, P.O. Box 997413
Sacramento, CA 95899-7413
Phone: (916) 440-7800 Fax: (916) 319-8219
Internet Address: www.dhcs.ca.gov
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On March 30, 2016, CMS issued the Parity Rule in the Federal Register (81.Fed.Reg.
18390) to strengthen access to mental health and substance use disorder services for
Medicaid beneficiaries. The Parity Rule aligned certain protections required of
commercial health plans under the Mental Health Parity and Addiction Equity Act of
2008 to the Medicaid program.

The Managed Care Final Rule? requires the State to establish a uniform credentialing
and re-credentialing policy that addresses behavioral health and substance use disorder
services providers.

The credentialing process is one component of the comprehensive quality improvement
system included in all Plan contracts. The credentialing process may include
registration, certification, licensure, and/or professional association membership.
Credentialing ensures that providers are licensed, registered, waivered, and/or certified
as required by state and federal law.

REQUIREMENTS

Plans must ensure that each of its network providers is qualified in accordance with
current legal, professional, and technical standards, and is appropriately licensed,
registered, waivered, and/or certified.? These providers must be in good standing with
the Medicaid/Medi-Cal programs. Any provider excluded from participation in Federal
health care programs, including Medicare or Medicaid/Medi-Cal, may not participate in
any Plan’s provider network. For the purposes of this IN, network providers include
county-owned and operated providers (i.e., MHP employees) and contracted
organizational providers, provider groups, and individual practitioners.

The uniform credentialing and re-credentialing requirements in this IN apply to all
licensed, waivered, or registered mental health providers and licensed substance use
disorder services providers® employed by or contracting with the Plan to deliver
Medi-Cal covered services. Effective immediately, Plans must implement and maintain
written policies and procedures for the initial credentialing and re-credentialing of their
providers in accordance with the policy outlined in this IN.

142 C.F.R. 8438.214

2 State Plan, Section 3, Supplement 3 to Attachment 3.1-A,

3 Applicable provider types include licensed, registered, or waivered mental health providers, licensed
practitioners of healing arts, and registered or certified Alcohol or Other Drug counselors.
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CREDENTIALING POLICY

For all licensed, waivered, registered and/or certified providers#, the Plan must verify
and document the following items through a primary source,® as applicable. The listed
requirements are not applicable to all provider types. When applicable to the provider
type, the information must be verified by the Plan unless the Plan can demonstrate the
required information has been previously verified by the applicable licensing,
certification and/or registration board.

1. The appropriate license and/or board certification or registration, as required for
the particular provider type;

2. Evidence of graduation or completion of any required education, as required for
the particular provider type;

3. Proof of completion of any relevant medical residency and/or specialty training,
as required for the particular provider type; and

4. Satisfaction of any applicable continuing education requirements, as required for
the particular provider type.

In addition, Plans must verify and document the following information from each network
provider, as applicable, but need not verify this information through a primary source:

Work history;

Hospital and clinic privileges in good standing;

History of any suspension or curtailment of hospital and clinic privileges;

Current Drug Enforcement Administration identification number;

National Provider Identifier number;

Current malpractice insurance in an adequate amount, as required for the

particular provider type;

7. History of liability claims against the provider;

Provider information, if any, entered in the National Practitioner Data Bank, when

applicable. See https://www.npdb.hrsa.gov/;

9. History of sanctions from participating in Medicare and/or Medicaid/Medi-Cal:
providers terminated from either Medicare or Medi-Cal, or on the Suspended and
Ineligible Provider List, may not participate in the Plan’s provider network. This
list is available at: http:/files.medi-cal.ca.gov/pubsdoco/SandiLanding.asp; and

10. History of sanctions or limitations on the provider’s license issued by any state’s

agencies or licensing boards.

QAN E

o

4 For SUD, providers delivering covered services are defined in Title 22 of the California Code of
Regulations, Section 51051.

S“Primary source” refers to an entity, such as a state licensing agency, with legal responsibility for
originating a document and ensuring the accuracy of the document’s information.
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Attestation

For all network providers who deliver covered services, each provider’s application to
contract with the Plan must include a signed and dated statement attesting to the
following:

1. Any limitations or inabilities that affect the provider’s ability to perform any of the
position’s essential functions, with or without accommodation®;

A history of loss of license or felony conviction;’

A history of loss or limitation of privileges or disciplinary activity;

A lack of present illegal drug use; and

The application’s accuracy and completeness.

abrwn

Provider Re-credentialing

DHCS requires each Plan to verify and document at a minimum every three years that
each network provider that delivers covered services continues to possess valid
credentials, including verification of each of the credentialing requirements listed above.
The Plan must require each provider to submit any updated information needed to
complete the re-credentialing process, as well as a new signed attestation. In addition to
the initial credentialing requirements, re-credentialing should include documentation that
the Plan has considered information from other sources pertinent to the credentialing
process, such as quality improvement activities, beneficiary grievances, and medical
record reviews.

Provider Credentialing and Re-credentialing Procedures

A Plan may delegate its authority to perform credentialing reviews to a professional
credentialing verification organization; nonetheless, the Plan remains contractually
responsible for the completeness and accuracy of these activities. If the Plan delegates
credential verification activities to a subcontractor, it shall establish a formal and
detailed agreement with the entity performing those activities. To ensure accountability
for these activities, the Plan must establish a system that:

e Evaluates the subcontractor’s ability to perform these activities and includes an
initial review to assure that the subcontractor has the administrative capacity,
task experience, and budgetary resources to fulfill its responsibilities;

e Ensures that the subcontractor meets the Plan’s and DHCS’ standards; and

6 These attestation requirements comply with requirements of the Americans with Disabilities Act, 42
U.S.C. 88 12101 et seq.

7 A felony conviction does not automatically exclude a provider from participation in the Plan’s network.
However, in accordance with 42 C.F.R. §8 438.214(d), 438.610(a) and (b), and 438.808(b), Plans may
not employ or contract with individuals excluded from participation in Federal health care programs under
either Section 1128 or Section 1128A of the Social Security Act.
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e Continuously monitors, evaluates, and approves the delegated functions.

Plans are responsible for ensuring that their delegates comply with all applicable state
and federal law and regulations and other contract requirements as well as DHCS
guidance, including applicable INs.

Each Plan must maintain a system for reporting serious quality deficiencies that result in
suspension or termination of a provider to DHCS, and other authorities as appropriate.
Each Plan must maintain policies and procedures for disciplinary actions, including
reducing, suspending, or terminating a provider's privileges. Plans must implement and
maintain a process by which providers may appeal credentialing decisions, including
decisions to deny a provider’s credentialing application, or suspend or terminate a
provider’'s previously approved credentialing approval.

If you have any questions regarding this IN, please contact the Mental Health Services
Division at (916) 322-7445 or MHSDFinalRule@dhcs.ca.gov or the Substance Use
Disorder Program, Policy and Fiscal Division at (916) 327-8608 or
DMCODSWaiver@dhcs.ca.gov.

Sincerely,
Original signed by

Brenda Grealish, Acting Deputy Director
Mental Health & Substance Use Disorder Services
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12.09 Practitioner Information Disclosure

. PURPOSE

II. POLICY

San Luis Obispo Mental Health Services requires that certain health care practitioner disclose
the following information to clients effective January 2011:

= Name of practitioner and license type
= Highest level of academic degree
» Board certification, if applicable

[ll. REFERENCE(S)

e Assembly Bill (AB) 583
e Business and Professions Code, Section 680.5
e Health and Safety Code, Section 1250

IV. PROCEDURE
A. The law requires that:

1. Eligible practitioners (including Network Providers and CBOs) prominently display
appropriate notification for clients in at least 24-point type in their office. See the
attached Sample Notification.

2. Practitioners who see clients in the field (e.g. IMD, school site, etc.) must display the
same information in a name tag in at least 18-point type.

3. This law applies to all disciplines listed below regardless of whether direct service is
provided to a client:

Medical Doctors/Psychiatrists
Osteopathic Physicians and Surgeons
Licensed Occupational Therapists
Licensed Psychiatric Technicians
Licensed Psychologists

Licensed Vocation Nurses

Registered Nurses

@ o000 T

B. This law does not apply to Licensed Marriage and Family Therapists or Licensed Clinical
Social Workers.
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C. This law applies to all settings listed below:

1. Outpatient Clinic

2. Satellite Clinic (Morro Bay)
3. Board and Care Facility

D. This law does not apply to Psychiatric Health Facilities, Juvenile Services, or Jail.

E. Questions regarding this requirement may be directed to the Department of Behavioral
Health Office of Compliance (909) 382-3127.

V. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:
06/17/2011 Adopted
11/16/2015 All Reviewed and modified to new policy format
09/04/2018 All Reformatted

Prior Approval dates:

Signature on file

11/06/2015

Approved by: ‘ Anne, Robin, LMFT Behavioral Health Administrator Date
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Effective Date: 12/08/2014
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. PURPOSE

12.11 Verification of Services

To clarify the process by which San Luis Obispo County Behavioral Health Department (SLOBHD)
will verify that clients receive the services that are billed on their behalf.

II. SCOPE

This policy and procedure apply to all services delivered by SLOBHD staff at clinic locations,
contractors and to all services delivered by Network Provider panel members.

[ll. POLICY

In keeping with Federal law and the SLOBHD contract with DHCS, SLOBHD Services will verify
that clients received the services that are billed on their behalf.

IV. REFERENCE(S)

e Code of Federal Regulations, Title 42, 8§ 455.20 and § 433.116
e SLO Behavioral Health Department (SLOBHD) contract with the Department of Health
Care Services (DHCS), Exhibit A, Attachment |, 18 F

V. PROCEDURE

A. Encounters at a clinic site or contractors (scheduled, routine or crisis)

B. Health Information Program Manager or designee will complete the following steps each

guarter:

1. Run the SLO Service Verification Letter (My Office) report in SmartCare

2. Print and mail to the client and/or legal representative

3. Maintain a log documenting the completion of these tasks (including fiscal
year/quarter/ employee name/number of letters sent/date letters sent)

VI. APPENDIX

A. Sample service verification letter sent to clients.

VII. REVISION HISTORY

Revision Date: Section(s) Details of Revision:

Revised:
12/08/2014 Adopted
09/04/2018 All Formatting
11/14/2025 Scope/Procedure | Revised with new process for verification of services.
Signature on file 11/24/2025
Approved by: ‘ Star Graber, PhD, LMFT, Behavioral Health Administrator Date
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13.03 Protective Order Handling

I. PURPOSE

To provide a comprehensive procedure to direct the process for receiving, reviewing, and
storing protective orders received by San Luis Obispo County Behavioral Health Department
(SLOBHD) staff to ensure only allowed disclosures of a client's protected health information
occur and to implement requirements resulting from Assembly Bill 2275.

[I. POLICY

All SLOBHD Medical Records are considered Protected Health Information (PHI), including
client demographic and scheduling information. All PHI is maintained in a secure manner and
only released when allowable under state and federal law.

Ill. REFERENCE(S)
e Family Code Section 6323.5
e Senate Bill 24

IV. PROCEDURE

When a parent or guardian provides Behavioral Health with an ex parte order restraining a

party from accessing records or information, or a copy of an order with a provision specified to

an essential care provider or discretionary organization or both, the following will occur:

1. Order will be received by Behavioral Health (BH) and given to BH Health Information
Supervisor or Health Information Technician (HIT).

a. Order will be reviewed and sent to San Luis Obispo County Counsel for review and
guidance.

2. The party that submits the copy of the order shall be provided with a receipt (see
Attachment A) indicating date and time of submission and the name of the person to
whom the copy was submitted. A copy of this receipt will be scanned into the electronic
health record (EHR).

3. Once validated, order will be scanned into the EHR, and a Safety Risk Flag will be entered by
BH Health Information Supervisor or site HIT.

a. This alert documentation should be specific to what the order is indicating.

i. Flag Level should be set at “Warning,” the Note should include name of protected
person and/or restrained person, plus clear details regarding order. Examples may
include protected distance, access to record, and other safety risks outlined in
order.

ii. Display Date should be date order received and Due Date the expiration of the
order. The assigned user should be the site HIT.

iii. If clientis closed prior to order end date the assigned user should be switched to
the Health Information Supervisor.

iv. When an order expires, if not extended for a new court hearing, the flag is ended,
not deleted to preserve the record of the protective order as a reportable log.
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4. BH Health Information Supervisor or site HIT will:

a. Email all treatment members on the case, including contractor staff, site supervisor, site
clerical staff, billing & fiscal and division manager to inform them of the order and
individual who may not access any of the client's health care information.

i. Billing & fiscal email group: SB24-BH-Notification@co.slo.ca.us
ii. All other staff to be notified must be keyed and is not part of the above email group.

b. Review current authorizations and rescind/revoke a(an) authorization allowing
disclosures to the subject of the protective order.

c. Check for additional individuals listed in the order if they are in SmartCare to add Safety
Risk flags.

i. This will include clients that are the restrained party, to ensure program staff can
see if they have clients who should not be in the same location at the same time.
5. All staff will need to verify that there is no current protective order on the log before any
verbal or written disclosures are made.
6. Behavioral Health or discretionary service organization shall not disclose information or
records pertaining to the child to the restrained party during the term of the order.
V. REVISION HISTORY
Revision Date: Section(s) Details of Revision:
Revised:
01/11/2023 All Adopted
01/12/2026 Procedure Updated guidance for staff

Prior Approval dates:

E-Signature on file

01/22/2026

Approved by: ‘ Star Graber, PhD, LMFT Behavioral Health Administrator Date
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COUNTY OF SAN LUIS OBISPO
HEALTH AGENCY
BEHAVIORAL HEALTH DEPARTMENT

Nicholas Drews, Health Agency Director
Star Graber, Phd, LMFT Behavioral Health Director

Confirmation of Receipt of Protective Order

Date

Name of County Behavioral Health staff receiving the order:

Date order was received:

All protective orders received by County Behavioral Health staff will be given to County Counsel to
review and validate. Information and records pertaining to the subject of the restraining order will not
be released to the identified restrained party before County Counsel has concluded their review of the

order or during the term of a validated protected order.

All questions may be directed to:
County of San Luis Obispo Behavioral Health Department's Central Health Information:

(805)781-4724

CONFIDENTIAL PATIENT INFORMATION - NOT TO BE FORWARDED
This information has been disclosed to you from records that are confidential and protected by state confidentiality law that protects mental health records (See California Welfare and Institutions Code Section
5328). Information subject to release in accordance with Federal Privacy Act of 1974 (Public Law 93-597). This information has been disclosed to you from records protected by Federal confidentiality rules (42
CFR, Part 2, Section 2.32). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it
pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of the information
to criminally investigate or prosecute any alcohol or drug abuse patient. Total pages included:

The Health Agency complies with Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, sex or any other protected class

County of San Luis Obispo Health Agency
2180 Johnson Avenue | San Luis Obispo, CA 93401 | (P) 805-781-4719 | (F) 805-781-1273
slobehavioralhealth.org | slocounty.ca.gov




COUNTY OF SAN LUIS OBISPO
HEALTH AGENCY
BEHAVIORAL HEALTH DEPARTMENT

Nicholas Drews, Health Agency Director
Star Graber, Phd, LMFT Behavioral Health Director

Confirmacion de Recibo de Orden de Proteccion

Fecha

Nombre del personal del Departamento de Salud & Bienestar que recibe la orden:

Fecha en que se recibi6 el pedido:

Todas las 6rdenes de proteccion recibidas por el personal del Departamento de Salud & Bienestar del
condado se entregaran al abogado del condado para que las revise y valide. La informacion y los
registros relacionados con el tema de la orden de restriccidon no se divulgaran a la parte restringida
identificada antes de que el abogado del condado haya concluido su revisiéon de la orden o durante el

término de una orden protegida validada.

Todas las preguntas pueden ser dirigidas a:

Condado de San Luis Obispo Infomacion Central de Salud del Departamento de Salud & Bienestar:
(805) 781-4724

CONFIDENTIAL PATIENT INFORMATION - NOT TO BE FORWARDED
This information has been disclosed to you from records that are confidential and protected by state confidentiality law that protects mental health records (See California Welfare and Institutions Code Section
5328). Information subject to release in accordance with Federal Privacy Act of 1974 (Public Law 93-597). This information has been disclosed to you from records protected by Federal confidentiality rules (42
CFR, Part 2, Section 2.32). The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it
pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of the information
to criminally investigate or prosecute any alcohol or drug abuse patient. Total pages included:

The Health Agency complies with Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, sex or any other protected class

County of San Luis Obispo Health Agency
2180 Johnson Avenue | San Luis Obispo, CA 93401 | (P) 805-781-4719 | (F) 805-781-1273
slobehavioralhealth.org | slocounty.ca.gov
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13.04 Minor Consent

. PURPOSE

To provide guidance regarding when a minor client may consent to their own behavioral health
services.

II. POLICY

There are multiple laws that allow minors to consent for treatment on their own signature. Both
require the therapist to involve the parent in treatment unless the therapist determines that
parental involvement is inappropriate. Clearly document the decision and any efforts to involve
the parent in progress notes. If parental involvement is inappropriate, staff will not obtain the
parent's/legally responsible person’'s signature on the consent for treatment. Program
Supervisor approval is required for minor consent services.

[ll. REFERENCE(S)

e Family Code §6929 (b&c) and §6924
e Health & Safety Code §124260
e Welfare & Institutions Code 85585

IV. PROCEDURE

A. Minor consent is limited to outpatient services and excludes psychotropic medication,
ECT or psychosurgery.

B. When a minor could have consented for his or her own services, but did not, discuss the
risks and benefits of treatment with the minor and the parent and then obtain both the
minor's and the parent's/legally responsible person’'s signature on the Consent for
Treatment.

C. When a minor consents for his or her own services, the record must document:

1. An explicit statement that the professional person believes the minor is mature
enough to participate intelligently in outpatient services.

a. Note: This step is required for behavioral health services under Family Code
86924. This determination is not required for a minor to consent to substance
use disorder treatment services under Family Code 86929 but may be
documented for such clients anyway if the client is mature enough to participate
intelligently.

2. The attempts to involve the parent and the outcome of the attempts, or the reasons
why the provider thinks it would be inappropriate to involve the parent in the minor’s
treatment.

3. For substance use disorder treatment under §6929, a statement that behavioral
health services are needed to address needs related to the diagnosis and treatment
of a substance use disorder.
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D. When a minor consents (or could have consented) for their own services, the minor

controls access to the record and must sign all releases of information prior to third party
disclosure (excludes mandated reporting and “must” disclosures).
When a minor could have consented for their own services, but did not, usually the best
choice is to discuss potential third party disclosures with the minor and the parent, and
then obtain both the minor’'s and the parent's/legally responsible person’s signatures on
the release of information and access request.
When a minor consents for their own services, the minor's written authorization is
required before disclosing outpatient treatment information to a parent. Involving
parents in treatment will necessitate sharing certain otherwise confidential information;
however, having them participate does not mean parents have a right to access all
confidential records. Providers should honor the minor’'s right to confidentiality to the
extent possible while still involving parents in treatment - disclose the minimum
necessary to accomplish the treatment purpose.

1. If the client presents as a danger to self, others or as a gravely disabled minor, W&l
85585 requires information to be shared with a parent or legal guardian.

2. When a minor (age = 12 but not mature enough to consent for treatment
independently) objects to a parent’'s request for disclosure to a third party, the record
must document:

a. The specific behaviors/symptoms that support the professional person’s opinion
that, as a result of his/her illness, lack of maturity, or other related factors, the
minor lacks the maturity necessary to consent to treatment intelligently.

Any attempts to obtain the minor’s signature on the Release of Information.

c. The reason the professional person intends to disclose the information despite
the minor’'s continued objection.

o Example: “Client's ongoing depression, thought disturbance and unrealistic
beliefs about their ability to care for themself make them incapable of
making intelligent, independent treatment choices. Their parent signed a
release of information to provider X — the client objects and is unwilling to
discuss the disclosure rationally. The disclosure is needed to coordinate
appropriate treatment and will be made at the parent's request because
the minor does not qualify for minor consent under the circumstances.

G. See Appendix A: Explaining Confidentiality to Minors

V. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:
8/22/2025 All Adopted
1/12/2026 IvV.C Updated to align with Family Code 6924

Prior Approval dates:

E-Signature on file

01/22/2026

Approved by:

‘ Star Graber, PhD, LMFT Behavioral Health Administrator
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Appendix A - Explaining Confidentiality to Minors

Here is some suggested language to support staff in discussing their health record and confidentiality
with clients:

| want to talk to you about the word confidential and what it means when you come to see me. The
word confidential means that when you share something with me, | cannot tell other people unless the
law says | have to, because it is your private information. This is a safe place to talk about your feelings,
thoughts, experiences, family, or anything you want to talk about or need help with, and | want you to
feel comfortable talking to me. A lot of the things we talk about will be confidential, so they will just be
between me and you, but there are some things that are treated differently, which means that | would
need to tell another adult.

One of those times that | would need to share with another adult is if it's about safety, because your
safety is really important to me. For example, if you tell me that someone is hurting you, | am going to
be so thankful that you told me and | am going to talk to another adult so we can make a plan to keep
you safe. Or if you tell me that you want to hurt yourself or somebody else, again | will be so happy that
you shared with me, and | will need to talk to another adult to make a plan to help keep you or others
safe. Does that make sense? Do you have any questions about what I've told you so far?

| also want to tell you about what we call records. When you come into the office to see me, | will take
notes because everything you say is really important to me and | don’'t want to forget. After you leave
the office | put the notes into the computer to keep them safe. When they are in the computer
sometimes there are other people who work here who can see them too so that if they need to help
me or you with something they are prepared. (Only for Foster Youth: It's important for you to know that
even if your foster parent works here, they are not allowed to go into your notes, but if you are working
with them here too, then they may be the ones putting your notes into the computer.) Those notes are
called records. | can write the notes by myself, but | wanted to let you know that we can talk about what
goes in the notes together if you want, so that you feel comfortable knowing what they say or don't say.
| also want you to know that we might get to talk about a lot of things together, but not everything we
talk about will go in the notes. | want to keep most things you tell me confidential, or private, and so |
will remember a lot of it, and only need to write down things that | teach you or things that you are
practicing, like learning new feeling words and what to do with big feelings, different ways to calm down,
or how to solve problems or conflicts with family or friends. Do you have any questions about what
type of things will go in the notes, and what type of things | will remember that | don't need to put in
the notes?

Sometimes your family may want to see the notes so they know what we are working on together, |
want to make sure you understand what they are allowed to see and what they are not allowed to see.
Sometimes kids will tell me that's it's ok if their parent or guardian sees the notes, and sometimes kids
will tell me they are worried about someone seeing the notes, so if you ever have a question about
what you share with me it's always ok to ask me. Do you think you would be comfortable asking me
questions about your notes? We talked about the word confidential and the word records. | know it was
a lot of information. Do you have any questions for me?
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13.05 Medical Records Security

. PURPOSE

II. POLICY

All San Luis Obispo County Behavioral Health Department (SLOBHD) Medical Records are
considered Protected Health Information (PHI). All PHI is maintained in a secure manner. This
security includes physical security, security from incidental or accidental access or viewing and
security from inappropriate release of information. Note: For all Information Security Policies
(e.g. Password Protection, Virus Policy, etc.) please refer to the Countywide Information
Security Program located at

MySLO>Employee Information>Information Security Program

ll. REFERENCE(S)

e California Welfare and Institutions Code Section 5328 and the State of California
contract with the Mental Health Plan, Exhibit D, Section 6, and 45CFR Section 160 and
164 (Federal HIPAA Regulations)

IV. PROCEDURE

A. Storage:

1. Each site, which stores Medical Records, is required to establish a secure medical

records storage room.

The medical records storage room is a lockable, secured area.

3. The assigned Medical Records Technician (MRT) is responsible for maintaining the
security and integrity of the medical records contained within the storage room.

4. No unauthorized person are allowed to enter the medical records storage room.

5. Medical records security within the medical records room is accomplished by using
lockable filing cabinets, shelves or other storage devices, which require a key
separate from that of the key opening the medical records storage room.

n

B. Access:

1. Only authorized personnel have access to the Medical Records Storage Rooms and
lockable storage cabinets.

2. The following sign is posted at the entrance to each Medical Records Storage Room:
Authorized Personnel Only. Request for Records must be made through the Medical
Record Department.

3. The Medical Records Supervisor, in consultation with the Compliance Officer, and
the HIPAA Privacy Officer, establish standards of justification for access.

13.05 Medical Records Security |BH| Page 1 of 4



13.05 Medical Records Security Page 2 of 4

4.

5.

At each site, a list of Authorized Persons, including Medical Records Technicians, or
other individuals required to have access the PHI, will be established in consultation
between the Program supervisor, the Medical Records Supervisor, the Compliance
Officer, and the HIPAA Privacy officer.

The list of Authorized Personnel with access is posted at the entrance of each
Medical Records Storage Room. A copy of the Authorized List is included in each
site-specific Policy and Procedure Manuel.

Regardless of access privilege, access to the medical records room or storage
cabinets is granted on a on a need-to-know basis only.

C. Key Control:

1.

Each site establishes a system of key control for both the medical records storage
room and the medical records storage cabinets.

A site-specific system is developed establishing the personnel assigned to ensure
the security of medical records on a daily basis.

A procedure is developed to ensure emergency or after-hours access to medical
records at each clinic site.

Site-specific procedures regarding key control and emergency access are
communicated to the Medical Records Supervisor, the Division Manager and the
Compliance Officer.

D. Medical Records Control;

1.

2.

The control of and accountability of medical records (PHI) are the primary
responsibility of the site Medical Records Technician.

Medical records security is also shared by each individual who has contact with the
medical record or other PHI, whether clinician, auditor, administrator, transporter,
other employees or contractors who have contact with the medical record in the
line of their duties.

E. Medical Records Check-Out

1.

To facilitate medical records control, each site initiates a standardized medical
records

check out system. The check out system requires the MRT, or other authorized
personnel within the medical records storage room, to retrieve charts from the
medical records storage cabinets at the request of clinical, auditing or other
approved personnel.

No chart leaves the medical records storage area without the signature of the staff
requesting the chart.

F. Medical Records Return:

1. All medical record is required to be returned before the end of the business day

2.

Upon return of the chart to the medical records storage room, the record is
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5.

returned to the medical records file cabinet and the out-guide card removed
indicating the medical record has returned to the responsibility of the MRT or other
authorized personnel.

At each clinic site, a system for secure return of charts, after hours, is established.
The Medical Records Supervisor and the Compliance Officer approve this
procedure.

At each clinic site, a system for secure overnight retention of groups of charts, which
is required by a specific clinician in the next working day is developed and
implemented as required within each Medical Records Storage Room.

No chart is left unsecured at the end of the business day.

G. Chart Pre-Request Procedure:

1.

6.
7.

At each clinic site, a standard system for clinicians to request charts for the following
business day, or any day in the future, is implemented with appropriate timelines to
allow for MRT or other authorized personnel to collect and prepare those charts for
clinical use on the following required day.

Chart requisition form is completed by the clinician at least 24 hours in advance of
needing the chart. (See Attachment A, Medical Records Check-out form)

The MRT or other authorized personnel initials the requisition form.

The form is given to the MRT or other authorized personnel to process/pull the
charts.

The MRT or other authorized personnel places an out card with the clinician’s name
and date in the hanging file. The clinician comes and retrieves the charts requested.
ALL charts are returned no later than the end of business to the site’s Medical
Record Department.

No charts are kept overnight in staff's offices.

Returned charts are re-shelved by the MRT or authorized staff.

H. Emergency Chart Access

1.

At each clinic site a procedure is established to allow clinicians access to charts for
emergency or urgent conditions.

Only persons authorized to access the Medical Records Room and Cabinets facilitate
emergency chart access.

I. After-Hour Requests:

1.

The after-hour requests use the chart requisition form at least (24) hours in
advance.

Charts are either doubled locked by the clinical staff or deposited in the drop box in
the medical records office.

No charts are left unsecured at any time

#Ht#
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V. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:

04/30/2009 Adopted

09/04/2018 All Formatting

Prior Approval dates:

Signature on file 04/30/2009
Approved by: ‘ Behavioral Health Administrator (KB) Date
ATTACHMENT A
Clinician’s Name: Date chartis | Initials of MRT/staff receiving | Chart Destination?
Today's Date: needed? the request: (e.g. P-Sup, MD, to be Filed)
Client Name

| have received the charts listed above:

Staff signature
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13.07 Transport of Protected Health Information

. PURPOSE

To ensure that client Protected Health Information (PHI) is secure when transported and to
give inpatient and outpatient staff direction on safely transporting PHI.

II. POLICY

When PHI is transported, staff will maintain control of the PHI to ensure security and
confidentiality of those records.

In case of a loss of records (paper or electronic) or documents containing PHI, staff
immediately notifies all of the following, even if the loss occurs during non-business hours,
weekends or holidays:

o The Compliance Officer (781-4788)
« Health Agency Information Technology (IT) (788-2800) (electronic PHI)
« Health Agency Health Information Privacy and Security Policy

ll. REFERENCE(S)

State of California contract with the Mental Health Plan, Exhibit D, Section 6, 45
CFR Section 160 and 164 (Federal HIPAA Regulations)

42 CFR Part 2, Section 2.32

California Welfare and Institutions Code Section 5328

IV. PROCEDURE
A. Transporting Records by Courier

1. Medical records are transported directly from one location to another via
courier in a locked, opaque pouch.

2. The combinations for the pouches are maintained by the receptionist at each
Behavioral Health location.

3. Medical records are kept safe from the elements and unauthorized persons.

B. Transporting PHI by staff
1. Records or documents that contain PHI will be placed in a closed envelope and

will be in the possession of and within the control of the staff transporting the
documents at all times.
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2. Records or documents that contain PHI that are transported in a vehicle will be
kept in a closed envelope and placed in the trunk or a locked container during
transportation.

C. Transporting Laptops Containing PHI

1. IT must prepare any laptop used to store or transport PHI by first having the
hard drive encrypted prior to use.

2. The laptop user

a. Must have a Windows login password that meets the county's minimum
requirement for complexity (password requirements outlined in County
Security Policies)

b. Ensures that password is not written down on or near the computer or
carrying case

c. Must sign the signature card from IT department verifying that he/she has
read and understands this policy prior to checking out a laptop.

3. When away from the laptop, users must ensure that Windows is /locked or that
the power is off.

4. Protected health information will not be moved onto portable storage media,
such as a flash drive, unless the data or the drive is encrypted and password-
protected.

5. When transporting a laptop in a vehicle, the laptop must be stored in the trunk
of a locked vehicle. If there is no trunk, it must be stored out of sight in a locked
vehicle.

#H##
V. REVISION HISTORY
Revision Date: Section(s) Details of Revision:
Revised:
04/30/2009 Adopted
09/04/2018 All Formatting
Prior Approval dates:
4/30/2010, 1/30/2012
Signature on file 01/30/2012
Approved by: ‘ Anne Robin, LMFT, Behavioral Health Administrator Date
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13.08 Sequestering Records

. PURPOSE

To outline the circumstances and procedures under which the Behavioral Health sequesters
Behavioral Health Electronic Health Records or a Hybrid of Health Records when a heightened
need exists to protect the confidentiality and integrity of a client's/patient’s health information.

[I. POLICY

San Luis Obispo County Behavioral Health Department (SLOBHD) maintains the confidentiality
of all clients and may sequester (restrict access to) certain records as an additional safeguard.
This policy applies to paper and electronic records in Outpatient Clinics and the Psychiatric
Health Facility (PHF).

Ill. REFERENCE(S)

e |Information Practices Act of 1977
e Health & Safety Code 123100

IV. DEFINITIONS

Custodian of Record — The designated person(s) in each program, who understands and abides
by the records retention, disclosure and disposition policies of the program, handles releases
of information, releases records as appropriate (in consultation with the Health Agency
Compliance Officer and County Counsel, if indicated), and assists in the sequester process for
their program or department. In the Behavioral Health Department, the Behavioral Health
Information Technicians serves as the Custodian of Record.

Electronic Health Records — For the purposes of this policy, Electronic Health Records refers to
records stored within any current Health Applications Platform containing client/patient records.

Hybrid Records — When the County Health Agency maintains both a paper and an electronic
record for a client/patient, that record is deemed a hybrid record. When a client/patient has
both paper and electronic records, and their record is sequestered, both the paper and
electronic records must be sequestered.

Abbreviations:

= EHR - Electronic Health Record

=  HIT - Health Information Technician

= BH-Behavioral Health

=  PHF - Psychiatric Health Facility

=  QSS - Quality Support Services Division
= P&C - Privacy and Compliance

= HA-Health Applications

=  DAS - Drug and Alcohol Services
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V. PROCEDURE

A

Sequestering a health record

1.

DO NOT email
client/patient ID numbers may be used in emails between Health Agencies employees.
Make sure the email containing client/patient ID numbers are manually encrypted.

B.

2.

The request to sequester a health record must come from HIT, Program
Supervisor, Program Manager, Division Manager, P&C or Health Agency
Administration in an email to the HA Support Team through the Support
Desk. Only the HA Support Team (or designee) is authorized to sequester
an electronic record in the electronic health record.
a. Request must detail the reason for the sequester, requester name,
and detailed reason(s) for sequestering.
b. The DAS operations manager is notified to sequester to National
Labs or equivalent if applicable.

client/patient names. Per Health Agency Privacy Policy, only

Duration or triggers for removing sequestration (i.e. unauthorized
access of client records) will be provided by the Custodian of Records or
Privacy & Compliance (i.e., conclusion of investigation, resolution of
conflict, personnel matter resolved, etc.)

a. All deceased clients are sequestered.

b. The HA Team will ensure the Custodian of the Record and Privacy
& Compliance are informed of the sequester.

c. The HA Team checks all EHR for the client/patient unauthorized
access, immediately sequesters the record, and notifies the
requester that the record has been sequestered.

d. The HA Support Team maintains a confidential log of
sequestered health records.

Un-sequestering a health record

1.

The following individuals may recommend a record be un-sequestered and
inform other parties in the listing when this is occurring
a. Program Supervisors and Division Managers with responsibility over
client/patient records
b. Custodians of Records
c. Health Information Supervisors or Manager
d. Privacy & Compliance
To recommend that a record be un-sequestered, the above listed
individuals must make their recommendation via encrypted email (with
client/patient ID only) to the HA Team including their justification.
Reasons for recommending that a record be un-sequestered may include,
but are not limited to:
a. Client/patient has been deceased for a year or more and there are no
pending criminal or civil cases.
b. Case Review is complete
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Client/patient is known to have moved from the area and there are
no pending criminal or civil cases.

Pending court proceedings related to the client/patient have
concluded

Client/patient request

Privacy & Compliance investigations are complete, and determination
is made to ensure that the sequester is no longer needed (randomly
ongoing monitoring may still be required)

4. The HA Program Manager or appointed HA staff will review the
unauthorized staff access from the Sequester Log monthly and inform the
Health Information Program Manager or designee to determine which
records should remain sequestered and consider any recommendations
made for un-sequestering based on the process described above.

a.

b.

The HA Program Manager or designee will complete monthly
reviews of the log. When it is determined that it is no longer
necessary to continue sequestering a record, the HA Program
Manager or designee will contact the Health Information Program
Manager and/or Privacy & Compliance to determine if the sequester
can be removed and the record can be returned to regular status.
The HA team then notifies the Health Information
Supervisors/Manager that the record has been un-sequestered.

C. BH has designated locked cabinets specifically for sequestered paper records in
Central Health Information for closed paper records. Current health records are all
maintained electronically.

D. Iftherecordis closed and on paper, the Custodian of Record (or their designee)
place the record in the locked cabinet, completes an out-guide card, and place
it on the shelf in the warehouse.

E. The HA team monitoring/audits/updates the Sequester Log:

1. Records monitored weekly for unauthorized access for one month
If upon initial audit, unauthorized access occurred, the record is
sequestered, an Incident Report is submitted and monitoring continues.
If upon an initial audit, unauthorized access occurred, the record wiill
continue to be monitored weekly for another month.
After one month (of weekly audits):

a.

C.

If unauthorized access occurred, monitoring continues weekly until
there is no unauthorized access for one month.

If no unauthorized access occurred, monitoring is reduced once a
month for three months.

After three months (of monthly audits)

If unauthorized access occurs, and the staff continue to access the
record, continue monitoring once a month for an additional three
months.

If no unauthorized access occurred, begin annual monitoring:
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2. Relationship considerations
a. If the client is one or two degrees of separation, the record should
remain sequestered until the entire auditing is completed.
b. If the client is three or more degrees separated from the staff they are
sequestered from, the record can be un-sequestered once the client moves
from monthly for additional three months to annual auditing.

3. Annual monitoring sequester list:
a. Everyone on the list is audited every year

F.  Accessto Sequestered Health Records

1. Any sequestered record can be viewed in its entirety by QSS Division staff,
Health Agency Administrator, Billing Supervisor, Morbidity & Mortality
Committee members and BH Administrators.

2. Custodian of Record shall consult County Counsel anytime a client/patient
or attorney (Evidence Code 1158) requests access to a sequestered record.

3. Sequestered record may be reviewed by other staff only if permission has
been obtained from the Program Supervisor and the Health Information
Manager or designee.

4. The review of paper records must take place in the location designated by
the Custodian of Record, or designee.

VI. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:

12/18/2009 Adopted

09/04/2018 All Formatting

10/13/2020 References & References added and revisions to the procedure
Procedure were made to reflect sequester requests,

determinations, and monitoring are the responsibility
of the EHR Support Team

05/16/2025 All Added language to include Privacy & Compliance
Updated language to align with new EHR procedure

Prior Approval dates:

10/21/2011
Signature on file 05/16/2025
Approved by: | Star Graber, PhD, LMFT, Behavioral Health Administrator Date
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13.10 Destruction and Retention of Medical Records

. PURPOSE

To ensure that San Luis Obispo County Behavioral Health Department (SLOBHD) adheres to
the records retention and destruction guidelines set forth in State and Federal regulations

[I. POLICY

SLOBHD follows the guidelines set forth in State and Federal regulations in regard to retention
and destruction of medical records.

In absence of laws specifying a retention schedule, the department adopts the best business
practice as recommended by its administration. Retention will be based on consideration of
frequency of use, space constraints, and good business practices. A record may be kept longer
than required by law to satisfy business needs.

[ll. REFERENCE(S)

Information Practices Act of 1977, CA Civil Code 1798 et seq.
CA Civil Code 56.101

CA Business and Professions Code 2919, 2620.7

CA Health & Safety Code 123145

CA Welfare & Institutions Code 14124.1

42 CFR 438.3(u)

22 CCR 51476, 73543, 77141, 77143, 77127

HIPAA, 45 CFR Part 160 and 164

IV. PROCEDURE

A.

Retention of Records: All client records are completed promptly upon discharge and
filed in a designated storage area on the premises or stored electronically. Records are
retained for a period specified in the table below:

Type of Record Retention Time
Client Records- Adult 10 years from the last date of service or the completion of any
audit, whichever is later.
Client Records-Minors 10 years from the date of majority, last date of service, or the
completion of any audit, whichever is later.

Refer to County of San Luis Obispo Health Agency Record Retention and Destruction Schedule

B.

Destruction of Records after Retention Period
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1. Closed records are reviewed annually to identify records that have passed the
period of retention and are ready for destruction.

2. In addition to destroying the original client records, health information to be
destroyed includes items such as sound and video recordings, microfilm, magnetic
tape, electronic media and any other documents that are part of the official record
and contain protected health information.

3. Records involved during an investigation, audit, or litigation should not be destroyed
even after the retention period.

4. The destruction/disposal log includes:

Date of destruction/disposal

Method of destruction/disposal

Description of the destroyed/disposed record series or medium

Inclusive dates covered

A statement that the resident information records were destroyed/disposed of
in the normal course of business

f. Signatures of the individuals supervising and witnessing the destruction/disposal

Qoo

5. A second medical record staff reviews the face sheet or electronic demographic
prior to records being destroyed.

6. Records are destroyed according to the guidelines of National Institute of Standards
and Technology (NIST) so that there is no possibility of recovery or reconstruction of
information. Methods of destruction include shredding, pulverizing, erasing, or
otherwise modifying the personal information in those records to make it
unreadable or undecipherable.

7. If destruction/disposal services are contracted, the contract must provide that the
contactor (business associate) will establish the permitted and required uses and
disclosures of information as set forth in the federal and state law and include the
following:

Appropriate safeguards to prevent use of disclosure of the information

Indemnification of the facility from loss due to unauthorized disclosure

Method of destruction/disposal

Requirement that the Business Associate always maintain liability insurance in

specified amounts that the contract is in effect

Proof of the method of destruction

Indication of how material will be protected/secured until it is destroyed

g. Indication of the amount of time that will elapse between acquisition and
destruction of the records

h. Report(s) to the facility of any inappropriate use or disclosure of information

Qoo

0]
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#HH##
V. REVISION HISTORY
Revision Date: Section(s) Details of Revision:
Revised:
09/14/2011 Adopted
09/14/2015 I Added purpose
09/04/2018 All Formatting
04/05/2023 All Added to retention guidelines
Prior Approval dates:
Signature on file 04/11/2023
Approved by: | Anne Robin, LMFT, Behavioral Health Administrator Date
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13.12 Complete Health Records

I. PURPOSE
e To establish documentation standards for a complete health record.
e To establish consistent practice for correcting incomplete records.

II. SCOPE
This policy applies to all San Luis Obispo Behavioral Health Department (SLOBHD) and
contractor staff who enter client information onto paper or electronic health records

[ll. POLICY

SLOBHD shall maintain a complete health record consistent with relevant Federal and State
regulations, Department of Health Care Services (DHCS) contract requirements, SLOBHD
documentation guidelines, and reasonable and customary industry standards. The health
record shall contain sufficient clinical documentation about diagnoses, treatment and the
provision of services so that the high quality, coordinated care provided to each client is
supported by the record.

IV. REFERENCE(S)
e California Code or Regulations, Title 9, §1810.440(c); 1810.435; 1830.205
e California Code or Regulations, Title 22, 877143
e DHCS - BHP Contract, Exhibit A
e SLOBHD Documentation Guidelines
e Documentation timeliness standards:

Outpatient Services (excluding | Crisis intervention/mobile crisis
crisis intervention/mobile crisis | treatment services
treatment)

Timely Completed and signed by the end of | Completed and signed within 24
the business day that follows the | hours of the service.
date of service

Late (billable) Completed and signed more than | Completed and signed more than 24
three (3) days after the date of | hours after the date of service.
service.

Co-Signature Reviewed and signed within two weeks of the service provider completing the
note.

V. PROCEDURE
A. General Considerations:

1. Clinical documentation serves many important clinical, legal, ethical and fiscal
functions. High quality, ethical client care must be accompanied by high quality
clinical documentation.

2. Documentation content must meet the Department of Health Care Services
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(DHCS) contract requirements. Refer to the most recent Documentation

Guidelines for additional detail.

Clinical staff must complete required documentation in a timely manner. Refer to

the Definitions table above for timeliness requirements.

Documentation is not finished until the document is in “Complete” status.

i. Complete status prevents unauthorized changes to the clinical content of a
document, which is important for health information security/integrity.

ii. Complete status normally occurs immediately after the last signature is
captured and the document is saved.

iii. Services will not claim until the progress note is in complete status.

B. Staff Signatures and Co-signatures

5.

Signature and co-signature requirements vary depending on the license status of
the provider and the health record documentation. Refer to the most recent
Documentation Guidelines for additional detail.

Supervisors include co-signer requirements on the staffs SmartCare staff
application, so the health record will automatically route documents for co-
signature. See Policy 14.02 Registered Associates, Assistants, and Trainees:
Supervision, Co-signature, and Documentation Waiver Requirements Policy for
specific details.

C. Progress Notes:

1.
2.
3.

4.

A progress note is required for each outpatient service.

Daily completion of progress notes is the standard expectation for all staff.
Progress notes are part of the legal health record. Progress notes are accessible
to a client, may be released to third parties and are discoverable in court
proceedings. Staff will use strength based and objective/descriptive language and
avoid blaming or pejorative language. Refer to the most recent Documentation
Guidelines for additional detail.

Progress Notes are not “process” or “Psychotherapy Notes” as defined in Code of
Federal Regulations 45, Subpart E, §164.501.

D. Assessments:

1.

3.
4.

Assessments are used to establish access criteria for services, to document client
needs and to meet legal requirements.

Assessment due dates often have significant treatment or business operations
implications. Timely completion of assessments is a standard expectation.
Assessments must be signed in a timely manner, as defined above.

Staff must only complete Assessments that are within the scope of their
professional practice.

E. Problem List:

1.
2.

Required for all services for all clients.
Identifies symptoms, conditions, diagnoses, and /or risk factors addressed during
service encounters.
Not required to be updated within a specific time period; they are dynamic lists
that should be updated as the client's needs change.
Providers shall add to and end date problems from the Problem List when there
is a relevant change to the client's condition/needs.
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5. Must contain name and job title of the provider who identified, added, or removed

the problem and the date the problem was added or removed.
F. Client Transfers/Discharges:

1. Transferring staff will review the client record for completeness prior to
transfer/discharge.

2. Health Information Technician (HIT) completes Transfer/Discharge audits and will
notify transferring staff and Program Supervisor of any missing or incomplete
documentation, to ensure the receiving program has access to complete and
accurate information and to support a timely transfer of care.

G. Staff Transfers:

1. Staff transferring between SLOBHD programs will be directed and supported to
complete documentation prior to transfer.

2. Examples of support activities may include, but are not limited to:

a. HIT provided report of current, incomplete/missing documentation

b. Transferring staff and Program Supervisor develop a plan to complete
documentation prior to transfer

H. Terminated Staff

1. Staff leaving SLOBHD employment will be directed and supported to complete
documentation prior to termination as described above.

2. When missing or incomplete documentation is discovered after a staff member
leaves employment, corrective action must be taken by the Program Supervisor
or by the Medical Director, depending on scope of practice concerns.

a. Ifastaff member who left employment started an assessment, but did not add
any clinical content, the assessment may be deleted, removing the document
from the record permanently.

b. If an assessment was started , it is important that the information remain in
the record, even if incomplete. The Program Supervisor will:

i. Document in a non-billable progress note: the staff who started the
assessment, the assessment is incomplete, and the current signer did not
complete the assessment.

ii. HIT will error out the assessment, which will remain in the record.

iii. HIT will associate the incomplete assessment with the non-billable note
written by the Program Supervisor.

3. Incomplete individual progress notes:

i. Supervisor will document in a non-billable progress note: the staff who
started the progress note, the progress note is incomplete, and the current
signer did not complete the progress note.

il. HIT will error out the incomplete note, which will remain the health record.

iii. HIT will associate the incomplete note with the non-billable note written by
the supervisor.

4. Incomplete group progress notes:

i. HIT will provide the group list to the Program Supervisor. If there are
many group services to be addressed, HIT will provide the group list in
an excel list with clients and group dates.
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iii.
I.  Quality support activities:

Supervisor will document in a non-billable progress note in each client
record: the list of services that terminated staff did not document.
Suggested note template: Staff X has left the county, documentation for
the following scheduled group dates was not completed. (List Dates) We are
unable to confirm whether the client received these scheduled services.
HIT will error out the service(s), which will remain in the client record.

1. Quality Support Team clinical staff conduct periodic record reviews to monitor

documentation quality.

2. Quality Support Team staff provide training to improve documentation quality.
Documentation Guidelines training occurs twice per year or more frequently when
requested by program or individual staff.

VI. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:
10/12/2015 Adopted
09/04/2018 All Formatting
11/17/2025 All Electronic Health Record changes, formatting, new

guidance.

Prior Approval dates:

Signature on file

11/24/2025

Approved by: ‘ Star Graber, PhD, LMFT, Behavioral Health Administrator Date
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13.14 Electronic Signatures

I. PURPOSE
To describe the process for maintaining signatures in the electronic health record
[I. POLICY

San Luis Obispo County Behavioral Health will maintain electronic signatures in the electronic
health record (EHR) in a manner consistent with all applicable Federal and State laws,
Department of Health Care Service (DHCS) Letter, and San Luis Obispo’s Countywide
Information Security Program.

ll. REFERENCE(S)

e United States Code, Title 15, Chapter 96, Subchapter I, 8 7006

e California Government Code, Section 16.5

o Department of Mental Health Letter 08-10

e SLO Countywide Information Security Program @ http://myslo.intra/Assets/ITD/Security

IV. DEFINITION

Electronic Signature : Federal law defines an electronic signature as “an electronic sound,
symbol, or process, attached to or logically associated with a contract or other record and
executed or adopted by a person with the intent to sign the record.” Under California law, a
digital signature is defined as “an electronic identifier, created by computer, intended by the
party using it to have the same force and effect as the use of a manual signature.”

V. PROCEDURE

A. Anasazi Complete EHR Electronic Signature Security

1. Anasazi Complete EHR Version 1.0 is certified as a Complete EHR by the Office of the
National Coordinator for Health Information Technology. Anasazi meets the
certification criteria in the areas of Access Control, Audit, and Authentication as
required by DMH Letter 08-10.

2. Electronic signatures in Anasazi are:

e Unique to the signer

e Under the signer’s sole control

e Capable of being verified

e Linked to the data so that, once a form is electronically signed and ‘Final
Approved’, the data cannot be changed.
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B. Acceptable Use Acknowledgement

1. Atthe onset of employment and annually thereafter, all Behavioral Health staff are
required to read and sign acknowledgment of Information Security Program
Acceptable Use Policy, which states that users:

e Are solely responsible for the security of their accounts.

e Are not authorized to share their passwords.

e Must change their password in accordance with established policies and
individual application requirements

C. Password Strength and Frequency of Change Requirements

1. Behavioral Health staff are required to establish “strong” passwords. For more
information, refer to Information Security Program Password and Authentication
Policy.

2. Minimum Standard

e At least 8 characters (preferably more)
e Must be changed every 90 days
e Must contain three out of four of the following:
v' Upper case letters
Lower case letters
Digits (0-9)
Punctuation characters (, ' #$% & * () _-+=\:;"“,{}[1.?/))

ANRNRN

D. Electronic Signature Agreement

1. Behavioral Health maintains an Electronic Signature Agreement for the terms of use
of an electronic signature, signed by staff using the EHR and the county mental
health director/designee. The signed Electronic Signature Agreements (or a copy)
from county employees and contract providers are available to the DHCS auditor at
the time of an audit.

E. County Mental Health Director’s Electronic Signature Certification
1. The Behavioral Health Administrator certifies that electronic systems used by the
county’'s mental health operations meet the standards. The signed Electronic

Signature Certification is available to the DHCS auditor at the time of an audit.

#HH#
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VI. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:

12/21/2012 Adopted

11/23/2015 Added purpose

09/04/2018 All Formatting

Prior Approval dates:

Signature on file 11/23/2015

Approved by: | Anne Robin, LMFT, Behavioral Health Administrator Date
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14.00 Mental Health Services for Employees and Their Families

. PURPOSE

To ensure the most appropriate level of service for employees of San Luis Obispo County
Behavioral Health Services and their family members.

[I. POLICY

The County of San Luis Obispo is concerned about the welfare of employees and their families.
It is the policy of Mental Health Services to find the most appropriate level of service for
employees and their family members.

Ill. REFERENCE(S)

IV. PROCEDURE

A. Whenever possible, the ongoing treatment for employees and their families will be
referred outside of the San Luis Obispo County Mental Health facilities.

1. The County Employee Assistance Program (EAP) provides preventative health
services and counseling for all San Luis Obispo employees and their families.

B. If treatment is not available through EAP the following will apply:

1. Treatment will take place outside of the employee’s work unit. Treatment is
approved by the Program Supervisor and Division Manager of the site.

2. Cases will not be discussed at Site Approval Team meetings, or case review time, but
discussed privately with the staff, treating psychiatrist and Program Supervisor.

3. Records are Sequestered in The Health Information office in the program where
treatment is being given and the record is treated as a sealed record.

4. Electronic records are sequestered. (See Policy 13.08 Sequestering Records)

#H#
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V. REVISION HISTORY

Revision Date: Section(s) | Details of Revision:
Revised:
02/27/2009 Adopted
06/01/2015 All Added purpose and information on sequestering record
09/04/2018 All Formatting

Prior Approval dates:

Signature on file 06/01/2015

Approved by: | Anne Robin, LMFT, Behavioral Health Administrator Date
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14.01 Bilingual Certification

. PURPOSE

To provide direction for establishing and operating the Bilingual Certification Committee that
will evaluate and certify staff to provide bilingual interpretation services.

[I. POLICY

Provision of bilingual treatment services or facilitation of treatment services by means of
bilingual interpretation and translation services, are evaluated, and certified by The Bilingual
Certification Committee.

Ill. REFERENCE(S)

o Code of Federal Regulations, Title 42, 8438.10

e Welfare & Institutions Code 814727(d)

e California Code of Regulations, Title 9, §3200.210

¢ Mental Health Plan Contract with DHCS

e Drug Medi-Cal Organized Delivery System contract with DHCS

e SLOBHD Cultural Competence Plan and Updates

e SLO Health Agency Non-discrimination and Language Access Plan

IV. PROCEDURE

A. The Ethnic Services Manager will be responsible for the establishment and continued
operation of a Bilingual Certification Committee (BCC).

B. The BCC is comprised of the Ethnic Services Manager and three bilingual staff
members, at least one of whom is a native speaker of the threshold languages in the
county.

C. The committee is responsible for developing a minimum of four clinical scenarios in
each threshold language when evaluating candidates for certification. The committee
will develop an evaluation checklist which will require a score from 0-25 for each of the
areas described below for a maximum possible score of 100. The checklist will include,
but not be limited to:

1. Fluency, the ability to communicate with ease, verbally and non-verbally

2. Depth of Vocabulary, including the ability to communicate complex
psychiatric/psychological concepts which may or may not have direct corollaries in
the language in question

3. Grammar, appropriate use of tense and grammar

4. Cultural considerations related to potential client
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D. The certification process is conducted by two bilingual committee members, one of

G.

whom is the committee’s identified native speaker. The native speaker assumes the role
of the client as described in one of the four clinical scenarios presenting for an initial
Assessment. The certification interview will follow a standard initial Assessment format.
The certification interview should take approximately 30 minutes. The BCC members
may ask follow-up questions for clarification. The candidate is given an opportunity to
make any remarks she or he may wish for clarification.

Following the departure of the candidate the BCC members separately score their
evaluation of the candidate’s performance. The evaluators’ score is then averaged. A
passing score will be 60 or greater. The candidate is notified by a memo issued from the
committee as to the outcome of the evaluation, with copy given to Health Agency
Human Resources.

A candidate who has failed to be certified may appeal to the Bilingual Certification
Committee and request to be retested by two other committee members who will
repeat the process.

HH##
V. REVISION HISTORY
Revision Date: Section(s) Details of Revision:
Revised:
02/27/2009 Adopted
09/04/2018 All Formatting
8/21/2020 All Updated language and procedure
Prior Approval dates:
E-Signature on file 08/21/2020
Approved by: | Behavioral Health Administrator(KB) Date
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14.02 REGISTERED ASSOCIATES, ASSISTANTS, AND TRAINEES:

SUPERVISION, CO-SIGNATURE, AND DOCUMENTATION WAIVER REQUIREMENTS

I. PURPOSE

Applies to all SLOBHD employees, volunteers, and student interns (paid and unpaid) who
provide clinical services in Behavioral Health programs and who are gaining experience for
academic credit and/or toward professional licensure.

II. POLICY

The County of San Luis Obispo Behavioral Health Department (SLOBHD) will implement an
effective program of clinical supervision and supervised experience for Trainees and
Registered Associates. The main goals of the program are:

1.

To provide supervised work experience for Trainees and Registered Associates that
will enable program participants to gain valuable work experience and to progress
toward professional licensure

To improve consumer access to services by expanding SLOBHD's workforce

To support long-term availability of Behavioral Health professionals by supporting
professional skill and career development

[ll. REFERENCE(S)

California Business & Professions Code (BPC), Division 2, §8 500-4999
Welfare & Institutions Code (WIC) § 5751.2

Department of Mental Health Letter 10-03

MHSUDS Information Notice 17-040

California Board of Behavioral Sciences: http://www.bbs.ca.gov/

California Board of Psychology: http://www.psychology.ca.gov/

SLOBHD Policy & Procedure: 13.12 Complete Health Records

SLOBHD Clinical Supervisor Manual

Quality Support Team (QST) Progress Note and Treatment Plan Audit Tools

Professional License Waiver Request:
http://www.dhcs.ca.gov/formsandpubs/forms/Forms/Mental_Health/DHCS_1739.pdf

IV. PROCEDURE

A.

Internship Coordinator and Participant Selection

1. SLOBHD's Clinical Supervision and Training Coordinator will act as liaison with
Graduate School programs to recruit trainees and to organize the overall
functioning of the traineeship program.
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2.

The Clinical Supervision and Training Coordinator will work closely with Health
Agency Human Resources and Program Supervisors to interview, select, and
onboard participants in the program.

Successful applicants will complete Compliance and Privacy training provided by
SLOBHD and will sign a Confidentiality Statement. Other training and
onboarding requirements will apply as deemed necessary

Unlicensed clinical staff will only provide services within their scope of practice
and under the direction of a licensed Clinical Supervisor.

B. Client Notification of Unlicensed Status

1.

2.

Prior to providing services to a client, each Registered Associate, Trainee, or
Psychology Assistant (PA) will verbally notify the client of the provider's
unlicensed status.

At minimum, the notification will include:

a. The provider's current status as a Trainee, Associate, or PA

b. Registration number (except Trainees)

c. Name of the employer

d. Name and license number of the Clinical Supervisor

The Registered Associate, Trainee, or PA will provide the client (aged 12 and
older) or legally responsible person (under age 12, conserved individuals) with a
Unlicensed Trainee or Associate Notification letter (Attachment A), which will be
documented in a service note in the client's electronic health record.

C. Supervision

1.

The Clinical Supervision and Training Coordinator will assign each Registered
Associate, PA, and Trainee to an appropriately licensed, trained, and experienced
Clinical Supervisor, who will develop a supervision plan with the supervisee.
Clinical supervision may be a combination of individual and group supervision,
as long as the supervision plan and agreement meet all current regulations and
requirements of the relevant licensing board. See SLOBHD's current Clinical
Supervision guidelines for additional detail.

The Clinical Supervisor will ensure that the Associate, PA, or Trainee receives
clinical guidance and an appropriate level of experience (in number of hours and
clinical acuity appropriate for the supervisee’'s education and experience level).
The Clinical Supervisor will ensure that each consumer served by an Associate,
PA, or Trainee receives high quality care. The Associate, PA, or Trainee will
provide services under the direction of the licensed Clinical Supervisor, meaning
that the Clinical Supervisor directs and is ultimately responsible for the client
care provided by the Associate, PA, or Trainee.

The Associate, PA, or Trainee will follow graduate program and/or licensing
board requirements to document experience, training, and supervision hours.
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a. Trainees and/or Associates will maintain BBS Weekly Logs and have their
assigned clinical supervisor(s) sign logs at least every 10 weeks.

i. Trainees and/or Associates may provide their Weekly Logs in
person or send their Weekly Logs electronically to their Clinical
Supervisor(s) to print and provide wet signatures.

ii. Clinical Supervisors can arrange for signed logs to be picked up in
person or sent interoffice mail.

iii. Trainees and/or Associates keep original copies of BBS Weekly
Logs. Clinical Supervisors keep copies of all signed BBS
documents.

D. Clinical Supervisor Documentation Review and Co-Signature Requirements

1.

Clinical Supervisors will review and recommend edits to documentation
submitted by the Associate, PA, or Trainee. This review plays an important role
in training and helps ensure that the documentation meets SLOBHD'’s standards.
Clinical Supervisors will co-sign all clinical documentation written by a Trainee for
the duration of 6 months and all documentation by an Associate or PA for at
least the first month of work experience at SLOBHD. The co-signature is
evidence that documentation was reviewed during a specified timeframe to
identify training needs. After the established timeframe, any documentation
needs identified by the Clinical Supervisor will be reported to the Program
Supervisor and QST for additional documentation training.

After the specified timeframe (i.e., 6 months for a Trainee, 1 month for an
Associate or PA) if there are no identified documentation training needs (e.g., the
Trainee, Associate, or PA's documentation consistently meets SLOBHD's
standards during documentation reviews), the Clinical Supervisor may stop
providing co-signature on progress notes and assessments. The Clinical
Supervisor will consult with the Program Supervisor regarding their decision to
stop co-signature. The Program Supervisor will continue to review and co-sign
for assessments as part of the intake process.

Clinical Supervisors will review and co-sign documentation in a timely manner to
ensure adequate direction for unlicensed staff. SLOBHD defines ‘timely’ as
within two weeks from when the Trainee, Associate, or PA completes the
documentation and assigns the Clinical Supervisor as a co-signer.

Clinical Supervisors are recommended to complete quarterly reviews of a
Trainee, Associate, or PA's documentation to ensure they continue to meet
SLOBHD's standards. If documentation needs are identified during a review, the
Clinical Supervisor may resume co-signing documents and/or discuss
documentation needs with the Program Supervisor and QST staff to develop a
training plan.

E. QST Documentation Review and Training
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1. When a Clinical Supervisor identifies a documentation related training need, the
clinical supervisor will notify the Program Supervisor and QST staff.

. QST staff will audit the Trainee, Associate, or PA's documentation to identify
specific areas of growth. QST staff will communicate the Trainee, Associate, or
PA's strengths/needs and training plan to the staff, Clinical, and Program
Supervisors.

. QST staff will provide direct training and review of documentation until they

decide the Trainee, Associate, or PA is able to complete documentation to

SLOBHD's standards.

QST staff will notify the Clinical and Program Supervisors that the Trainee,

Associate, or PA is ready to complete documentation independently.

N

w

B

F. Co-signature Waiver Request

1. ACClinical Supervisor, in consultation with the Program Supervisor responsible
for a Trainee's program, may elect to waive the Trainee co-signature
requirement when the staff's documentation consistently meets SLOBHD'’s
standards during Clinical Supervisor's and Program Supervisor's documentation
reviews.

2. Co-signature waiver does not change the Clinical Supervisor's responsibility to
provide appropriate supervision and direction for services.

3. To complete a Co-signature Waiver Request the Clinical Supervisor will:

a. Complete documentation review and provide corrective feedback as needed.

b. Discuss the plan and new expectations with the Program Supervisor and the
Trainee.

c. Complete a Co-signature Waiver Request (Attachment B)

d. Sign and obtain Program Supervisor's signature, which establishes the
effective date of the waiver

e. Scan and email or send by County mail to the Medical Records Supervisor,
who will retain an electronic copy for use during documentation audits by
DHCS

V. DEFINITIONS

Trainee: An individual enrolled in a graduate program in a Behavioral Health-related
field. Marriage and Family Therapist Trainee (MFTT), Professional Clinical Counselor
Trainee (PCCT), and Social Work Student Intern (MSWI), are the most common
trainee credential designations.

Registered Associate (formerly “Intern”): An individual with a Master’s Degree in a
Behavioral Health-related field and current registration with the Board of Behavioral
Sciences (BBS). Depending on field of study and professional goal, the most
common designations are Registered Associate Marriage and Family Therapist,
Registered Associate Professional Clinical Counselor, and Associate Clinical Social
Worker (ASW). A Registered Associate must remain registered with BBS while
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working in the field until licensed, even if no longer accumulating hours of
experience for licensure.

Psychology Assistant and Registered Psychologist: A Psychology Assistant (PA)
(sometimes called a pre-doctoral intern) is an individual in a Doctoral program in
Psychology who already earned a Master's degree. A PA does not have to register
with the CA Board of Psychology when completing an APA, APPIC or CAPIC approved
internship program and does not need a Professional Licensing Waiver (PLW) from
the Department of Health Care Services (DHCS). A Registered Psychologist
(sometimes referred to as a post-doctoral intern) holds a doctoral degree, must be
registered with the CA Board of Psychology unless enrolled in an APA, APPIC or
CAPIC approved internship program, and must apply for and receive a PLW from
DHCS.

Professional Licensing Waiver (PLW): A PLW is an agreement that applies in two
situations: 1.) To all Registered Psychologists and 2.) To any Licensed Psychologist,
LMFT, LPCC, or LCSW recruited from out of state to provide Specialty Mental Health
Services for SLOBHD. For additional detail, see Department of Mental Health Letter
10-03 and WIC § 5751. A PLW expires after 5 years. California Code of Regulations,
Title 9, refers to “waivered” staff, meaning staff with a valid PLW.

Co-Signature Waiver: A SLOBHD-established process whereby the Clinical Supervisor
and the Program Supervisor of a Trainee may indicate that some or all of the
Trainee’'s documentation no longer requires co-signature by the Clinical Supervisor.
SLOBHD considers Trainees who no longer need co-signature as “waivered”.

Clinical Supervisor: A licensed, trained, and qualified staff member who provides
training and supervision for Trainees and Registered Associates in keeping with BBS
and CA Board of Psychology guidelines for each respective discipline. Trainees and
Registered Associates provide clinical care “under the direction of” the Clinical
Supervisor, who assumes responsibility for the care provided. Clinical Supervisors
receive a pay differential for supervision.

VI. REVISION HISTORY

Status: Initial/ Section(s) Author Details of Revision:
Revised/Archived Revised:
Description of
Revisions
02/02/2018 All Greg Vickery, LMFT Replaces Policies
QST Division Manager 14.02,14.03 and 14.04
11/4/2021 IV.B.3. Amanda Getten, LMFT Edited procedure for
providing informing
material
9/26/2022 IV.D-F &V | Amanda Getten, LMFT Edited co-signature and
documentation training
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procedure and
requirements

8/8/2025 V. Amanda Getten, LMFT Updated procedure to align
with current guidance

Prior Approval dates:

Signature on file 09/30/2025

Approved by: ‘ Star Graber, PhD, LMFT, Behavioral Health Administrator Date
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COUNTY OF SAN LUIS OBISPO
HEALTH AGENCY
BEHAVIORAL HEALTH DEPARTMENT

Unlicensed Trainee or Associate Notification

The County of San Luis Obispo Behavioral Health Department often uses unlicensed clinicians
who are in the process of completing requirements for licensure to provide services. Trainees
and Associates work under the direction and supervision of a licensed mental health professional,
called a Clinical Supervisor. The names of the unlicensed Trainee or Associate who will provide
services to you or your child and the licensed Clinical Supervisor are listed below.

Please talk with your provider or call the Clinical Supervisor if you have any questions. The
Patients’ Rights Advocate (PRA) responds to complaints about Trainees and Associates. To file a
complaint, contact the PRA at (805) 781-4738, , or
complete a Consumer Request Form (located in each clinic lobby). The Board of Behavioral
Sciences responds to complaints regarding services provided by Registered Associates. You may
contact the board online at www.bbs.ca.gov, or by calling (916) 574-7830. Your signature below
indicates that we discussed this arrangement with you and that you agree to receive services from
an unlicensed, but supervised clinician.

Name of Trainee or Associate: Registration Number: Phone Number:

Name of Clinical Supervisor: License Number: Phone Number:

Client Name: Client #:



mailto:BH.PatientRightsAdvocate@co.slo.ca.us

COUNTY OF SAN LUIS OBISPO
HEALTH AGENCY
BEHAVIORAL HEALTH DEPARTMENT

Notificacion de Asociado o Aprendiz sin Licencia

El Departamento de Salud Mental del Condado de San Luis Obispo utiliza a menudo médicos sin
licencia que estan en el proceso de completar los requisitos para obtener la licencia para
proporcionar servicios. Los aprendices y asociados trabajan bajo la direccidon y supervision de un
profesional de salud mental con licencia, llamado Supervisor Clinico. Los nombres del aprendiz 6
asociado sin licencia que le proporcionara servicios a usted 6 su hijo(a) y el supervisor clinico
autorizado se detallan a continuacion.

Hable con su proveedor o llame al Supervisor Clinico si tiene alguna pregunta. La Defensora de
los Derechos de los Pacientes (PRA) responde a las quejas sobre Los Aprendices y Asociados. Para
presentar una queja, comuniquese con la PRA al (805) 781-4738,

, 0 complete un Formulario de Solicitud del Consumidor
(ubicado en cada lobby de la clinica). La Junta Directiva de Ciencias del Comportamiento responde
a las quejas relativas a los servicios prestados por Asociados Registrados. Puede comunicarse
con la Junta Directiva en linea al www.bbs.ca.gov, o llamando al (916) 574-7830 Su firma a
continuacion indica que discutimos este acuerdo con usted y que acepta recibir los servicios de
un médico sin licencia, pero supervisado.

Nombre de Asociado o Aprendiz Numero de registracion Numero de teléfono

Supervisor Clinico: Numero de licencia Numero de teléfono

Client Name: Client #:



mailto:BH.PatientRightsAdvocate@co.slo.ca.us

CO-SIGNATURE WAIVER REQUEST

To: Amanda Getten, LMFT
Quality Support Division Manager

From: , Clinical Supervisor

Re: Request to waive Co-Signature Requirements for:

Registered Associate’s name:

Internship Start date:

Effective Date:

In accordance with the requirements of Policy titled Registered Associates, Assistants, and

Trainees: Supervision, Co-Signature, and Documentation Waiver Requirements, the co-signature

requirement is waived for for the following document types:
(Registered Associate’s name)

o Clinical intake assessment
o Treatment Plans
o Progress Notes

o Other (specify):

Clinical Supervisor: License Date:
Program Supervisor: Date:
cc: Central Health Information

Attention: Kathy McGuire

INTERN CO-SIGNATURE WAIVER REQUEST_REV 03/18 |
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14.03 Clinical Supervisor Requirements

. PURPOSE

To provide direction for the process of becoming a Clinical Supervisor for the County of San
Luis Obispo Behavioral Health Department (SLOBHD).

[I. POLICY

SLOBHD Clinical Supervisors provide clinical oversight and training to support the growth and
development of Trainees and Registered Associates.

ll. REFERENCE(S)

e California Board of Behavioral Sciences: http://www.bbs.ca.gov/
e California Board of Psychology: http://www.psychology.ca.gov/

IV. PROCEDURE
A. New Clinical Supervisors

1. Aclinician speaks with their program supervisor/manager about their interest in
providing clinical supervision at SLO County Behavioral Health.

a) This conversation may be initiated by a clinician's interest in providing clinical
supervision, or because the supervisor/manager has identified the clinician as a
good fit to meet the department's clinical supervision needs.

2. If there is agreement that the clinician will move forward toward this goal:

a) The clinician reaches out to the Clinical Supervision and Training Coordinator
and participates in the Clinical Supervision interview process and completes any
required training to be eligible to provide clinical supervision.

3. If the clinician is successful in this process, the clinician works with the Clinical
Supervision and Training Coordinator to begin offering clinical supervision.

a) New clinical supervisors will complete 15 CEs in Clinical Supervision within the
first 60 days of providing clinical supervisor. Clinical supervisors will maintain
their ability to provide supervision by taking 6 CEs in clinical supervision every 2
years upon completion of original coursework.

b) New clinical supervisors will complete the Clinical Supervisor Self-Assessment
and submit to the BBS at the start of supervision.

4. If the clinician is unsuccessful in this process, the Clinical Supervision and Training
Coordinator provides information to clinician and supervisor/manager regarding the
reason for this determination and to discuss possible plans to support the clinician's
development and readiness to offer clinical supervision.
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a) Supervisor/manager may suggest the clinician work with the Clinical Supervision
and Training Coordinator to identify a plan to support the

clinician's development and preparedness.

If the supervisor/manager determines the clinician should not move forward with

the process of becoming a clinical supervisor right now:

a) Supervisor/manager provides information to clinician regarding the reason for
this determination.

i. Reasons could include: the supervisor/manager may not have a current need
to add additional clinical supervisors, the current caseload demands would
not allow the clinician to devote time to providing clinical supervision, or
training/staff development is needed before the clinician would be a strong
candidate to provide clinical supervision.

B. Duties & Responsibilities of the Clinical Supervisor

1.

N

10.

Provides informed consent as it relates to clinical supervision.

a) Clinical supervisors will review the SLO County Supervision Agreement as part of
the informed consent process at the start of a new supervisory relationship and
will revisit as indicated throughout the supervision.

b) Clinical supervisors will complete Addendum 1 Emergency Contact Information
and Addendum 6 Supervision History Form at the start of supervision (see SLO
County Supervision Agreement).

Assumes legal liability and responsibility for services offered by the supervisee.

Oversees and monitors all aspects of patient care including case conceptualization

and treatment planning, assessment, and intervention including emergent

circumstances, duty to warn and protect, legal, ethical, and regulatory standards,
diversity factors, management of supervisee reactivity or countertransference to
patient, strains to the supervisory relationship, and is available when the supervisee
is providing patient services.

Reviews and signs off on all reports, case notes, and communications until the

supervisee has met BH Documentation standards and has been waived or the

responsibility is delegated to a program supervisor.

Develops and maintains a respectful and collaborative supervisory relationship

within the power differential.

Practices effective supervision that includes describing supervisor's theoretical

orientations for supervision and therapy and maintaining the distinction between

supervision and psychotherapy.

Assists the supervisee in setting and attaining goals.

Provides feedback anchored in supervisee training goals, objectives, and

competencies.

Provides ongoing formative and end of supervisory relationship summative

evaluation.

Informs supervisee when the supervisee is not meeting competence criteria for

successful completion of the training experience and implements remedial steps to

assist the supervisee’s development.
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11.

12.

13.

14.

15.
16.

17.

Discloses training, licensure including number and state(s), areas of specialty and
special expertise, previous supervision training and experience, and areas in which
he/she has previously supervised.

Adheres to the Statutes and Regulations relating to the practice of Professional
Clinical Counseling, Marriage and Family Therapy, and Clinical Social Work
established by the Board of Behavioral Sciences (Reference Supervisor Resources -
Board of Behavioral Sciences for more information).

a) Clinical supervisors will follow the California Statues and Code of Regulations
related to the practice of clinical supervision as outlined by the Board of
Behavioral Science. This includes adhering to statutes and regulations governing
supervisor responsibilities, direct supervisor contact, supervised experience,
supervisees, audits of supervisors, etc.

Meets and maintains the clinical supervision licensure requirements as outlined by
the Board of Behavioral Sciences (Reference Supervisor Resources - Board of
Behavioral Sciences for more information).

Reschedules to adhere to the standard and the requirements of this agreement if
the supervisor must cancel or miss a supervision session.

Maintains documentation of the clinical supervision and services provided.

If the supervisor determines that a case is beyond the supervisee's competence,
the supervisor may join the supervisee as co-therapist or may transfer a case to
another therapist, as determined by the supervisor to be in the best interest of the
client.

The supervisor will serve as a gatekeeper for the profession by enhancing the
professional functioning of the supervisee while monitoring the quality of
professional services offered to the clients.

C. Clinical Supervisor Expectations-coverage, crisis support, and evaluation

1.

Coverage:
a) Planned Absence
i. If the clinical supervisor has a planned absence, the clinical supervisor will

call/email current clinical supervisors at least 2 weeks prior to their
scheduled time off to discuss coverage needs. Current clinical supervisor
information can be found on the Clinical Supervision Spreadsheet that is
updated and emailed monthly.

ii. When a coverage clinical supervisor is identified, the clinical supervisor will
let the supervisee know who will provide clinical supervision and how to
schedule supervision.

iii. The supervisee will reach out to the identified clinical supervisor providing
coverage to schedule supervision.

1. Supervisees will be asked to reach out to the identified coverage
supervisor within 1 day of being provided with their name/contact
information to schedule supervision.
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Vi.

Both clinical supervisors will let their program supervisors know of the plan
for supervision coverage.

If clinical supervision is provided by a clinician from a different clinic, the
clinical supervisor will develop a plan with the program supervisor and
supervisee about who to contact about safety concerns and other
clinical/programmatic needs. This plan will be communicated to the
covering clinical supervisor.

If the clinical supervisor is having difficulty identifying someone to provide
coverage, the clinical supervisor may contact the Clinical Supervision &
Training Coordinator (CSTC) for support and/or coverage.

b) Unplanned Absence

Vi.

If the clinical supervisor has an unplanned absence, the program supervisor

will notify the supervisee(s) to cancel supervision.

The clinical supervisor will maintain their calendar, including scheduled

supervision sessions, so that the program supervisor will know which

supervisee(s) to notify.

The clinical supervisor is expected to reschedule their supervision session

during that business week if they return to work and their schedule allows.

If the clinical supervisor is unable to reschedule supervision for that

business week due to their schedule, then they will reach out to the BH

Clinical Supervisors and/or CSTC to request coverage.

If the clinical supervisor is not anticipated to return to work during that

business week, then the program supervisor will notify the supervisee(s)

and the CSTC.

1. The CSTC will call and/or email current clinical supervisors to inquire
about their ability to provide coverage and communicate the outcome to
the program supervisor and supervisee. If a clinical supervisor is not able
to be identified, the CSTC will provide coverage when able.

The program supervisor will develop a plan with the supervisee about crisis

contacts and other clinical/programmatic needs. The program supervisor

will communicate the plan with the covering clinical supervisor.

c¢) Emergency Contact Information

The clinical supervisor will identify and review emergency contact information
with the supervisee at the start of supervision per BBS regulations.
a) The supervisee will be provided in writing the names and contact

information for their individual, group, and program supervisors.

b) The supervisee will be provided in writing local emergency and crisis

numbers.

If the clinical supervisor is a part time employee, the clinical supervisor will
discuss the crisis coverage needs with the program supervisor and supervisee
and develop a coverage plan for the clinical supervisor's scheduled days off.
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iii. The program supervisor may provide crisis coverage when the clinical
supervisor is out of the office.

d) Evaluations for supervisor and supervisee
i. Supervisee Evaluations
a) Clinical supervisors will complete an evaluation of the supervisee at least
annually and at time of termination per BBS regulation.

1. The evaluation is separate from the employee performance evaluation
and does not replace direct and timely feedback regarding the
supervisee’s skill development.

2. Clinical supervisors may share information about staff development
needs with the program supervisor if a supervisee is not progressing.

ii. Clinical Supervisor Evaluations
a) The CSTC will send out supervisee evaluations of their clinical supervisors
at least annually to gather information about the quality of clinical
supervision being provided.
b) The CSTC will report information gathered to clinical supervisors to help
with skill development, as well as use the information to inform policies
and practices related to clinical supervision.

V. DEFINITIONS

A. Trainees: MFT or ASW Trainees are individuals who are enrolled in a Master's level
graduate program in Psychology, Counseling or Social Work and are working on clinical
hours for graduation.

B. Associates: Associates are individuals who have graduated from a Master’s level
program in Psychology, Counseling or Social Work. Associates are working on clinical
hours for licensure and are registered as Associates with the Board of Psychology or
California Board of Behavioral Sciences.

C. Clinical Supervisor: Clinical Supervisors are licensed mental health professionals who
meet the minimum qualifications to provide supervision to trainees and/or associates
who are pursuing licensure. Clinical supervisors must be licensed for a minimum of 2
years and have practiced psychotherapy and/or provided direct supervision during at
least 2 out of the last 5 years prior to the commencement of supervision. Clinical
Supervisors must sign and comply with required supervision-related forms, as well as
complete supervision related training per the BBS regulations.

#HH#
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VI. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:
11/7/2023 All Adopted

Prior Approval dates:

Signature on file 09/30/2025

Approved by: | Star Graber, PhD, LMFT Behavioral Health Administrator Date
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14.05 Gifts, Donations and Loans

. PURPOSE

To ensure that gifts and donations are processed and accounted for consistent with County of
San Luis Obispo organizational values and professional ethical standards.

[I. POLICY
Mental Health Staff will not accept gifts from clients or agencies for their personal use.

Ill. REFERENCE(S)

e Please refer to San Luis Obispo County Policy on County Staff Receiving Gifts and
Gratuities — Attachment A - Contract with DHCS, Exhibit A, Attachment 1

IV. PROCEDURE

A. When monetary donations are made, they are forwarded to Accounting with a memo
identifying the donor’'s name, the amount of the donation and the service that the
donation was intended for, if specified

1. The amount of the donation is credited to the service specified, if no services were
specified the amount would be distributed to all programs.

2. The Behavioral Health Administrator's secretary prepares a letter of
acknowledgment as above.

B. When a non-monetary gift is received on behalf of the Mental Health Services, the
Behavioral Health Administrator is promptly notified of the gift, the donor’'s name,
address, date and service, and what the gift was intended for, if specified.

1. Aletter of acknowledgment is then prepared for the Behavioral Health
Administrator’s signature. It is desirable to have the person arranging for the gift to
co-sign the letter of acknowledgment.

2. The donor may specify a dollar value for the gift if that is to be included in the letter.

3. Theitem is labeled with the donor’'s name and the date that the gift was made.

C. The Mental Health Services Gift Fund is deposited as a Departmental Fund and needs
the approval of the Behavioral Health Administrator prior to its use.
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D. Individuals or programs should not maintain informal gift funds outside of the policy
and procedures described.

E. Mental Health Services does not accept equipment, material/supplies or works of art on
a loan basis.

HH##
V. REVISION HISTORY
Revision Date: Section(s) Details of Revision:
Revised:
04/30/2009 Adopted
06/08/2017 All Revision and reformatting
09/04/2018 All Reformatting
Prior Approval dates:
Signature on file 09/11/2017
Approved by: | Anne Robin, LMFT, Behavioral Health Administrator Date
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14.08 Transportation of Clients To- and- From Other Facilities

l. POLICY

County of San Luis Obispo Behavioral Health Department shall transport a client to and from
clinic sites and other facilities regardless of their legal hold, except inmates. No client shall be
transferred or discharged to another facility, unless arrangements have been made in advance
for transfer to such facility and the person legally responsible for the client has been notified,
unless it is an emergency.

Il. PURPOSE

1. To ensure a safe, appropriate and timely coordinated transfer of clients to and from
another facility.
2. To maintain optimal health and well-being of the client while being transported.

[ll. REFERENCES

e County Code 2.84.010 Rules for Use of Vehicles on County Business
IV. PROCEDURE
A. General Principles

1. Atransfer of a client shall be carried out if the client requires a higher level of care
due to medical condition or due to third party payer requirement.

2. Atransfer shall not be carried out if in the opinion of the staff psychiatrist, in
consultation with the Medical Director and Clinical Director, in that such transfer
would be contraindicated.

3. All staff will follow the Rules for Use of Vehicles on County Business, Policy 10.05
Operating County Vehicles, and Policy 10.04 County Drivers Cell Phones.

4. No smoking is allowed in County vehicles.
Staff will wear photo ID badge issued by the Health Agency at all times.

6. Clients shall never be transported in an employee's personal vehicle or other
personal vehicles. In cases when the number of County vehicles cannot meet the
demand for use, preference will be given to employees needing to transport clients.

7. Volunteers and interns may drive County vehicles provided they have a valid
California Driver’s License, have read County regulations regarding the use of
County vehicles, and have been cleared by the County Risk Management.
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10.
11.

12.

13.

14.

15.

If lead staff determines that, the client presents an imminent risk for elopement or
violence, toward others, staff will consult with program supervisor, or psychiatrist to
determine most appropriate form of transportation.

Seat belts are to be used at all times.
Clients on a legal hold shall never transported by family or community members.

Every staff must carry an operable cell phone during client transport and be
available to respond to calls from the PHF at all times Use of cellular phones will
comply with current motor vehicle regulations including hands free operation while
driving.

The staff shall notify the Program Supervisor or delegate when emergencies occur
during transportation. Upon completion of a trip, the staff shall report to the shift
lead on duty any incidents that may have occurred Incident Report(s) and Report(s)
of Vehicle Accident/Incident/Damage will be completed as required.

In the event of an emergency (i.e. elopement, medical, assault) call 911, take
immediate steps for safety and contact Program Supervisor when safe to do so.

In the event of an accident, the staff will notify local law enforcement, the Program
Supervisor, and complete a vehicle accident report, which includes the police report,
number and the appropriate information related to any other drivers.

Meal reimbursements for clients will only be approved for meals purchased outside
the county of San Luis Obispo. Exceptions will be made on emergency basis when
the staff is providing 1:1 support in the community. Reimbursements will be
approved for meals purchased by employee staff for clients during transport. Staff
must include client number on receipt.

B. When Transporting a client to a Courthouse, the staff will:

Assure that the client is dressed in appropriate clothes and not in hospital clothes.

Obtain the address of the Courthouse, Department number, hearing time as well as
directions to the Courthouse (refer to Court Transport Guidelines - Attachment A)

Remain with the client in the Courthouse at all times, as they are on a legal hold. The
client must always be within arm’s length of the staff.

C. When staff or ambulance transports a client to or from a medical facility ,staff will:

1.

Ensure that the following forms are either completed or transported with the client:

a. Mental Health to Hospital Transfer Form
Consent to Transfer to another Medical Facility

c. Certification by Physician for Transfer of client with Emergency Medical
Condition
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2.

Ensure that a nurse-to-nurse followed by a doc-to-doc report has been completed
prior to transporting the client to or from medical facility.

Notify the client of where he/she is being taken and the reason for the transport. If
the client is a minor, notify the parent or legally responsible person, where the
minor will be transported.

All transport personnel including Law Enforcement must receive confirmation from
PHF Staff only, that the client has been accepted on the PHF.

D. When transporting a client to another psychiatric facility, placement or discharge the
staff will:

© N o w

10.

11.
12.

Ensure that they have any records or documents required by the receiving facility.

Obtain name, address and phone number of the receiving facility, as well as
directions to it, and to whom to report. For State Hospitals, the staff needs to know
the client’s unit number.

Gather all of client's belongings, including personal medications. If the client is being
transported from the PHF, staff will check the PHF safe, wardrobe, sharps box,
individual's suitcases, and bags for their property Check that the Personal Property
List has been completed and signed, and place clients’ property and Personal
Property List in rear of the vehicle. The staff will ensure that the client will not have
access to their property during transport.

Provide food and fluids, towels, pillow, blanket, basin/urinal (if needed), and tissue
within reach of client in the vehicle.

Prompt the client to use the toilet before departure.
Inform the client (or legal guardian) where he/she is going.
Check client for sharps and/or contraband before allowing him/her into vehicle.

Ask the contact person at facility for paperwork and client property to be taken back
to the PHF.

Assist client into the County vehicle and prompt the client to fasten their seat belt.

Staff will contact Program/Nursing Supervisor if there are any identified client needs
or concerns.

Report any observable vehicle maintenance needs to the PHF Supervisor.

Remove all litter and property from the vehicle upon return, including any used
urinals

E. When transporting a client to treatment related appointments and activities.

1.
2.

Assure that the client is dressed in appropriate clothes and not in hospital clothes.

Obtain the address of and directions to the destination.
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Remain with the client at all times. If they are on a legal hold, the client must always
be within arm’s length of the staff.

Ensure that they have any records or documents required for the
appointment/activity.

Prompt the client to use the toilet before departure.

Inform the client (or legal guardian) where he/she is going.

Check client for sharps and/or contraband before allowing him/her into vehicle.
Assist client into the County vehicle and prompt the client to fasten their seat belt.

Prior to returning, ask the contact person at facility for paperwork and client property
to be taken back.

REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:

11/01/2015

01/02/2018 All Formatting

Prior Approval dates:

Signature on file 09/11/2017
Approved by: ‘ Daisy llano, MD, Medical Director Date
Signature on file 09/11/2017
Approved by: ‘ Anne Robin, LMFT, Behavioral Health Administrator Date

14.08 Transportation of Clients To-and-From Other Facilities |BH| Page 4 of 4




San Luis Obispo County Health Agency Effective Date: 08/19/2011
Behavioral Health Department Page 1 of 3

. PURPOSE

14.09 E-Learning

e Assist employees, contracted employees and volunteers to meet training and licensing
requirements

e Ensure our workforce’s ability to provide high quality of care and culturally and linguistically
competent services to the community.

o Help employees develop and/or enhance their professional skills and to assist them with
their career development goals.

[I. POLICY

In accordance with State requirements and Department goals, San Luis Obispo County
Behavioral Health Department (SLOBHD) provides education and training to its employees,
contracted employees, and volunteers as part of its commitment to staff training and
development. SLOBHD provides online courses from Essential Learning within Elevate, the
county’s electronic learning program.

Ill. REFERENCE(S)

IV. PROCEDURE

A. Training and Education

1. Mandatory Courses

SLOBHD provides mandatory training for all employees on topics such as safety,
confidentiality, HIPAA, ethics, work-related topics and organizational policies.
Employees are given access to their training plans via a password-secured log-in
to the County's Electronic Learning program. Mandatory training and other
agency requirements are listed with specific due dates on the employee’s
training plan. Employees are provided Certificates of Completion as part of the
e-learning service.

All mandatory training is expected to be completed on or before the “required
by” date. Employees should use normally scheduled work hours to complete
mandatory online courses with the prior approval from their supervisor.

Employees cannot earn overtime or accrue comp time while completing online
training.
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iv. Timely completion of mandatory training will be a consideration in an
employee’s performance evaluation. Fulfillment of this requirement does not
guarantee raises, promotion or other compensation or alter the “at will” status
of employment.

2. Recommended Courses: A Program supervisor may occasionally recommend
specific online courses as a performance improvement activity or as part of an
employee’s professional development plan. Employees may schedule time to
complete recommended online courses pre-approved by their Supervisor during
normally scheduled work hours.

3. Elective Courses: Essential Learning provides a library of professional courses on a
variety of behavioral health and human service topics. Employees may take online
courses for continuing education credit, for professional development, or personal
interest at no cost. Employees choosing to take elective online courses at their own
discretion must do so on their own time. They will not be compensated for their
time.

B. Supervision of E-Learning

1. Supervisors' Role: SLOBHD Program Supervisors are expected to register new
employees as users, assign courses, monitor progress, and report progress as part
of training expectations in staff evaluation. Program Supervisors should stay abreast
of new online courses offered by the provider and make recommendations for
courses which contribute to the professional development of their assigned staff.
Program Supervisors are expected to allow mandatory and recommended course
training time within normal work hours.

2. Program Supervisors may also approve requests for elective learning, and have staff
assure that County time is not used for elective online courses.

C. Maintaining Staff Assignments within the E-Learning System

1. Program Supervisors refer to the “Elevate Quick Guide for Supervisors and
Managers” for instructions and consult the help features of the e-learning web site
for enrolling users, assigning courses, and maintaining training records.

2. Program Supervisors use the tools and reports provided by the e-learning system to
document staff training assignments and completion of assigned courses.
Supervisors remind staff when training deadlines near and document staff failure to
complete assigned training.

#H#
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14.11 Designation to Write 5150/5585 Holds

I. PURPOSE

To establish San Luis Obispo County Behavioral Health Department’s (SLOBHD) procedures for
the identification and training of professionals who will be designated to perform functions
under Welfare and Institutions Code (W&I Code) §8 5150 — 5585.59

II. SCOPE
Applies to all staff seeking designation from SLOBHD to write a 5150/5585 hold.

[ll. POLICY

The SLOBHD Administrator shall implement a process for identifying, training, testing,
designating and monitoring individuals who will perform functions under Welfare and
Institutions Code (W&l Code) §8 5150 — 5585.59

IV. REFERENCE(S)
e W&I Code Division 5, Part 1, Chapter 2, § 5121
e W&I Code Division 5, Part 1, Chapter 2, 8§ 5150 — 5585.59
e California Code of Regulations (CCR) Title 9 8§ 821 — 825

V. DEFINITIONS
e 5150 or Involuntary hold: The Application for Assessment, Evaluation, and Crisis Intervention
or Placement for Evaluation and Treatment (DHCS 1801) is the form commonly referred to
as a “5150” or “involuntary hold” (5585 for minors). The 5150 documents specific
information that results in probable cause to detain an individual for a period of up to 72
hours for assessment, evaluation, and crisis intervention, or placement for evaluation
and treatment in a facility designated by the SLOBHD.

= Criteria for an involuntary hold: W&I Code § 5150 (§ 5585 for minors) details the criteria
for an involuntary hold. The key components are that, as a result of a mental health
disorder, an individual is a danger to self or others, or is gravely disabled, a condition in
which a person, as a result of a mental health disorder, a severe substance use disorder,
or a co-occurring mental health disorder and severe substance use disorder, is unable to
provide for their basic personal needs for food, clothing, shelter, personal safety, or
necessary medical care and cannot be properly served without being detained.

VI. PROCEDURE
A. Eligibility for Designation
1. Professional Status: License or registration with the relevant board must be
current and in good standing. Eligible staff include:
» Staff who are licensed/registered/waivered or who work under the direction
of one of the following disciplines: Psychiatry, Psychology, Marriage and Family
Therapy, Social Work, Professional Clinical Counseling and Custody Deputies.
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e Nursing staff: Nurse Practitioners (NP), Registered Nurses (RN), Licensed
Psychiatric Technicians (LPT) or Licensed Vocational Nurses (LVN)
e Other Qualified Providers as determined eligible by the SLOBHD Administrator
on a case-by-case basis
Required Experience:
A minimum of two years of experience providing treatment to individuals with
mental illness or other behavioral health needs
e Sufficient experience working in crisis situations.
Training: Initial Designation requires:
e Completion of a SLOBHD approved face-to-face training or e-learning module
e Successful completion and review of, at minimum, three samples of an
Application for up to 72-hour Assessment, Evaluation and Crisis Intervention
or Placement for Evaluation and Treatment (DHCS 1801, See Attachment A)
e Participation in role play exercises
Re-designation requires:
e Completion of a SLOBHD approved refresher course, which may be an e-
learning module
e Successful completion of training poll questions and knowledge checks
e Submission of two samples of an DHCS 1801 to the SLOBHD Administrator
or designee for review. The samples must also be on the most current
version of the DHCS 1801 form. Re-designation will occur every two (2)
years, or more frequently as recommended by the designee’'s Program
Supervisor or Division Manager, or by the SLOBHD Administrator.

B. Designation Process and Designee List

1.

2.

4.

The designee’s supervisor will submit a completed application for the staff's

designation to the designation training committee.

The designee will complete the initial CalIMHSA designation training (4 hours) and

submit their certificate of completion to the designation training committee for

review.

Designee will complete and submit three DHCS 1801 samples, one sample must

be a 5585 to SLOBHD Administrator or designee for approval.

The SLOBHD Administrator will review and sign the Designation Card once

designation steps are complete. See Attachment B

« Designation will be valid for a period not to exceed 2 years

e Designation will expire if the designee leaves employment or becomes
ineligible for another reason (i.e., fails to maintain license/registration in good
standing, fails to follow policy or procedure, or at the discretion of the SLOBHD
Administrator).

e If the SLOBHD Administrator denies or revokes an individual's designation, the
SLOBHD Administrator will provide a written notification to the person who
made the request for designation of the individual, and the individual who is
the subject of the request for designation, describing the reasons for denial or
revocation.
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5. Each approved and signed designation card will be logged and mailed to

designated staff by the Access and Crisis Services Division Program Supervisor or
designee.
The Access and Crisis Services Division Program Supervisor or designee will
maintain a spreadsheet that will log the dates staff complete training or other
parts of the designation process.

a. Contractors will maintain a separate personnel roster of any staff

designated and provide it to BHD upon request.

If a 5150 desighated staff separates from BHD or changes positions, the
designee’s Program Supervisor or Division Manager must notify Access and Crisis
Services Division as soon as reasonably practical.

C. Quality Monitoring
1. SLOBHD Quality Support Team (QST) reviews documentation completed by

SLOBHD staff, the Mobile Crisis Team and the Psychiatric Health Facility (PHF).
Randomized chart reviews take place for each provider at least annually. Review
of the DHCS 1801 form is included in this documentation review.

QST provides audit results and recommends corrective action plans to Program
Supervisors and Division Managers. Recommendations may include additional
training, mentoring or other corrective actions and may include suspension or
termination of designation.

The Mobile Crisis Team shall establish a separate system of supervision and
monitoring for Mobile Crisis staff to ensure adequate documentation by
contractor staff as detailed in the contract with SLOBHD.

Contractors whose staff are designated must develop a quality management
process to review the holds written by contractor staff.

VII. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:

03/03/2017 Adopted

09/04/2018 All Formatting

5/24/2019 v Added OQP and minor changes to shadowing process

12/16/2022 \ Updated requirements for staff to meet qualifications
to be designated

11/14/2025 All Updated to align with current procedures and
programs

Prior Approval dates:
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11/24/2025
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ATTACHMENT A
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ATTACHMENT B

Name, Credentials
Job Title/Agency
805-

The person named above is designated to perform functions under
WIC 5150/5585 in San Luis Obispo County. Expires on: Q <
(

Anne Robin, LMFT
Behavioral Health Administrator O
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15.00 Employee Incident Reports and First Aid

. PURPOSE

To provide direction for staff to assist injured person(s) to obtain proper emergency medical
care.

[I. POLICY

When Behavioral Health employees have an injury or illness that relates to their employment,
an Employee Injury/ lliness Report will be completed within 24 hours of the incident. Every
effort will be made to assist an injured person in obtaining proper emergency medical care.

ll. REFERENCE(S)

IV. PROCEDURE

A. In the event of staff injury, the immediate supervisor of the staff must complete the
following:

1. Fill out the Supervisor's Investigation Report.

2. Fill out the DWC-2 Form. Note: ONLY lines 1, 11, 12 and 16.

3. Ask the employee to complete the Employee Report of Occupational Injury or Iliness
Report (if the employee is able to do so).

4. Fax all 3 forms to Risk Management (fax 781-4880) immediately.

5. Send a copy to Health Agency Human Resources (HAHR) (fax 781-4281).

6. If the accident involved a county vehicle, fill out a Vehicle Accident Report. Located
http://myslo.intra/RM/RM_Safety/Forms.htm

7. Make a copy of all of the forms and keep for your records.

8. Give the employee the original DWC-1 form with lines 1, 11, 12, and 16 completed.

9. Print out and give the employee the entire employee packet containing all forms
and FAQ's located on the Workers Compensation Intranet page listed below.

10. All forms are available from the HAHR Department, or from the County Website
(http://myslo.intra/RM/RM_WorkersCompensation.htm)

B. In case of a medical emergency:
1. Properly trained staff (i.e., Medical Doctor, Registered Nurse, Licensed Vocational

Nurse, and Psychiatric Technician) may offer first aid assistance to help an injured
person to be safely transported to a medical facility.
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2. An Incident Report is completed by the Program Supervisor or designee for visitor
or client injuries and is available from HAHR or on the Risk Management Intranet
page http://myslo.intra/Assets/RM/Safety/Forms/Incident.Accident+Form

HH##
V. REVISION HISTORY
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15.01 Fire and Disaster Plan

. PURPOSE

To provide direction for staff to safely and appropriately respond to fire and disasters to
ensure safety of staff and clients

[I. POLICY

In the event of a fire or disaster, staff will follow the directions on the County Emergency Action
Plan that is maintained at each Outpatient program site. Program Supervisors at each site will
ensure that all staff are familiar with and informed of the location of the County Emergency
Action Plan document.

ll. REFERENCE(S)

IV. PROCEDURE

A. If an emergency situation arises in or around the work site staff will immediately report
to the site supervisor and refer to the County Emergency Action Plan posted at each
site.

B. Follow the instructions on the Emergency Action Plan for the type of emergency or
disturbance that threatens the area.

C. Ensure the safety of clients and visitors that are in the building at the time of the
emergency

D. Inthe case of fire, in addition to following the instructions on the Emergency Action
Plan staff will do the following:

1. The person who first becomes aware of the fire loudly announces to others in the
area: CODE RED

2. Staff in the area of the fire immediately:

a. Assist clients and visitors to vacate to the pre-planned evacuation area (e.g.
parking lot).
Inform all other staff to vacate to the pre-planned evacuation area

c. To the extent possible, after clients have been evacuated, staff will do the
following:
i. Close all doors in the area;
ii. Unplug all electrical appliances in the immediate area threatened by fire; and
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iii. Use a fire extinguisher or hose to extinguish or control the fire until the Fire

Department arrives.

E. If the program site needs to be closed temporarily, the Program Supervisor or designee
follows the procedure outlined in policy titled 15.05 Temporary Closing of Clinic.

V. REVISION HISTORY

#H#

Revision Date: Section(s) Details of Revision:

Revised:
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09/04/2018 All Formatting
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15.02 Morbidity and Mortality Committee

PURPOSE

To describe the process for review of care in the event of a client death or serious injury

SCOPE

Applies to all SLOBHD County-operated and contract Specialty Mental Health Service and
Substance Use Disorder Service programs

POLICY

The County of San Luis Obispo Behavioral Health Department (SLOBHD) will conduct a
quality of care review in the event of a client death or serious injury. The Morbidity &
Mortality (M&M) Committee, a subcommittee of the Quality Support Team (QST)
Committee, will conduct such review. All proceedings of the M&M Committee are
confidential and are not subject to discovery in a legal proceeding.

. REFERENCE(S)

o Welfare & Institutions Code §14725

e Welfare & Institutions Code 85328(n)

¢ California Code of Regulations, Title 9, Chapter 11, §1810.440

e Code of Federal Regulations, Title 42, 88438.230, 438.310-438.340

e California Evidence Code 81157.6

e Contracts with Department of Health Care Services (DHCS) with MHP and DMC-ODS

PROCEDURE

A. The M&M Committee will consist of the SLOBHD Medical Director (chairperson),
additional medical staff designated by the Medical Director, and staff from QST,
including the QST Division Manager. The Behavioral Health Administrator may appoint
additional members.

B. The committee will meet monthly or as scheduled by the Medical Director, but no later
than 2 months after the client's death or serious injury, even if the Coroner’s report or
Death Certificate is not available yet.

C. M&M Committee records will include an agenda, approved minutes, investigative
reports, and related documentation for other sources, including Coroner’s report,
when available. QST staff will maintain committee records confidentially for a
minimum of 10 years following the expiration of the DHCS contract period during
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which the incident occurred.

D. Inthe event of death or serious injury of a client who was open for services with
SLOBHD or a contracted provider (or who was open within the 90 days preceding the
incident):

1. Staff who learn of the incident will complete an Incident Report (see policy 15.04
Outpatient Incident Report)

2. Staff will forward the Incidents Report to QST for review

3. QST staff will sequester the record and schedule the M&M review

E. The M&M Committee will assign a member to review the record and the Incident
Report at the next meeting. The SLOBHD Medical Director will then guide a discussion
of the pertinent facts related to client care. If follow up or additional information is
needed, an M&M Committee Follow-up Request will be sent to obtain the information
needed. A staff member familiar with the client's treatment may present the
information in writing or in person in the next scheduled M&M Committee meeting.

F. At the conclusion of the review, the M&M Committee chairperson will forward written
findings to the QST Committee. Findings may include:

1. Recommendation(s) to improve care provided or prevent occurrence of serious

injury or death, if needed

A recommendation to unsequester or keep the record sequestered

3. When necessary, that follow-up actions will be taken by SLOBHD to report incidents
to State Department of Health Care Services or other oversight body

n

G. The Medical Director and/or QST Division Manager will lead a discussion of the findings
at the next QST Committee meeting to encourage active participation by the SLOBHD's

providers, beneficiaries, and family members in the quality improvement process.
HH##
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I.  REVISION HISTORY
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15.03 Occupational Exposure to Blood Borne Pathogens

. PURPOSE

To ensure that Behavioral Health Department staff follow the OSHA guidelines and provide
them with means of eliminating, minimizing or limiting risks and/or exposure to blood borne
pathogens and other potentially infectious materials in the performance of their duties and
activities.

[I. POLICY

San Luis Obispo County Behavioral Health Department (SLOBHD) will comply with the OSHA
guidelines to increase employee safety by adhering to the following Exposure Control Plan in
the event of an occupational exposure to blood-borne pathogens.

Ill. REFERENCE

¢ California Code of Regulations, Title 8, Section 5193
e Standards - 29 CFR, Part 1910.1030 Occupational Safety and Health Standards,
Bloodborne Pathogens

IV. PROCEDURE

A. Exposure Determination

1. For the purpose of this Plan, occupational exposure means reasonably anticipated
skin, eye, mucous membrane, or parenteral contact with blood or other potentially
infectious materials that may result from the performance of an employee’s duties.
This determination is based on risks incurred while performing one’s job or
procedures without the use of personal protective equipment.

2. All licensed staff have potential occupational exposure; including but not limited to
physicians, nurse practitioners, registered nurses, psychiatric technicians, and
licensed vocational nurses in whatever area of the Inpatient and outpatient clinics in
which they work.

3. The tasks and procedures performed by these staff where occupational exposures
may occur include administering injections and handling contaminated sharps.
Other less frequent occurrences, specifically for Inpatient Unit, may include
attempting to restrain a combative patient, which includes the risk of being bitten or
scratched.

15.03 Occupational Exposure to Blood Borne Pathogens |BH| Page 1 of 3



15.03 Occupational Exposure to Blood Borne Pathogens Page 2 of 3

B. Compliance

1.

7.

Universal precautions will be observed to prevent contact with blood or other
potentially infectious materials. According to this concept, all human body fluids
shall be considered potentially or known to be infectious for HIV, HBV, and other
blood-borne pathogens.

Hand washing facilities will be readily accessible to all staff and are required to wash
between injections.

Staff will use safety syringes and will dispose of them in appropriate puncture-
resistant labeled containers. These containers will be disposed of as required (Refer
to either PHF 7.11 and or SLOBHD 7.09 Syringe Policies)

Staff must wash hands or skin with soap and water, or flush mucous membranes
with water as soon as feasible following contact of such body areas with blood or
other potentially infectious materials.

Personal protective equipment (e.g., gloves) will be provided at no cost to the
employee for use as needed.

Hepatitis B vaccine will be made available at no cost to all staff listed in Section C1 of
this plan.

The work site will be maintained in a clean and sanitary condition.

C. Training

1.

All staff who are considered to have a higher risk of occupational exposure will be
given access to information and training on blood- borne pathogens within one (1)
year of their employment and annually thereafter (per OSHA regulations).

Staff will be provided information on the Hepatitis B vaccine, including information
on its efficacy, safety, and benefits. Hepatitis B vaccine will also be offered at no cost
to the staff.

Staff will be given an explanation of the procedure to follow if an exposure incident
occurs.

Dates, content, names, and disciplines of staff attending the training and the name
and qualifications of the instructor(s) of all training sessions will be recorded and
kept for three (3) years.

D. Post- Exposure Evaluation and Follow up

1.

When an exposure incident occurs (e.g., contaminated needle stick), the area
affected will be flushed with soap and water immediately and apply appropriate first
aid, if necessary.

Report exposure immediately to Program Supervisor.

Document exposure incident, route of exposure and source individual on an
Employee Report of Occupational Injury (See Policy titled Employee Incident
Report/First Aid policy for further information and instruction).
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4. Laboratory tests must be conducted by an accredited laboratory tests at no cost to
the employee. Identifying and immediately testing the source individual with
appropriate consents obtained is a must. Laboratory tests must include but not
limited to communicable diseases such as HIV, HBV and Hepatitis. Results of the
testing of the source individual will be made available to the exposed staff.

5. Afollow up evaluation of the staff must also be done which includes a confidential
medical evaluation documenting the details of the incident, follow up of tests results
and post-exposure prophylaxis initiated when medically indicated.

6. A vaccine may be offered at the time of exposure to help build resistance.

E. Record Keeping

1. Incident reports will be kept confidential and kept in a secured area by the Quality

Support Team.

2. Medical Records of the exposed staff, which includes tests results and medical
evaluation, will be kept confidential in their medical personnel file and maintained
for at least the durations of the employment or ten (10) years, whichever is longer.
Immediate supervisor do not have access to this information.

V. REVISION HISTORY

#HH

Revision Date: Section(s) Details of Revision:
Revised:
06/01/2015
11/14/2017 All Uniform to BH Health Agency Policy, formatting
Prior Approval dates:
04/30/2009

Signature on file

02/01/2018

Approved by: | Anne Robin, LMFT, Behavioral Health Administrator Date
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15.04 Outpatient Incident Report

. PURPOSE

To describe the use of the Behavioral Health Incident Report to monitor and improve quality of
care

To provide direction to County of San Luis Obispo Behavioral Health Department (SLOBHD)
staff for reporting outpatient client incidents

[I. SCOPE

Applies to staff in outpatient Mental Health and Drug & Alcohol Services staff and contracted
programs

[ll. POLICY

SLOBHD Quiality Support Team (QST) will monitor quality of care concerns and will take or
recommend appropriate action to resolve identified issues. To accomplish this goal, SLOBHD
staff and contractor staff will complete a Behavioral Health Incident Report (IR) to document
quality of care issues. Staff will forward the IR form to QST for review and follow up.

An IR is a confidential, internal, risk management and quality improvement document. Neither
the IR contents, documentation of the review, nor follow up are subject to discovery in a legal
proceeding. IR forms will be maintained confidentially and will not be photocopied, faxed,
scanned, or emailed (unless encrypted and password protected).

Reporting an incident does not replace or eliminate the need for separate corrective or
disciplinary personnel actions or other mandated reporting responsibilities (e.g. Child or Elder
Abuse reports, breach reports, or Tarasoff warning).

IV. REFERENCE(S)

e California Evidence Code §1157.6
e For Psychiatric Health Facility (PHF) Incidents, see PHF Policies 13.05 Incident Reports
and 13.06 Unusual Occurrences

V. PROCEDURE

A. An Incident Report Form (Behavioral Health Incident Report, Attachment A) is
completed in the following situations:

1. Client death (open SLOBHD case or closed within 90 days)
2. Serious suicide attempt (open SLOBHD case or closed within 30 days)
3. Major accident, significant injury, or assault occurs on site
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9.

When staff make a Tarasoff warning is made to protect others from a serious threat
of harm

When a client requires or receives emergency medical care or experiences negative
consequences as a result of an unexpected side effect of prescribed medication or a
medication error

When Emergency Medical Services, Law Enforcement or Fire Department respond to
a client health or behavioral emergency on site (excludes calls made to or by Mental
Health Evaluation Team)

When there is a known or suspected breach of Protected Health Information (PHI)
When staff become aware of a significant ethical violation in the provision of client
care. (Note: The incident reporting process does not replace or eliminate the need
for other legal or personnel actions)

At the discretion of the Program Supervisor or Division Manager

B. Incident reports involving breach of client PHI:

1.

Staff will immediately notify the Health Agency (HA) Privacy Officer by telephone
(781-4788) or by email at privacy@co.slo.ca.us. See Health Agency’s Health
Information Privacy and Security Policy for detail.

Staff will complete and forward the IR via inter-office mail (or hand deliver it) to QST.
QST staff will log the IR and will forward it to the Privacy Officer for follow up.

C. Incidents involving death of a client:

1.

Staff will, upon becoming aware of a client death, complete an IR and forward it to

the Program Supervisor (as soon as possible, but always within 24 hours after being

informed of a client's death)

If the client was open for treatment, staff will follow program guidelines for a

discharge summary. The discharge summary will describe what staff know

regarding the client's death. Generally, a discharge summary and closing outcome

measures (if required by the program) are the only documents added to the record

after staff learn of a client death.

The Program Supervisor or designee will:

a. Complete the Program Supervisor comments section of the IR and will notify the
Division Manager of the death

b. Finish the Discharge Summary and Final Approve (DAS) or route to the Health
Information Technician for Final Approval (MH).

The Division Manager will review, add any additional detail, and initial the IR prior to

sending it to QST within two (2) working days of the discovery of the client's death.

QST will staff sequester the record (see policy 13.08 Sequestering Records) and add

the record to the agenda for the next Morbidity & Mortality Committee meeting.

D. All other Incident Reports:

1.

Any BH staff who becomes aware of an incident will initiate the IR and will forward
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2.

the completed report to the Program Supervisor.
The Program Supervisor will complete and will forward the IR to QST for review
within five (5) working days of the discovery of the incident.

E. Contract providers shall submit a copy of their agency's Incident Report to the QST
Division for review within five (5) working days of discovery of the incident (or in the
case of a death, within two (2) working days). The original report shall be keptin a
secure location at the contractor’s site. The BH IR may be used by any contract agency
for reporting.

F. Incident Report Review and Reporting:

1.

The QST Incident Report Review Committee (IRC) will review each IR and will make
recommendations to improve client care when needed. IRC will request additional
information when needed and follow up until resolution of the issue. IRC will report
a summary of findings to the QST Committee each month.

The Morbidity and Mortality Committee, a subcommittee of the QST Committee, will
review client death or serious negative outcomes. The Morbidity and Mortality
Committee will report findings and follow up recommendations, if any, to the QST
Committee each month.

The HA Privacy Officer or designee will review suspected privacy incidents and
suspected breaches. The Privacy Officer will complete a risk assessment report as
needed to Department of Health Care Services and to the Office for Civil Rights of
the US Department of Health and Human Services.

G. QST staff will retain IRs for ten years after the end of the contract period in with the
incident occurred. (See Policy 13.10 Destruction and Retention of Medical Records)

H. General Guidelines for Completing Incident Reports

1.

w

Send an IR to QST in a timely fashion; additional written information may follow
when it becomes available.

An Incident Report must be completed legibly (handwritten or typed)

Do not document the IR in the client record.

Correct errors by drawing a line through the mistake, write “Error”, and initial. Do
not use correction fluid.

If the staff's immediate supervisor is not onsite, (e.g. AA or HIT) the site Program
Supervisor or Division Manager can sign the IR.

Only complete one IR per incident. When several staff are involved in an incident,
the staff member who has the most immediate knowledge of the event will
complete the IR. List additional staff on the IR.

If the incident results in a physical injury to staff, staff is referred to county-
designated provider. (See Policy 15.00 Employee Incident Reports and First Aid.)
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VI. REVISION HISTORY

Revision | Section Details of Revision:
Date: Revised:
Purpose Added Purpose
All Changed PQI to QST. Updated review process

Procedure, #B | New Procedure for reporting Breach of PHI

Procedure #A | Report deaths for clients closed within 90 days (from 1 yr)

5/4/2015 | procedure #A | Added link to the BH Incident Report Form

Procedure #B | Added link to the email and the BH Privacy Policy

9/8/2017 | All Reformatted, minor revisions to text, added scope

Prior Approval dates:

4/18/2008, 3/30/2009, 4/15/2010, 1/24/2011, 8/19/2011, 5/4/2015

Signature on file 09/11/2017

Approved by: | Anne Robin, LMFT, Behavioral Health Administrator Date
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BEHAVIORAL HEALTH OUTPATIENT
INCIDENT REPORT

FORWARD COMPLETED OUTPATIENT INCIDENT REPORTS VIA
INTER-OFFICE MAIL TO: QST, HEALTH CAMPUS, 2nd FLOOR or
ENCRYPTED to bh.incidentreport@co.slo.ca.us
via Fax (805)788-2011

REPORT DATE: NAME OF STAFF COMPLETING REPORT:
CLIENT’S NAME: CLIENT'S MEDICAL RECORD #
CLIENTS CLINIC LOCATION (site):
DRUG AND ALCOHOL MENTAL HEALTH OTHER
DATE OF INCIDENT: TIME OF INCIDENT: LOCATION OF INCIDENT:

TYPE OF INCIDENT:

BREACH OF PROTECTED HEALTH INFORMATION (PHI) -
(REQUIRES IMMEDIATE NOTIFICATION: ha_privacy@co.slo.ca.us OR 805-781-4788)

SUICIDE ATTEMPT EMS/PD CALLED CLIENT MEDICATION ERROR
DEATH CRISIS/MHET ASSAULT/SAFETY ISSUES
TARASOFF INJURY/ACCIDENT OTHER:

OTHER STAFF INVOLVED/WITNESS:

DESCRIPTION OF INCIDENT (USE PAGE 3 IF MORE SPACE IS NEEDED)

SIGNATURE OF STAFF COMPLETING FORM: DATE

Page 1 of



SUPERVISOR’S COMMENTS AND RECOMMENDATIONS:

SUPERVISOR PRINTED NAME:

SUPERVISOR SIGNATURE: DATE:
DIVISION MANAGER'S SIGNATURE DATE:
DIVISION MANAGER'S INITIALS (CASES INVOLVING DEATH) DATE:

QST INCIDENT REPORT REVIEW COMMITTEE COMMENTS AND RECOMMENDATIONS:

PRIVACY OFFICE
REFER TO:

MEDICAL DIRECTOR

|PATIENTS' RIGHTS ADVOCATE

M&M

OTHER:

COPY HAS BEEN FORWARDED TO ABOVE

| v ]

[N

COMMITTEE CHAIR SIGNATURE

[] QST INCIDENT REVIEW COMMITTEE HAS REVIEWED THIS REPORT AND FINDS THAT APPROPRIATE STEPS WERE
TAKEN. NO FURTHER ACTION IS RECOMMENDED AT THIS TIME.

DATE

COMPLIANCE OFFICER COMMENTS AND RECOMMENDATIONS (FOR BREACH):

COMPLIANCE OFFICER SIGNATURE

[] COMPLIANCE OFFICER COMPLETED BREACH ASSESSMENT

DATE
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MEDICAL RECORD #
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15.06 Thefts or Break-Ins

. PURPOSE

To give staff direction in the even that Behavioral Health BH) property is stolen of a facility has
been broken into or vandalized.

[I. POLICY

In the event that BH property is stolen or a facility has been broken into or vandalized, the staff
person on the scene reports the incident according to the procedure outlined below.

ll. REFERENCE(S)
IV. PROCEDURE

A. Report the incident to the proper law enforcement agency immediately.

B. Notify the Program Supervisor or designee as soon as possible. If the item stolen
consists of IT equipment, IT department must be notified as soon as possible (788-
2800).

C. The Program Supervisor or designee notifies the Division Manager. If the site’s Division
Manager is not available, any Division Manager may be notified.

D. The Division Manager informs the Behavioral Health Administrator or the Deputy
Director who ensure that General Services are informed of the incident.

E. Inthe event of a theft, the staff member should be prepared to give an accurate and
complete description of the item(s) missing.

F. If a staff member believes that a theft or break-in is in progress, he/she must not enter
the building, but rather should contact either the local police or sheriff's department.

G. Anincident report is sent to Quality Support Team according to policy 15.04 Outpatient
Incident Report.

V. REVISION HISTORY

Revision Date: Section(s) Details of Revision:
Revised:

06/01/2015 I Purpose added

09/04/2018 All Formatting

Prior Approval dates:

04/23/2009, 04/20/2012

Signature on file 06/01/2015

Approved by: | Anne Robin, LMFT, Behavioral Health Administrator Date
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15.07 Suspected Child.Elder-Dependendent Adult Abuse Reporting (SCAR)

I. PURPOSE

e To describe the process whereby County of San Luis Obispo County Behavioral Health
Department (SLOBHD) employees shall be notified of and shall acknowledge reporting
obligations

e To provide resources to SLOBHD employees for fulfilling reporting obligations

e To provide directions for SLOBHD staff for documenting mandatory reports in a
manner that meets regulatory requirements, protects SLOBHD consumers, and reduces
risk for staff and SLOBHD

Il. SCOPE
Applies to all SLOBHD staff and contractors

[ll. APPLICABLE STANDARDS/REGULATIONS

California Penal Code (PC) Part 4, Title 1, Chapter 2, Article 2.5, 8§ 11164-11174.3
Welfare & Institutions Code (WIC), Division 9, Part 3, Chapter 11, 8§15600-15750
WIC, Division 5, Part 1, Chapter 2, §§ 5328(12), 5328.5

Code of Federal Regulations (CFR) Tittle 42, Part 2, Subpart B, § 2.12(c)(6)

IV. POLICY

SLOBHD shall provide all employees with required notification and regulatory background
information regarding abuse reporting requirements. Employees shall attest that they are
aware of the mandatory reporting requirements.

SLOBHD staff and contractors shall comply with relevant laws regarding the reporting of
suspected child abuse and elder/dependent adult abuse, including requirements for timely
telephone and written reports.

V. PROCEDURE
A. Notification of Employees

1. County of San Luis Obispo Health Agency Human Resources shall give each
employee a copy of the Pre-employment Notice of Abuse Reporting Requirements
and the Child/Elder/Dependent Adult Handout upon hire. Prior to reporting to
work, all SLOBHD employees shall electronically sign an attestation in the NeoGov
onboarding system (or similar system) attesting to the fact that they received a copy
of the child abuse and elder abuse reporting law and that they read the notice of
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Child Abuse Mandated Reporter and Adult/Elder Abuse Mandated Reporter.
SLOBHD shall ensure that each contract contains information for contractors
regarding abuse reporting obligations and shall give each contract provider a link to
the Support Page for Contractors and Network Providers:
http://www.slocounty.ca.gov/Departments/Health-Agency/Compliance-and-Privacy-
Program/Compliance-and-Privacy-Program-Services/Health-Agency-Contractor-and-
Network-Provider-Supp.aspx

B. Mandated Reporters

1.

Child abuse reporting: PC 11165.7. contains an complete list of mandated reports,
which includes all health care providers including all substance use disorder
counselors.

Elder abuse reporting: All health practitioners are mandated reporters of suspected
elder abuse. AB 575, effective 1/1/2018, amended WIC 15610.37 to include all
substance use disorder counselors as mandated reporters of suspected elder or
dependent adult abuse.

C. Report Timelines

1.

All SLOBHD staff shall make verbal, telephonic reports as soon as practically
possible after the discovery of reportable suspected child, elder or dependent adult
abuse.

SLOBHD staff who are legally mandated reporters shall make written reports using
the most current fillable forms provided by the Department of Social Services within
36 hours of discovery of reportable suspected abuse. The report forms will include
sufficient detail to help those responsible for investigating the report to effectively
protect the alleged victim(s). The use of quotes and specific detail is helpful,
SLOBHD staff are not tasked with investigating the allegation, though.

SLOBHD staff who are not legally mandated reporters, but who may witness what
they believe may be child, elder or dependent abuse, shall document in writing and
report the incident to their supervisor as soon as possible.

D. Immunity from Civil Liability : SLOBHD staff who are mandated reporters of abuse are
immune from civil liability for reports made in good faith.

E. Privacy Considerations

1.

Suspected child abuse creates an exception to privacy rules for both Mental Health
and Substance Use Disorder treatment (CFR 42 §2.12 (c)(6)) and is reportable
without client consent.

CFR 42 does not create an exception to privacy to allow DAS staff to report
suspected elder or dependent adult abuse, even though treatment staff (all LPHA
and all registered/certified counselors) are mandated reporters under State law
(WIC 8815600-15750). DAS staff shall provide an anonymous report without
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identifying the client or staff as involved in a DAS program. The report shall make
no mention of the client's substance use disorder, involvement in the Drug &
Alcohol program, and shall not contain information that can lead a reasonable
person to infer that the person is involved with the Drug & Alcohol Program. Staff
may use the generic term, “Health Agency” or “Behavioral Health” to reference their
work location.

3. Disclosure must be limited to the original report of suspected abuse. Further
disclosure of PHI for investigation, follow-up, or criminal/civil proceedings requires
the written consent of the client.

F. Documentation in the Electronic Health Record

1. SLOBHD staff shall document in the appropriate electronic health record that verbal
and written reporting responsibilities were discharged. Such documentation serves
both a risk management and client care function.

Examples:
» “Consulted with (identify staff/agency, i.e. Sally S. Worker with Child Welfare
Services) and fulfilled any mandated reporter requirements.”

2. Whenever possible, staff shall enter “SENSITIVE INFORMATION” or other disclaimer
at the beginning of the Progress Note to alert a reviewer that the note contains
information that must be carefully evaluated prior to third part disclosure.

3. SLOBHD staff shall use discretion with regard to the detail in which allegations of
abuse are documented in the record. Generally, staff will summarize in the record,
but will provide detail in the SCAR or APS report. Detail that helps staff provide
treatment will be included; extraneous or salacious detail that does not help in the
provision of care will not be included in the record. An additional consideration
when deciding how much detail to document shall be client and third-party access
and the effect such access will have on the client if the document is disclosed to a
third party.

4. SLOBHD staff shall document allegations of abuse using quotes and conditional
language except for those behaviors personally witnessed. When staff, in the
course of work duties, personally witness reportable abuse, documentation in the
record shall be made using descriptive and behaviorally specific language.
Examples:

e “Client reports that....”
e “Client's mother alleges that...”

G. Incident Report Documentation
1. SLOBHD staff shall complete an incident report following the current processes
detailed in Policy and Procedure 15.04 “Outpatient Incident Report” in these
circumstances:
¢ The identified accused perpetrator is/was a SLOBHD staff or contract
provider.
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H. Maintenance of the SCAR/APS report and response letters

1. SLOBHD staff shall file copy of the abuse report form and the response letter from
CWS in a secure location. Behavioral Health staff will forward reports and response
letters to the Medical Records Supervisor, who will maintain the records as required
by law.

2. Neither the Suspected Child Abuse Report nor the Suspected Dependent
Adult/Elder Abuse Report forms are part of the designated record set. These
documents shall not be scanned into the electronic health record nor disclosed to
any third party other than as required for investigation and protection of the alleged
victim(s).

RESOURCES

» Notice to Employees:
http://myslo.intra/Assets/HA/HA+Policies+and+Procedures/Child+$!26+Elder+Abuse
+Mandated+Reporter+Notice.pdf

» Employee Legal References Handout:
http://myslo.intra/Assets/HA/HA+Policies+and+Procedures/Child+$!26+Elder+Abuse
+Mandated+Reporter+LEGAL+HANDOUT.pdf

» SLOBHD Code of Conduct and Professional Ethics
http://myslo.intra/Assets/HA+Privacy+and+Compliance/Code+of+Conduct+and+Prof
essional+Ethics.pdf

» Suspected Child Abuse report # (805) 781-KIDS (5437) or 1-800-834-KIDS
» Adult Protective Services (APS) # (805) 781-1790 or 1-844-729-8011 (after hours)

» Suspected Child Abuse Report form (SCAR) - Fillable form
http://ag.ca.gov/childabuse/pdf/ss_8572.pdf

» Suspected Dependent Adult/Elder Abuse Report form - Fillable form
https://www.cdss.ca.gov/cdssweb/entres/forms/English/SOC341.pdf

HHH
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VI. REVISION HISTORY

Effective/Revision Sections Revised Author Status: Initial/
Date: Revised/Archived

Description of Revisions
02/01/2019 Entire Policy Greg Vickery, LMFT Initial Release

QST Manager

09/17/2020 Procedure F1. Revised

G - added protocol
Prior Approval dates:

Approved by: Anne Robin, LMFT, Behavioral Health Administrator Date
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15.09 Duty to Protect (Tarasoff)

PURPOSE

To provide San Luis Obispo Behavioral Health Department (SLOBHD) staff with guidance about
how to protect reasonably identifiable potential victims from serious threats of imminent

harm.

SCOPE

Applies to all SLOBHD staff and contractors’ staff

[ll. POLICY

A. SLOBHD and Contractor staff (staff) will take reasonable protective action when a client,

family member, or other credible third party communicates a serious threat of
imminent harm to a reasonably identifiable victim(s).

Protective actions will include notifying the intended victim(s) (verbally and in writing)
and law enforcement (verbally and in writing). Additional actions may occur, but do not
replace or modify the duty to protect and notify identifiable victims of threat of
imminent harm.

. DEFINITIONS

“Reasonable” is defined in the law to mean that a staff “...need not render a perfect
performance but merely exercise 'that reasonable degree of skill, knowledge, and care
ordinarily possessed and exercised by members of that professional specialty under
similar circumstances.”

“Imminent” mean reasonably likely to occur in the near future such that disclosure is a
reasonable and necessary step to protect the identifiable victim(s). If the threat is not
imminent, other protective actions that leave confidentiality intact may be indicated.
“Serious threat” means reasonably credible based on assessment of risk

“Harm” is defined as any action that could reasonably be expected to cause death or
serious bodily injury

REFERENCE(S)

California Civil Code §43.92

Welfare & Institutions Code §5328(18); 88100
Evidence Code §§ 1010, 1012, 1024

Penal Code 203

Penal Code 243(f)(4)

Code of Federal Regulations, Title 45, §164.512 (j)
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VI.

e Code of Federal Regulations, Title 42, Part 2

e Relevant Case law (see Attachment F for detail)
e Tarasoff v. Regents of the University of California
e Ewing v. Goldstein

e Ewing v. Northridge Hospital Medical Center

e Hedlund v. Superior Court of Orange County

e Thompson v. Alameda County

* Menendez v. Superior Court of Los Angeles

e Jablonskiv. U.S.

e People v. Wharton

e Mavroudis v. Superior Court of San Mateo

PROCEDURE

A. ASSESS RISK AND DOCUMENT RESULTS

1. Non-clinical staff must immediately report any threats of harm to a Program
Supervisor, site leader/shift lead or other clinical staff, who will assess risk
2. Clinical staff will do the following:
a. Gather as much information as possible about the specific threat to complete a
risk assessment
i. Interview the client
ii. Interview collateral sources whenever possible
iii. Review treatment record
iv. Consult with the treatment team
b. The purpose of the risk assessment is to help determine whether the threat is
serious and imminent enough to trigger the need for protective actions

B. ELEMENTS OF A RISK ASSESSMENT INCLUDE, BUT ARE NOT LIMITED TO: See
Attachment A Risk Assessment Background

1. Current presentation or recent changes to client's behavior (i.e. rumination,
exacerbation of psychotic symptoms, agitation, other change in mental status) that
might increase likelihood of acting upon a threat

2. Motives and goals
a. What is driving the threatening behavior? What is it meant to achieve or

communicate?
b. What options exist to reduce risk, coach replacement behaviors or increase
protective factors?

3. Concerning, unusual, or threatening communications
a. Direct threats to an identifiable victim may or may not be present
b. Indirect threats voiced to others (friends, family members, or to the treatment

team) or on social media are more commonly observed
c. Collateral informants are often concerned about client's statements or behaviors
and may be aware of other threats or behaviors that are vital to consider.
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4. Excessive interest in weapons, school shooters, mass attacks, or other violence

5. Recent stressful events (trauma, setbacks, challenges, or losses)

6. Mental Health: The mere presence of mental iliness does NOT predict violence.
There is ample research to show that individuals with mental illness are more likely
to be victims than perpetrators of violence. However, a risk assessment considers:

a.

Hopelessness, desperation, or despair are more important than any specific
diagnosis as a predictive factor of violence

Significant behavioral or mental status changes from baseline

Psychosis — there is mixed evidence about psychosis as a contributing factor for
violence. Some studies suggest that a pattern of acting upon command
hallucinations and paranoid ideation, (rather than ignoring or challenging) may
be significant. An exacerbation of symptoms that results in poorer functioning
and a reduced ability to utilize coping mechanisms or supports (i.e., when more
isolated due to internal preoccupation or when not medication adherent) is
noteworthy.

Capacity for planning - the ability to plan and follow through with actions
increases the risk of some types of violence. As with many other factors in this
category, the ability to plan and carry out a threat is more important than a
specific diagnosis.

Impulsivity/angry outbursts/behavioral dyscontrol — some types of violence are
impulsive rather than planned. Consider the client’s ability to manage impulses
and general ability to utilize coping skills.

Role of Trauma — most trauma survivors do not perpetrate abuse or violence,
but many perpetrators were themselves victims. It is important to assess the
role of historical trauma in a risk assessment without blaming the victim or
creating blind spots in the assessment that might underestimate risk. An
empathetic exploration here may create opportunities for treatment of trauma
and prevention of violent behavior.

7. Substance Use/Substance Use Disorder

a.

Change from baseline is more important than mere presence of SUD as a
predictive factor of violence.

Some evidence suggests that when substance use is associated with an increase
risk in violent behavior it is because substance use may reduce behavioral
control, result in poorer overall coping or an increase in risk factors (i.e., loss of
job, family, or status), and/or reduce availability of positive supports (i.e., when
sober supports are absent to due to individual's use).

8. Access to weapons (not just guns), means, and to the intended victim(s)

9. Evidence of a plan/likelihood of carrying out the plan

10. Prior history of violence/attack-related behavior (including any menacing, harassing,
and/or stalking-type behavior)

11. Protective factors that reduce risk include:

a.
b.
C.

Supportive relationships
Hopefulness
An ability to utilize alternatives
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History of utilizing alternative coping strategies

If the threat was made by a client who is present at a treatment site, staff will

remain with client until assessment, consultation, and notification of intended

victims and law enforcement (if needed) are completed

If the threat is made by a client who leaves a treatment site prior to the

completion of a risk assessment and/or completion of notifications, notify law

enforcement IMMEDIATELY

Gather as much information as possible about the intended victim(s) for

effective notification:

i. Name, location, and contact information are extremely important, if available

ii. If the intended victim(s) is identified by the client by relationship, rather than
name (i.e. “my boss” or “my upstairs neighbor”) or can be indirectly inferred
by a reasonable person, then the identifiable victim standard is met.

iii. If the intended victim is an entity in the community (i.e. “my math class”, “the
post office”, or the “church on Broad and Main Street” and a reasonable
person can infer the intended victims, then identifiable victim standard is
met and a broader notification to the entity may be reasonably necessary to
ensure the safety of intended victims and bystanders.

Consult with a Program Supervisor, shift lead, on-call/attending psychiatrist,

Mental Health Evaluation Team (MHET) or other clinical staff to determine if the

client's threat presents a serious risk of imminent harm to a reasonably

identifiable/foreseeable victim(s)

Determine if an evaluation for inpatient psychiatric services are needed. If the

danger to others is due to a mental health disorder, a staff member designated

to write a 5150/5585 hold will assess whether the person who made the threat
requires admission to (or continued stay at) the Psychiatric Health Facility (PHF)
or another inpatient facility.

Document the risk assessment thoroughly in the medical record

by the end of the current business day. Explicitly write into the

record the factors you considered and how you reached your
decision to act. Your documentation is essential for good client
care and is your primary protection from liability!

C. SUBSTANTIATED THREAT: TAKE PROTECTIVE ACTION

1.

2.

If clinical staff determine that the threat does represent a serious risk of violence to
a reasonably identifiable/foreseeable victim or victims, each SLOBHD staff member
has a duty to protect any potential victim(s), even if:

a. The person making the threat is admitted to the PHF or any other inpatient

facility, jail or juvenile detention facility

b. The credible threat was made while the client was detained at the PHF, jail or

juvenile detention facility

As with abuse reporting, an individual staff member may be designated to complete
notifications on behalf of the treatment team, but only if all notifications can be
completed in a timely manner.
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3.

It is never acceptable to defer or delegate notification to a staff member who is not
present to accept responsibility for making the notifications.

VERBALLY NOTIFY THE INTENDED VICTIM

a.

b.

Immediately warn the intended victim(s) by telephone or in person of the nature
of the threat and who made the threat.

If the risk assessment determines that a broader notification is necessary given
the nature of the identifiable victim(s) and/or potential location of where the
threat will be executed, then staff member must make a reasonable effort to
contact the person or entities at risk (i.e. school district, place of employment,
post office).

Disclose enough information to allow the intended victim to make reasonable
decisions about what steps to take to be safe. Both HIPAA and Welfare &
Institutions Code 5238(18) allow disclosure of protected health information to
protect intended victims. Details about the threat will be disclosed (Menendez v
Superior Court of Los Angeles). Details about the client’s illness or treatment will
not be disclosed.

CFR 42 Part 2 prohibits any disclosure that would affirmatively identify that an
individual has been or is being diagnosed or treated for alcohol or drug abuse in
a substance use disorder treatment program.

Sample statement:

“My name is ___ and I am calling to 1inform you that on (date),
(client’s name) made a serious threat of violence toward you.
(Client’s name) said (use plain language about the threat). I also
notified (name of Law enforcement agency) about this threat.”

Inform the intended victim(s) that you will follow up with a mandatory written
notification and ask if the intended victim prefers to receive the notification by
email or certified letter. Email is preferable because it allows more rapid
completion of this step. Obtain the appropriate address (es).

If the intended victim is a minor or a conservatee, also notify the

parent/guardian/conservator or legally responsible person of the nature of the

threat
If unable to speak directly with the intended victim for any reason:
i. Contact law enforcement having jurisdiction over the area where the
intended victim is currently located (if known) or resides and inform law
enforcement that the intended victim has not yet been notified. Ask for help
in notifying the intended victim.
ii. Leave a generic voice mail message
1. Avoice mail message does not replace directly talking with the intended
victim(s) because there is no way to know when or if the intended
victim(s) will receive the message.

2. Itis acceptable to leave a generic message.

3. Do not leave details regarding the threat or the name of the person
making the threat on voice mail.
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4. Sample voice mail message:

“My name is ---------- It is important that I speak with you
regarding an urgent safety issue. Please call me at ###-##t#-####
as soon as possible. If I am not able to answer your return
call, please call.”

iii. Continue to make reasonable attempts to contact the intended victim
iv. Document the date, time and results of all efforts to inform the intended
victim in the client record by the end of the current business day.

5. NOTIFY THE INTENDED VICTIM IN WRITING

a.

b.

C.
d.

Modify the sample warning letter and send it by email (preferred) or by certified
letter within 24 hours of evaluating the threat (see Attachment B Notification
Letter template and Attachment C Sample letter).

Certified mailing procedures:

i. The site AA (or clinical staff if AA support is unavailable) will complete the
envelope and the certified receipt, if needed. Add the medical record
number to the return receipt for future filing purposes.

ii. Certified letters which are hand delivered to the SLO Adult Outpatient clinic
by 10:00 AM or to the General Services Mail Room by 3:00 PM on a normal
business day will be metered and mailed by General Service's staff, and the
postage cost will be billed to SLOBHD.

iii. Alternatively, any staff may mail the certified letter at a USPS location.
SLOBHD employees may submit claims for petty cash reimbursement if a
cost is incurred (Submit a copy of the USPS receipt with the claim).

Print a copy of the email, warning letter, USPS receipt and return receipt.

Submit a copy of the letter for scanning into the correspondence section of the

EHR

6. NOTIFY LAW ENFORCEMENT TO PROTECT THE INTENDED VICTIM

a.

b.

Immediately telephone the law enforcement agency having jurisdiction over the
area where the intended victim is currently located (if known) or resides.
Promptly telephone the law enforcement agency having jurisdiction over the
area in which the person making the threat is currently located (if known) or
resides, if not completed above (sometimes referred to as a “duty to report”)
Law enforcement must be informed of the exact nature of the threat to the
intended victim, the identity of the intended victim, the location of the intended
victim (if known), the identity of the person making the threat, and whether the
victim was successfully notified. Disclose enough information to allow law
enforcement to effectively protect the intended victim - details about the threat
are more important than details about treatment.

Document the name/phone number of the law enforcement agency, the
name/badge number of the officer taking the report, the report number, and
any additional information available at the time the report is made.
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e.

If you are only able to reach dispatch and not an officer to take a report,
continue with step f below. If you are subsequently able to provide a report to
an officer, update the Law Enforcement Notification worksheet as necessary.
Fax a copy of the intended victim warning letter (Attachment B) and the Law
Enforcement Notification worksheet (Attachment E) to all the law enforcement
agencies notified. Print the fax report, which will show date and time of
transmission, as proof of delivery. Submit a copy of the fax report and Law
Enforcement Notification for scanning into the correspondence section of the
client record.

7. DOCUMENT THE STEPS YOU TOOK TO PROTECT INTENDED VICTIM(S)

a.

Thoroughly document your Risk Assessment in a Crisis Assessment (see
Attachment D) for several samples.

Provide copies of all letters and written correspondence for scanning

If the individual who made a threat is taken into custody on an involuntary hold,
provide copies of the written correspondence to the PHF for inclusion

D. UNSUBSTANTIATED THREAT: TAKE PROTECTIVE ACTION

1. If clinical staff determine that the threat does not represent a serious threat of
imminent harm to an identifiable victim or victims, clinical staff must:

a.

b.

Document client/family member/third party statements and any additional
information obtained during the risk assessment.

Document all consultations with a Program Supervisor, site leader/shift lead, on-
call psychiatrist or other clinical staff.

Clearly document the clinical rationale for the decision to not make a
Tarasoff warning by the end of the current business day. Itis just as
important to document why you did not provide notification to others as it
is to document why you did.

2. Evaluate/modify the current treatment plan, with the client's participation, as
needed to meet clinical needs.
3. Continue to monitor the client for risk factors

E. UNCERTAIN LEVEL OF THREAT

1. Should there be uncertainty as to whether the threat triggers a duty to protect a
third party, clinical staff must:

a.

Document client/family member/third party statements and any additional
information obtained during the risk assessment.

Consult with and document discussions with Program Supervisor, Division
Manager, site leader/shift lead, on-call psychiatrist or other clinical staff.

Should a question still remain, the Division Manager will notify the Behavioral
Health Administrator, who may consult with County Counsel for a legal opinion.
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F.

2. A final determination of substantiated or unsubstantiated will be made based on all
available clinical and consultation information and will be documented in the record
by the end of the current business day.

INCIDENT REPORT DOCUMENTATION:

1. Serious threats of imminent harm which result in a Tarasoff warning always result in
the creation of an Incident Report and risk review by Quality Support Team staff.
Refer to Policy 15.04, Outpatient Incident Report and PHF Policy 13.05, Incident
Report & Unusual Occurrence, for detail.

2. The QST Division Manager will coordinate administrative risk review whenever
indicated.

VII. ATTACHMENTS

A. Risk Assessment and Background

B. Notification Letter Template

C. Sample Notification Letter

D. Sample Crisis Assessment Example Danger to Others

E. Law Enforcement Notification worksheet

F. Legal References (Code and Case Law) highlights

VIIl.  REVISION HISTORY
Revision Date: Section(s) Revised: Details of Revision:
10/01/2015 All Reformatted and re-organized for clarity
02/23/2016 B Law Enforcement may be notified in writing
by fax, client by email
03/01/2018 e Procedure A2a2 and A2d(1) Formatting & Procedure
e All PHF 2.14 Hyperlinked to 15.09 OP (original)

04/15/2019 e Procedure and Attachments Minor clarifications, additional resources

Prior Approval dates:

12/18/2013, 04/29/2014, 10/01/2015, 2/23/2016, 3/1/2018

Signature on file 06/04/19
Approved by: | Daisy Ilano, MD, Medical Director Date
Signature on file 06/04/19
Approved by: | Anne Robin, LMFT, Behavioral Health Administrator Date
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Health Information Unit

1-4724 Tel [(B05) 7TE1-4F Fax

TARASOFF WARMING LETTER
Date:

Ta:

PO

Ve are authorized by law fo inform you that

{persan making threat)

has made a serous threat to harm you. During an evaluation on

dabe of gvalaation)
the person listed above made the following threat descibe threat made):

was notified of this threat on

I ol las Enforoemient aoency fdate nodfed)
Officer/Deputy Eadge/ld # took the call.
{oficer sidopuly’s oame) (officersideputy’s Dadge )
The phone number for the above listed officer is and the case

(s enforoement a3ency phoneg ¥
number or log number assigned is

fcase raunber or log rumber)

If the person named above iz being detained by 3an Luis Obispo County Jail, Juvenile Services
Center, or the Psychiafric Health Facility and you wish to be informed when they are released,
please contact the facility directly at the phone numbers listed below.

# 5LO County Jail: (305) 781-4600
> Juvenile Services Center: (805) 731-5352
# Psychiatric Health Facility: (305) 781-4712

If you have any questions, please contact me at:

[mhona ramber)

Hame/Title:

{name and tile of persoan mailneg ar emaling leter)

L

[copy of hebier senk o)

County of San Luis Obispo Health Agency


gvickery
Stamp


s

Health Information Unit

1-4724 Tel [(B05) TE1-42Z Fakx

ITARASEIFF WARNING LETTER
Date: 04/09/1%

To: Stefani Mannicotfi
4712 Pacific Coast Highway
Malibu, Ca 90253

We are authorized by law fo inform you that Jackson Cooper has made a serious threat to harm youw.
During an evaluation on 04/03/19, KMr. Cooper stated that he planned to “break into (your) home,
sexually assault (yvou), and then choke (vou) to death with my bare hands.”

The San Luis Obispo Police Department and the Los Angeles County Sheriffs Depardment were
notified of this threat on 04/08/19. Officer Kupks (SLOPD) and Deputy Vance Badge/ld 24601 &
10451 took the call.

The phone number for the above listed officer is 805- 543-3131 & 213-228-1700 and the
case number or log number assigned is 112284 & 71313

If the person named above is being detained by San Luis Obispo County Jail, Juvenile Services
Center, or the Psychiatric Health Facility and you wish to be informed when they are released,
please contact the facility directly at the phone numbers listed below.

#= SLO County Jail: (805) 7a1-4500

= Juvenile Services Center: (805) 731-5352

#= Psychiafric Health Facility: (8053) 781-4712
If you have any questions, please contact me at: 805-501-2316

MameTitle: Jaclyn A. Miller, Behavioral Health Clinician 111, County of San Luis Obispo
CC: San Luis Obispo Police Department (Case # 1122584 & LA County Sheriff (Case # 71818)

County of 5an Luis Obispo Health Agency
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Attachment E Law Enforcement Fax

COUNTY OF SAN LUIS OBISPO
HEALTH AGENCY/BEHAVIORAL HEALTH DEPARTMENT
Health Information Unit

COUNTY
= BAN LU2
DRIEFOD

(805) 781-4724 Tel {805) 781-4271 Fax
TO: FROM: San Luis Obispo Behavioral Health Dept
Law Enforcement Office Fax & Phone # )
Arroyo Grande 4732198 | 4735100 | NAME:  “aclyn A Miler, LMFT
Atascadero 461-3702 461-5051
Cal F‘I:I-Iy'_Eampus PD ?55-51]51 756-7410 PAGES: 1
rover Beach 4734517 | 4734511 _
Morro Bay 7722224 | 7726225 | DATE:  CHO&19 TME: =24 PM
[ |Paso Robles 2271013 | 237-6464 |
Pismo Beach 773-3505 773-2208 RE: Tarasoff Waming & Notification
7 [5an Luis Obispo PD S43-8108 | 781-731
San Luis Obispo Sheriff | 781-1234 | 7814550 | PATIENT; “2ckson Cooper
This is a written follow up to the verbal Tarasoff Warning given to:
[Cirmcie one) (name) :
Oon 04/08/M9 at 132 pm AM 1 PM BY Jaclyn A, Miller, LMFT
fiat) ftime) jcicie) 5talf member giving repart (piease print)
Person making threat; <Jackson Maine Patient ID # 624051
Residing at: 9340 Flora Lane San Luis Obispo, Ca Phone # 505-951-4538

Threats made: Patient threatened to break into the home of Stefani Germanotta (4712 Pacific Coast Highway Malibu, Ca 90263) sexually azsault her,

and choke her to death with hiz bare hands.

ntented Victim- ©E1ani Germanotta Emai: Siagerman@att.net

Reskling 2 4712 Pacifc Coast Highway Maiibu, Ca 30263 Prene® 310- 8750328

Intended victim notified by (phone [ in person)? YES i NO If yes: DateiTime  04/08M19 1:06 pm

faitia iy
Email letter sent to the intended victim? YES | NO If yes: Date/Time  04/08/19 1:13 pm
Certified letter mailed to intended victim? YES I NO Copy of the letter attached? YES | NO

If intended victim has not been notified please explam why:

MIA

Additional notes:

CONFIDENTIAL PATIENT INFORMATION - NOT TO BE FORWARDED
This Informmation fas been dsclosed m you from reconds that are confldemstial and protected by state confldemtiality law that promects manta| reatth records (See Callomia Wefane ard
Irssiuiions Code Seciion S33E). Information subect to release Inaccordance with Federal Privacy Acsof 1574 [Pulllc Law 93-597). This Infommation fas Desn dischos ed o youw from neconds
protecied by Federal confident|ality nales (42 CFR, Par 2, Secion 2.32) The Federal rukes. prohibi you from making any further dsciosure of tis indormation uniess fwther dsclosure i
upres sy perTnised by the wrikten consent of the person towhom It pertains or as othersise permitted by 42 CFR Fart 2. A general authorization for the release of medical or other Information is
MOT suffickent for this purpese. The Federal nuies restrict any use of the iInformartion to criminaily | ate Or prosecuts any aicohol or dnug abuse pasient. Toad pages Included:

County of 5an Luis Obispo Health Agency
2180 Johnson Avenue | San Luis Obispo, CA 93401 | (P) BOS-781-4724 | (F) 805-781-4271
info@slocounty.cagov | slocounty.ca gov
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Attachment F: Codes and Case Law Background Information

DUTY TO PROTECT:

The court ruling in Tarasoff v. Regents of the University of California confirmed that treatment
professionals, when made aware of a serious threat of imminent harm, incur a duty toward the
reasonably identifiable potential victim or victims of these threats.

“When a therapist determines, or pursuant to the standards of his profession should determine, that his
patient presents a serious danger of violence to another, he incurs an obligation to use reasonable care
to protect the intended victim against such danger. The discharge of this duty may require the therapist
to take one or more of various steps, depending upon the nature of the case. Thus, it may call for him to
warn the intended victim or others likely to apprise the victim of the danger, to notify the police, or to
take whatever other steps are reasonably necessary under the circumstances.”

Notification of the intended victim and law enforcement is the minimum action necessary to meet the
“reasonable” care standard. Other additional actions might include involuntary hospitalization, for
example, but hospitalization or incarceration of the person making the threat does not replace
notification of the intended victim and law enforcement.

Originally, the duty to protect was only triggered when a client communicated a threat to the therapist.
In Ewing v. Goldstein, the court ruled that treatment professionals are required to take action to protect
reasonably identifiable victims when a client's family members or credible third parties report that the
client made a serious threat of imminent harm.

Thompson v. County of Alameda added two conditions under which a Tarasoff warning applies: 1) The
intended victim(s) must be reasonably identifiable and 2) The peril must be foreseeable.

Menendez v. Superior Court of Los Angeles allows psychotherapist making Tarasoff warnings to include
statements made by the client in order to convey the seriousness of the threat to the intended victim(s).

Jablonski v. US made psychotherapists responsible for reviewing all current and previous treatment
records in determining the seriousness of a threat. The ruling also includes the responsibility of the
psychotherapist to thoroughly document the risk assessment performed in the client's record and
communicate with other treatment providers responsible for and assuming care to ensure continuity of
care.

People v. Wharton determined that the content of the Tarasoff warning and the communication that led
the psychotherapist to determine that the client was dangerous are admissible in court.

Mavroudis v. Superior Court of San Mateo ruled that imminence is necessary for a Tarasoff duty to exist:
“The therapist's duty is further limited by his patient's interest in privacy. The (therapist's) duty to
preserve the privacy of his patient requires that he not disclose a confidence of his patient unless such
disclosure is necessary to avert danger to others. An assessment of the necessity of the disclosure which
gives rise to the therapist's duty must take into account the imminence of the danger posed by the
patient. If the patient does not pose an imminent threat of serious danger to a readily identifiable victim,
a disclosure of the patient's confidence would not be necessary to avert the threatened danger and the
therapist would be under no duty to make such a disclosure.”



And this: “The therapist need not render a perfect performance but merely exercise "'that reasonable
degree of skill, knowledge, and care ordinarily possessed and exercised by members of [that professional
specialty] under similar circumstances.”

LIABILITY:
California Civil Code 43.92 focuses on when a provider is potentially liable for failure to protect and
immune from liability for taking protective action. California Civil Code §43.92 states:

(@) “There shall be no monetary liability on the part of, and no cause of action shall arise against, any
person who is a psychotherapist as defined in Section 1010 of the Evidence Code in failing to protect
from a patient's threatened violent behavior or failing to predict and protect from a patient's violent
behavior except if the patient has communicated to the psychotherapist a serious threat of physical
violence against a reasonably identifiable victim or victims.

(b) There shall be no monetary liability on the part of, and no cause of action shall arise against, a
psychotherapist who, under the limited circumstances specified in subdivision (a), discharges his or her
duty to protect by making reasonable efforts to communicate the threat to the victim or victims and to a
law enforcement agency.”

Hedlund v. Superior Court of Orange County expanded therapist's liability to include harm to foreseeable
bystanders if the therapist does not fulfill Tarasoff responsibility.

EXCEPTION TO CONFIDENTIALITY:

HIPAA (CFR, Title 45, 8164.512 (j)) and California law allow information to be disclosed as necessary to a
reasonably foreseeable intended victim and to law enforcement without client authorization. Welfare &
Institutions Code 85328(18) states:

“When the patient, in the opinion of his or her psychotherapist, presents a serious danger of violence to a
reasonably foreseeable victim or victims, then any of the information or records specified in this section
may be released to that person or persons and to law enforcement agencies and county child welfare
agencies as the psychotherapist determines is needed for the protection of that person or persons.”

Evidence Code 1024: “There is no privilege under this article if the psychotherapist has reasonable cause
to believe that the patient is in such mental or emotional condition as to be dangerous to himself or to
the person or property of another and that disclosure of the communication is necessary to prevent the
threatened danger.”
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V.

15.10 Electroconvulsive Therapy (ECT)

PURPOSE

e To provide a comprehensive policy for the provision of Electroconvulsive Therapy (ECT)
that supports rapid medical response while protecting the rights of clients for whom
ECT is recommended

¢ To summarize the legal requirements for the use of ECT for both adult and minor
consumers, including both voluntary and involuntary clients, who may or may not be
capable of giving informed consent

¢ To identify mandatory documentation and reporting requirements concerning
provision of ECT

SCOPE

Applies to any provider with San Luis Obispo County who provides ECT and any provider
outside San Luis Obispo County who provides ECT for a San Luis Obispo County Medi-Cal
beneficiary.

POLICY

The County of San Luis Obispo Behavioral Health Department (SLOBHD) will approve a list
of physicians who are qualified to review ECT requests and will monitor requests for
Electroconvulsive Therapy (ECT) as required law.

Status as a voluntary or involuntary client will not automatically determine competence to
give informed consent for Electroconvulsive Therapy (ECT). SLOBHD will consider a person
incapable of giving written informed consent if he/she cannot understand, or knowingly
and intelligently act upon, the information provided as specified in Section 5326.2. A
person involuntarily confined shall not be deemed incapable of refusal solely by virtue of
being diagnosed as a person with a mentally illness.

. REFERENCE

e California W&I Code Sections 5325.1 through 5326.95

e California Code of Regulations, Title 9, 8§ 835 — 849

e Health & Safety Code § 123115(a)

e California Code of Regulations, Title 17, 88 50801 et seq.

PROCEDURE

A. Basic Requirements of Informed Consent (WIC 5326.2, 5326.5, 5326.7, and 5326.85)
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1. The client must give written informed consent for ECT, and must do so knowingly
and without coercion. No ECT shall be performed if the client, whether admitted to
the facility under voluntary or involuntary status, is deemed capable to give
informed consent and refuses to do so. To constitute voluntary informed consent,
the treating physician must furnish the client, and with the client's consent, a
responsible relative of the client's choosing, and conservator or guardian if there is
one, with the following information in a clear and explicit manner:

a. The reason for the treatment, specifically the nature and severity of the illness;

b. The procedures to be used in the treatment, including probable frequency and
duration;

c. The probable degree and duration (temporary or permanent) of improvement or
remission expected with or without the treatment;

d. The nature, degree, duration and probability of side effects and significant risks
commonly associated with ECT; especially noting the degree and duration of
memory loss, including its potential irreversibility; and how and to what extent
they may be controlled;

e. That there exists a divergence of opinion as to the efficacy of the proposed
treatment;

f. The reasonable alternative treatments, and why the physician is recommending
this particular treatment, and

g. That the client has a right to accept or refuse the proposed treatment, and that if
consent is given, has the right to revoke such consent at any time for any reason
without prejudice to the client.

2. Withdrawal of consent may be either verbal or written, and shall take effect
immediately. If the client subsequently changes his/her decision, a new consent
must be secured.

3. The client must sign a written informed consent form before ECT can be
administered. At least 24 hours must elapse between the oral advisement by the
treating physician and the signing of the consent form by the client.

4. Consent shall be for a specified maximum number of treatments over a specified
maximum period of time, not to exceed 30 days. A new consent needs to be
secured for treatment extension.

5. The above should be explained so that there is no doubt the client understands the
procedure. This may require the presence of an interpreter for the hearing impaired
or for clients whose primary language is not English, or special techniques to assist
low literacy clients to understand their options.

6. Aresponsible relative of the client’'s choosing, or the guardian/conservator, if there
is one, shall be given the oral explanation by the attending physician as required by
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Section 5326.2. Should the person choose not to inform a relative or should such
chosen relative be unavailable, this requirement is dispensed with.

7. The fact of the execution of such written consent form and of the oral explanation
shall be entered into the patient's treatment record, as shall a copy of the consent
form itself.

8. If the client is deemed capable to give informed consent and refuses to do so, the
physician shall indicate in the treatment record the treatment was refused despite
the physician’'s advice and explanation to the client of his/her responsibility for any
untoward consequences of the refusal.

9. A consent form similar to the most current version of the formm DHCS 1800 is highly
recommended.

B. Documentation Requirements for All ECT Clients

1. The following information shall be placed in the treatment record by the treating
physician:

a. Reasons for the procedure;
All reasonable alternative treatment modalities considered, and

c. A statement that ECT is definitely indicated and is the best available alternative
available at this time.

C. Review Procedure for Involuntary Clients

1. In addition to the review of the treating psychiatrist, a review of the client's
treatment record is to be conducted by a committee of two physicians, at least one
of whom shall have personally examined the client.

a. One physician shall be appointed by the facility and one shall be appointed by
the SLOBHD mental health administrator or his/her designee.

b. Both shall be either board-certified or board-eligible psychiatrists or
neurologists.

c. This review committee must unanimously agree with the treating physician's
recommendations, and both physicians shall document such agreement in the
client's treatment record.

d. Persons who serve on review committees must not be personally involved in the
treatment of the client whose case they are reviewing.

D. Review Procedure for Voluntary Clients

1. A psychiatrist or neurologist, other than the treating physician, must examine the
client and verify that the client has the capacity to give and has given informed
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consent. This verification must be documented in the chart and signed by the
treating physician.

2. If there is no verification as required, or the client does not have the capacity to give
informed consent, then the procedure for involuntary clients is to be followed.

E. Procedure to Determine Capacity to Give Written Informed Consent

1. The client’s attorney or public defender must agree as to the client's capacity or
incapacity to give written informed consent, and that the client who has the capacity
to give written informed consent has done so. If either the attending physician or
attorney believes that the client does not have the capacity to give informed
consent, the following procedures are to be initiated:

a. A petition shall be filed in San Luis Obispo County Superior Court to determine
the client's capacity to give such consent. The court will hold an evidentiary
hearing within three judicial days after the petition is filed.

b. The client is to be present and represented by legal counsel. If the court
determines that the client lacks the capacity to give written informed con- sent,
then treatment may be performed upon gaining the written informed consent of
a responsible relative or the person’s guardian or conservator, as defined in
Sections 5326.2 and 5326.5.

c. Aclient declared incompetent has the right to regain competency at any time
during the course of treatment. If this occurs, the client's competency must be
reevaluated.

F. ECT and Minors
1. Under no circumstances shall ECT be performed on a minor under 12 years of age.

2. Minors who are 16 and 17 years of age shall have all the rights guaranteed
voluntary and involuntary clients outlined above.

3. Minors over 12 and under 16 may be administered ECT only if all the provisions for
voluntary and involuntary clients are met, and in addition:

a. Itis an emergency situation and electroconvulsive treatment is deemed a
lifesaving treatment

b. This fact and the need for and appropriateness of the treatment are
unanimously certified to by a review board of three board-eligible or board-
certified child psychiatrists appointed by the SLOBHD mental health
administrator, or his/her designee, and

c. The procedure is performed in full compliance with regulations promulgated by
the Director of State Hospitals (under section 5326.95 of the State Welfare and
Institutions Code) and is thoroughly documented and reported immediately to
the State of California Director of Health Care Services.
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G. Reporting Requirements for All ECT Treatments

1. On a quarterly basis, each physician or facility administering ECT shall report such
treatments to SLOBHD Patients’' Rights Advocate using the most current DHCS-
approved reporting form DHCS 1011.

2. The SLOBHD Patients’ Rights Advocate shall forward the reports to the SLOBHD
mental health administrator, who shall forward a copy to the Director of Health
Care Services by the last day of the month following the end of the quarter. The
individual physicians and facilities shall include in their reports the number of
persons who received ECT wherever administered in each of the following
categories:

a. Patient Distribution
i. Involuntary clients who gave informed consent
ii. Involuntary clients who were deemed incapable of giving consent and
received ECT against their will
iii. Voluntary clients who gave informed consent
iv. Voluntary clients deemed incapable of giving informed consent
b. Total Number of ECT treatments
Complications Attributable to ECT
d. Excessive Treatments

o

3. These physician and facility reports shall be reviewed quarterly by the SLOBHD
Quality Support Committee.

#HH##
VI. REVISION HISTORY
Revision Date: Section(s) Details of Revision:
Revised:
06/01/2018 Entire Policy Adopted
Prior Approval dates:
Approved by: Anne Robin, LMFT, Behavioral Health Administrator Date
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VI. REVISION HISTORY

Effective/Revision | Sections Revised | Status: Initial/ Revised/Archived
Date: Description of Revisions

04/16/2004 Initial release

08/12/2012

09/15/2014

07/06/2016

02/01/2019 Changed language to capacity list, aligned
with updated Perinatal Guidelines.

7/30/2020 II, VI : Added urgency criteria (ll) Added
description of DATAR reporting to DHCS (VI)

06/30/2021 Entire Policy BH adopted Drug Medi-Cal Organized Delivery
System (DMC-ODS)

9/18/2024 IV.8&V.4 Updates to procedure for state reporting and
capacity monitoring

Signature on file

Approved by: Star Graber, PhD, LMFT, Behavioral Health Administrator Date
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16.02 CalOMS Treatment Policy and Procedure

I.  PURPOSE

To establish a procedure to ensure compliance in the monthly submission of CalOMS admission,
discharge, and annual updates treatment data to the State Department of Health Care Services
Substance Use Disorders programs.

[I. BACKGROUND

The State collects data upon admission, annual update, and discharge to measure individual
client progress. This treatment data and summary reports support outcome data and
contribute to the understanding of treatment and the improvement of substance use disorder
treatment programs in the continuum of prevention, treatment, and recovery services.

1. POLICY

Itis the policy of Drug and Alcohol Services Division, County of San Luis Obispo Behavioral Health
Department to submit CalOMS Treatment data and meet the timeline (late submissions shall
not exceed 5% for any report month) and error rate (% rejected records shall not exceed 5% of
each report month) benchmarks for all CalOMS submissions for admissions, discharges, and
annual updates.

IV. REFERENCE(S)

e Intergovernmental Agreement Exhibit A, Attachment |, Ill, FF, 4, i, c-f
e Intergovernmental Agreement Exhibit A, Attachment |, Ill, AA, 1-2 iv
e SABG Application, Enclosure 2, 1ll, 2, C-G

V. PROCEDURE

A. Upon walk-in or intake assessment, the clinician shall conduct a CalOMS assessment on
every client at admission using the “CalOMS Guide for Clinicians” to minimize errors
while inputting into SmartCare, our electronic health record.

B. Clinician shall complete CalOMS assessment at discharge from treatment and for
annual review if client remains in treatment at same level of care and location for more
than one year.

C. Should client transfer to new clinic location or new level of care, discharge CalOMS is
required for exited location/level of care, and admission CalOMS is required for new
location/level of care. Discharge and admission CalOMS will be coded at least one day
apart (not on same day).
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D. Each clinician shall check for errors and assign CalOMS to clinic Health Information
Technician (HIT) for oversight and final approval.

E. The CalOMS Administrator will further ‘scrub’ the CalOMS submission through
SmartCare and notify the clinician of any remaining errors prior to submission to the
BHIS/State website.

VI. DEFINITIONS/GLOSSARY

CalOMS = California Outcomes Measurement System

VII. REVISION HISTORY

Effective/Revision Sections Status: Initial/ Revised/Archived
Date: Revised Description of Revisions

04/21/2007 Entire Policy Initial Release

08/10/2012

05/12/2021 Entire Policy | Additional review by HIT and change to BHIS platform
for submission, minor formatting changes

06/30/2021 Entire Policy BH Adopted Drug Medi-Cal Organized Delivery System
(DMC-ODS)

8/30/2024 Procedure Updated language to align with new electronic health
record

Signature on file 08/24/2026

Approved by: Star Graber, PhD, LMFT, Behavioral Health Administrator Date
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16.03 Training Requirements for SUD Clinicians

. PURPOSE

Training Guidelines are established to ensure that all staff providing substance use disorder
treatment services are adequately trained in current methods to treat Drug and Alcohol
Services clients most effectively, and to meet standards set forth in state and federal
requirements.

II. POLICY

A. All registered, certified, and licensed staff must complete trainings as required by their
governing boards and are responsible for notifying Human Resources of change in
credentials. Failure to maintain current credentials will result in loss of Electronic
Health Record permissions to enter client services and be referred to Supervisor and
Division Manager.

B. Documentation Training:

1.

Week-long documentation training is provided to new DAS staff providing services
to clients, including but not limited to the California State Department of Health
Care Services AOD treatment program standards, Drug Medi-Cal treatment
regulations (Title 22), SUD assessments, treatment plans, progress notes, discharge,
and recovery support services.

Quarterly refresher training is provided for DAS treatment staff, covering any
updates to AOD standards, newly implemented processes, and common issues
requiring training as identified by the Quality Improvement Committee.

Additional one-on-one training is provided by QST clinician to focus on identified
areas of concern for a specific clinician.

C. Addiction-related Training:

1.

2.

A minimum of five (5) Continuing Education hours related to addiction medicine are

required for all LPHA's and Medical Director per year.

Staff are instructed to provide completed documentation for NeoGov profile, and

completion is reviewed by QST Administrative Coordinator during annual site

monitoring.

Staff will be trained or shall have experience which provides the knowledge of the

skills required in the following areas, as appropriate to the job assigned, and as

evidenced by safe and effective job performance:

a) General knowledge of AOD services and MAT.

b) Principles of communicable disease prevention and control.

¢) Recognition of the early signs of illness and the need for professional
assistance.

d) Availability of community services and resources.
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e) Recognition of individuals under the influence of alcohol and/or drugs.
f)  Staff who provide or supervise outpatient detoxification services shall meet the
following requirements:
a) Complete six (6) hours of orientation training that specifically addresses the
provision of detoxification prior to providing or supervising these services.
b) Repeat orientation training specified in (C)(3)(e)(1) after a break in
employment of more than one hundred eighty (180) consecutive days.
c) Complete eight hours (8) of training on an annual basis that covers the
needs of clients who receive detoxification services.

D. ASAM Level of Care training

1. Drug and Alcohol Services provides ASAM training by e-learning through the Change
Companies in two modules: “ASAM Multidimensional Assessment” and “From
Assessment to Service Planning and Level of Care”.

2. ASAM training is required of all staff who assess clients for medical necessity.

3. Staff are instructed to provide completed documentation for Neo-Gov profile, and
completion is reviewed by QST Administrative Coordinator during annual site
monitoring.

E. Evidence-Based Practices (EBP) — See County of San Luis Obispo DMC-ODS Plan Practice

Guidelines for current menu of evidence-based practices

1. SLOBHD hosts staff trainings on Evidence-Based Practices. Upon hire, new Drug &
Alcohol Services staff members receive Matrix Model EBP training via the Relias
training platform.

2. Selection of practices may vary with program-specific population needs (example:
criminal justice or perinatal services.), and Supervisor will ensure staff has been
trained on required EBPs.

3. While some EBP’s may be used throughout all services, as in Motivational
Interviewing, others will be documented in the EHR by a particular Progress Note
Type (example: SA Matrix Group).

[1l. DEFINITIONS/GLOSSARY

e SUD: Substance Use Disorder

» DAS: Drug and Alcohol Services

e AOD: Alcohol and Other Drug

e LPHA: Licensed Practitioner of the Healing Arts. This group includes any
professionally licensed staff (Psychologist/LMFT/LCSW/LPCC) or staff registered
with a licensing board (registered AMFT/ASW/APCC).

« ASAM Criteria: American Society of Addiction Medicine’s national set of criteria for
providing outcome-oriented and results-based care for the treatment of SUD.

e QST: Quality Support Team
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IV. REVISION HISTORY

Effective/Revision Sections Revised Status: Initial/ Revised/Archived
Date: Description of Revisions
05/12/2021 Entire Policy Initial Release
06/30/2021 Entire Policy BH adopted Drug Medi-Cal Organized
Delivery System (DMC-ODS)
08/13/2026 Entire Policy Updated to incorporate 2025 AOD
Certification Standards

Prior Approval dates:

E-Signature on file 08/13/2026

Approved by: ‘ Dana McEwen, LMFT, LPCC, Director of Behavioral Health Date
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16.06 Perinatal Practice Guidelines

PURPOSE

To ensure the County of San Luis Obispo Behavioral Health Department (SLOBHD) delivers
quality substance use disorder (SUD) Perinatal services and adhere to state and federal
regulations.

POLICY
SLOBHD will provide SUD treatment services for pregnant and parenting women that are

comprehensive, individualized, family-centered and utilize best practices.

REFERENCE

California Health and Safety Code (HSC) Division 10.5, Part 1, Chapter 2, Alcohol and
Drug Affected Mothers and Infants Act

Code of Federal Regulations (CFR), Title 45, Public Welfare, Part 96, Subpart L; California
HSC Division 10.5, Part 1, Chapter 2, Alcohol and Drug Affected Mothers and Infants Act

45 CFR 88 96.124(e), 96.131(a), 96.126(e), 96.131(b), 96.125, 96.124 (e)

22 California Code of Regulations (CCR) 8§ 51341.1, 51341.1(c) (3), 50260

Welfare and Institutions Code (WIC) 14184.100 — 14184.800

Title 42, United States Code (USC) Section 300x-22(b)

Department of Health Care Services Behavioral Health Information Notice 21-014

IV. PROCEDURE
A. Priority Population and Coverage Period

1. The priority population for the SUD Perinatal Practice Guidelines (PPG) is pregnant

and parenting women. Due to the harmful effects of substance use on the fetus,
pregnant women require more urgent treatment services.
In accordance with Substance Use Block Grant (SUBG) requirements, all SUD
treatment providers must treat the family as a unit and admit both women and
their child(ren) into treatment services. SUD treatment providers must serve the
following individuals with a SUD:

e Pregnant women

¢ Women with dependent children

¢ Women attempting to regain custody of their children

e Postpartum women and their children

e Women with substance exposed infants
SUD providers offering services funded by Drug Medi-Cal Organized Delivery System
(DMC-ODS) shall address specific treatment and recovery needs of pregnant and
parenting women.
The postpartum coverage period for individuals receiving postpartum care services
begins after the last day of pregnancy through the last day of the month in which
the 365th day occurs. Individuals will maintain coverage through their pregnancy
and the 12-month postpartum coverage period regardless of income changes,
citizenship, immigration status, or how the pregnancy ends.
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B. Admission Priority

1.

It is required that SUD providers serving women shall provide preference to
pregnant women with access to more urgent treatment services due to the harmful
effects of substance use on the fetus. Specifically, priority must be given to pregnant
women who are seeking or referred to treatment in the following order:

¢ Pregnant injecting drug users
Pregnant substance users
Injection drug users

e All others
Best Practices for Admission Priority — SLOBHD will work to identify prenatal drug
exposure and provide timely care to pregnant women with a SUD as it provides a
significant buffer against adverse pregnancy outcomes, including premature births
and low birth weight.

C. Outreach and Engagement

1.

It is required to use outreach and engagement. Effective outreach engages
individuals in need of treatment services, making it more likely they will attend
treatment, participate in activities, complete the treatment, and participate in
recovery support services. Pregnant and parenting women with a SUD are at risk for
potential harmful effects to both mother and child. Outreach efforts educate
pregnant and parenting women on the harmful effects of drug use and the services
available. SUD treatment providers that serve pregnant and parenting women using
injection drugs must use the following research-based outreach efforts:
e Select, train and supervise outreach workers
e Contact, communicate and follow-up with high-risk individuals with SUDs,
their associates and neighborhood residents, while complying with federal
and state confidentiality requirements
e Promote awareness among women using injection drugs about the
relationship between injection drug use and communicable diseases such as
Human Immunodeficiency (HIV), Hepatitis B, Hepatitis C and Tuberculosis
(TB)
e Recommend steps to ensure that HIV transmission does not occur
e Encourage entry into treatment
SUD treatment providers delivering treatment services to pregnant and parenting
women must publicize the availability of such services. It is important for women to
be aware of the services available to them within their community.
Best practice for outreach and engagement — SLOBHD will use the following
methods to publicize the availability of services and engage pregnant women and
parenting women:
e Street outreach programs
e Public services announcements
e Advertisements
e Posters placed in strategic areas
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¢ Notification of treatment availability distributed to the network of
community-based organizations, health care providers and social service
agencies

e Clearinghouse/information resource centers

e Resource directories

e Media campaigns

e Brochures

e Speaking engagements

e Health fairs/health promotion

e Information lines

e Multidisciplinary coalitions

D. Partnerships

1.

It is required for SUD providers to coordinate treatment services with other
appropriate services, including health, criminal justice, social, educational, and
vocational rehabilitation, as well as additional services that are medically necessary
for pregnant and parenting women to prevent risk to a fetus, infant, or mother.
Providers shall also provide or arrange for transportation to ensure access to
treatment.

Best Practices for partnerships — SLOBHD will develop and maintain partnerships
among other local agencies and neighboring communities to share resources to aid
in the delivery of services in remote areas. In addition, provide education to bring
awareness to the community-based organizations that serve pregnant and
parenting women. Cultivating true partnership is important as it can lead to
constructive collaboration and ensure pregnant and parenting women receive
services wherever they are in the community. Training should include other social
healthcare facilities and personnel within the community to enhance awareness,
identify women with SUDs, and increase appropriate referrals.

E. Screening

1.

It is required to conduct an alcohol and drug use screening to identify women who
have or are developing SUD. Unhealthy alcohol and drug use screening must be
conducted using validated screening tools. Screening is a brief process for
identifying whether certain conditions may exist and involves a limited set of
questions to establish whether a more thorough evaluation and referral(s) are
needed.
Providers are required to implement infection control procedures designed to
prevent the transmission of tuberculosis. In doing so, providers must screen
pregnant and parenting women and identify those at high risk of becoming infected.
Some refer to screening and assessment interchangeably, however, it is significant
to understand the difference to determine and ensure the most appropriate
treatment services:

e Screening is a process for evaluating the possible presence of a particular

problem. The outcome is normally a simple yes or no.
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4.

e Assessment is a process for defining the nature of that problem, determining
a diagnosis, and developing specific treatment recommendations for
addressing the problem or diagnosis.
Best practice for screening — SLOBHD will regularly screen women to effectively
minimize the risk of fetal exposure to alcohol or drugs. When women are screened
for SUD during pregnancy, education can be provided about the risks of substance
use. In addition, it serves to identify women whose pregnancies are at risk due to
their substance use, which allows for pregnant and parenting women to receive
early intervention services, or to receive a referral for appropriate treatment
services. Screening often is the initial contact between a woman and the treatment
system, and the client forms her first impression of treatment during screening and
intake. The screening method can be as important as the actual information
gathered, as it sets the tone of treatment and begins the relationship with the client.
Although screening can reveal an outline of a client's involvement with alcohol,
drugs, or both, it does not result in a diagnosis or provide details of how substances
have affected the client's life. The most important domains to screen for when
working with women include:
e Substance use
¢ Pregnancy considerations
e Immediate risks related to serious intoxication or withdrawal
e Immediate risks for self-harm, suicide and violence
e Past and present mental disorders, including posttraumatic stress disorder
and other anxiety disorders, mood disorders and eating disorders
e Past and present history of violence and trauma, including sexual
victimization and interpersonal violence
¢ Health screenings, including HIV/AIDS, Hepatitis, TB and sexually transmitted
diseases

F. Intervention

1.

It is required to provide intervention services to pregnant and parenting women.
Intervention services are designed to motivate and encourage individuals with a
SUD to seek and/or remain in treatment.

Women have a unique set of needs that are often not addressed in co-ed settings.
SUD treatment providers must provide or arrange for gender-specific treatment and
other therapeutic interventions for pregnant and parenting women, such as issues
of relationships, sexual and physical abuse and parenting. Childcare services must
be provided while the women are receiving gender-specific treatment services. SUD
treatment providers must also provide or arrange for therapeutic interventions for
the children of the women receiving SUD treatment services to address the child’s
needs.

Best practice for intervention — SLOBHD will use brief interventions. SUD treatment
providers who identify specific risk factors associated with initiation of use, such as
people of introduction, may determine client's potential barriers and specific
problem areas, anticipate intervention strategies, and develop compatible

Perinatal Practice Guidelines |BH| Page 4 of 13



16.06 Perinatal Practice Guidelines Page 5 of 13

individually tailored treatment plans (hereafter referred to as “care plans”). The
following is a list of the potential benefits of using brief interventions:

e Reduce no-show rates for the start of treatment

¢ Reduce dropout rates after the first session of treatment

¢ Increase treatment engagement after intake assessment

e Increase group participation

¢ Increase compliance with outpatient mental health referrals

e Serve as interim intervention for clients on treatment program waiting lists

G. Assessment

1.

It is required to conduct assessments of pregnant and parenting women. Required
assessment guidelines and documentation provided is in alignment with DMC-ODS
services.

Assessments may be initial and periodic and may include contact with family
members or other collateral support persons if the purpose of the collateral's
participation is to focus on the treatment needs of the client.

SLOBHD shall use criteria adopted by the American Society of Addiction Medicine
(ASAM) to determine the appropriate level of care for SUD treatment services.

The intake process begins with assessing the individual's needs to assure that clients
are placed in the most appropriate treatment modality and are provided with a
continuum of services that will adequately support recovery.

Outpatient drug free (ODF), Naltrexone treatment, day care habilitative, and
licensed residential SUD providers delivering perinatal services, shall meet the
following requirements:

e The provider shall develop and document procedures for the admission of
beneficiaries to treatment

e The provider shall complete a personal, medical, and substance use history
for each beneficiary upon admission to treatment

e The physician shall review each beneficiary's personal, medical and
substance use history within 30 calendar days of the beneficiary's admission
to treatment date

All SUD providers should attempt to obtain physical examinations for beneficiaries
prior to or during admission. In addition, providers must obtain medical
documentation that substantiates the woman's pregnancy. Physical examination
requirements are as follows:

e The physician shall review the beneficiary’'s most recent physical examination
within 30 days of admission to treatment. The physical examination should
be within a 12-month period prior to admission date

e Alternatively, the physician, a registered nurse, or a physician's assistant may
perform a physical examination for the beneficiary within 30 calendar days of
admission

If the physician or a physician extender, has not reviewed the documentation of the
beneficiary's physical examination or the provider does not perform a physical
examination of the beneficiary, then the LPHA or counselor shall include in the
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beneficiary's initial and updated care plans the goal of obtaining a physical
examination, until this goal has been met.

Best practice for assessment — SLOBHD will provide initial and ongoing assessments
to ensure pregnant and parenting women are continuously placed in the
appropriate level of care. The assessment process offers pertinent information in
determining the types of services and treatment pregnant and parenting women
may need. Appropriate placement of care is dependent on the assessment, which
considers the nature and severity of a woman'’s SUD, the presence of co-occurring
mental or physical illnesses or disabilities and the identification of other needs
related to her current situation.

H. Care Planning

1.

It is required to complete a care plan. Care planning is a service activity that consists
of development and updates to documentation needed to plan and address the
beneficiary's needs, planned interventions, and to address and monitor a
beneficiary's progress and restoration of a beneficiary to their best possible
functional level.
The provider shall prepare an individualized care plan or problem list based on the
information obtained during the intake and assessment process. SUD treatment
providers shall make an effort to engage all beneficiaries, including pregnant and
parenting women, to meaningfully participate in the preparation of the initial and
updated care plans or problem lists.
Providers offering perinatal services shall address treatment and recovery issues
specific to pregnant and parenting women. Perinatal-specific services shall include
the following:
¢ Mother/child habilitative and rehabilitative services, such as parenting skills
and training in child development
e Access to services, such as arrangement for transportation
¢ Education to reduce harmful effects of alcohol and drugs on the mother and
fetus or the mother and infant
¢ Coordination of ancillary services, such as medical/dental, education, social
services, and community services
Pregnant women who are dependent on opioids and have a documented history of
addiction to opioids, may be admitted to maintenance treatment without
documentation of a two-year addiction history or two prior treatment failures.
Physicians shall reevaluate the pregnant woman no later than 60 days postpartum
to determine whether continued maintenance treatment is appropriate.

. Referrals

1.

2.

It is required for a SUD treatment provider to submit a referral when the provider
has insufficient capacity to provide treatment services to a pregnant and/or
parenting woman. SLOBHD shall establish, maintain and update individual patient
records for pregnant and parenting women, which shall include referrals.

If no treatment facility has the capacity to provide treatment services, SLOBHD wiill
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make available or arrange for interim services within 48 hours of the request,
including a referral for prenatal care.

Best practices for referrals - The State utilizes the data from the Drug and Alcohol
Treatment Access Report (DATAR) report to effectively locate and refer applicants to
available and appropriate treatment options. Data in DATAR is collected monthly,
however, to meet our obligations to our communities and funding sources, it is best
we update our data more frequently. Please also note that when reporting referrals,
do not include referrals to non-treatment services such as medical appointments,
twelve-step programs, or other recovery support services.

J.  Interim Services

1.

It is required for SUD treatment providers to make interim services available for
pregnant and parenting women awaiting admission into treatment. The purpose of
providing interim services is to reduce the adverse health effects of substance use,
promote the health of the woman and reduce the risk of disease transmission.
If a SUD treatment provider has insufficient capacity to provide treatment services
to pregnant and parenting women using drugs intravenously, and a referral to
treatment has been made, the provider must:
¢ Admit the woman no later than 14 days of the request; or
e Admit the woman no later than 120 days of the request and provide interim
services no later than 48 hours after the request
e At a minimum, interim services include the following:
0 Counseling and education about the risks and prevention of
transmission of HIV and TB
0 Counseling and education about the risks of needle-sharing
0 Counseling and education about the risks of transmission to sexual
partners and infants
o Referral for HIV or TB services
o0 Counseling on the effects of alcohol and drug use on the fetus; and
referrals for prenatal services for pregnant women
Referrals based on individual assessments that may include, but are not limited to
self-help recovery groups, pre-recovery and treatment support groups, sources for
housing, food and legal aid, case management, children’s services, medical services
and Temporary Assistance to Needy Families Medi-Cal services.
Best practices for interim services — SLOBHD uses these additional methods for
providing Interim Services for pregnant and parenting women while they are
awaiting admission into treatment:
e Peer mentorship
e Services by telephone or e-mail
e Risk assessment activities
e Drop-in centers

K. Capacity Management

1.

It is required to maintain a capacity management system to track and manage the
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flow of clients with SUDs entering treatment. These systems serve to ensure timely
placement into the appropriate level of care.

When a SUD treatment provider cannot admit a pregnant and parenting woman
because of insufficient capacity, the provider will provide or arrange for interim
services within 48 hours of the request, including a referral for prenatal care.

In the event a treatment facility has insufficient capacity to provide treatment
services, SLOBHD must refer the woman to DHCS through its capacity management
program the DATAR. The DATAR system is used to collect data on SUD treatment
capacity and waiting lists. When a SUD treatment provider serving intravenous
substance users reaches or exceeds 90 percent of its treatment capacity, the
provider must report this information to the DATAR for each month by the 10th of
the following month.

Best practices for capacity management - It is encouraged to update DATAR data
more frequently to effectively track excess treatment capacity. This allows programs
to effectively refer individuals to a treatment facility that currently has capacity.

L. Waiting List

1.

3.

It is required to maintain a waiting list to ensure pregnant and parenting women
receive timely treatment. Long waiting periods and delayed services serve as a
barrier for substance users seeking treatment.
SLOBHD will submit waiting list information to DATAR upon reaching capacity.
Waiting lists must include a unique patient identifier for each injection substance
user seeking treatment and include those receiving interim services while awaiting
admission into treatment.
SLOBHD wiill:

e Develop a mechanism for maintaining contact with the women waiting for

admission to treatment.

0 As space becomes available, SUD treatment providers will match
clients in need of treatment with a SUD treatment provider that
renders the appropriate treatment services within a reasonable
geographic area.

e Ensure injection drug users are placed in comprehensive treatment within 14
days.

o If any individual cannot be placed in comprehensive treatment within
14 days, SLOBHD must admit the woman no later than 120 days and
provide interim services no later than 48 hours after the request.

¢ A woman may be removed from the waiting list and not provided treatment
within the 120 days if she cannot be located or refuses treatment. It is
important to note that:

o Days waited will only include those days waiting for treatment due to
an unavailability of a slot.

o Circumstances unique to the individual's life are not counted as day
on the waiting list.
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M. Case Management

It is required that SUD treatment providers provide or arrange for case
management to ensure that pregnant and parenting women, and their children,
have access to the following services:

1.

Primary medical care, including prenatal care and child care

Primary pediatric care, including immunizations

Gender-specific treatment

Therapeutic interventions for children to address developmental needs,
sexual and psychological abuse, and neglect

2. Best practices for case management - It is encouraged to apply the following case
management principles:

Case management is client-driven and driven by client needs - the aim of
case management is to provide the least restrictive level of care necessary so
that the client's life is disrupted as little as possible

Case management involves advocacy - the paramount goal when dealing
with substance use clients and diverse services with frequently contradictory
requirements is the need to promote the client's best interests.

Case management is community-based - all case management approaches
can be considered community-based because they help the client negotiate
with community agencies and seek to integrate formalized services with
informal care resources such as family, friends, self-help groups and faith-
based organizations

Case management is pragmatic - case management begins "where the client
is," by responding to such tangible needs as food, shelter, clothing,
transportation or childcare

Case management is anticipatory - case management requires an ability to
understand the natural course of addiction and recovery, to foresee a
problem, to understand the options available to manage it, and to take
appropriate action

Case management must be flexible - the need for flexibility is largely
responsible for the numerous models of case management and difficulties in
evaluating interventions

Case management is culturally sensitive - accommodation for diversity, race,
gender, ethnicity, disability, sexual orientation and life stage (for example,
adolescence or old age), should be built into the case management process

N. Transportation

It is required for SUD treatment providers to provide or arrange for transportation
to ensure that pregnant and parenting women, and their children, have access to all
the services in the case management section:

SLOBHD shall provide or arrange transportation to ensure service access to and
from medically necessary treatment for pregnant and parenting women.

Medi-Cal offers transportation to and from appointments for services covered by
Medi-Cal. This includes transportation to medical, dental, mental health, or SUD

1.
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appointments, and to pick up prescriptions and medical supplies.
4. Best practices for transportation — SLOBHD uses these methods for providing
transportation services:
e Provide vouchers and tickets for public transportation
e Implement contracts with community-based transportation services (i.e.,
Uber, Lyft, shuttle services, etc.)
¢ Provide company owned vehicles

O. Recovery Support

1. It is required to provide recovery support services for pregnant and parenting
women who have a SUD. Recovery is a process of change through which individuals
improve their health and wellness, live self-directed lives and strive to reach their
full potential. SUD Perinatal services shall address treatment and recovery issues
specific to pregnant and postpartum women, such as relationships, sexual and
physical abuse and the development of parenting skills.

2. Upon treatment completion and discharge from a treatment provider, pregnant and
parenting women shall continue receiving recovery support services to encourage
continued health and wellness.

3. Providers shall complete a discharge summary for pregnant and parenting women
being discharged. The discharge summary shall be completed within thirty (30)
calendar days of the date of the last face-to-face treatment contact with the
beneficiary. The discharge summary shall include:

e The duration of the beneficiary's treatment as determined by the dates of
admission to and discharge from treatment
e The reason for discharge
¢ A narrative summary of the treatment episode
4, Best practices for recovery support — SLOBHD uses a variety of recovery support
methods as the process of recovery is highly personal. Methods may include clinical
treatment, medications, faith-based approaches, peer support, family support, self-care
and other approaches. Recovery is characterized by continual growth and improvement
in one’'s health and wellness and managing setbacks. Because setbacks are a natural
part of life, resilience becomes a key component of recovery. SAMHSA’'s Four Major
Dimensions of Recovery:
e Health — Overcoming or managing one’s disease(s) or symptoms, and making
informed, healthy choices that support physical and emotional well-being
¢ Home - Having a stable and safe place to live
e Purpose - Conducting meaningful daily activities, such as a job, school
volunteerism, family caretaking, or creative endeavors, and the independence,
income, and resources to participate in society
¢ Community — Having relationships and social networks that provide support,
friendship, love, and hope
Recovery support services help people enter into and navigate systems of care, remove
barriers to recovery, stay engaged in the recovery process, and live full lives in communities of
their choice.
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P. Treatment Modalities

1.

It is required to provide Residential, ODF Treatment Services, Narcotic Treatment
Programs, Intensive Outpatient Treatment Services, and Naltrexone Treatment
Services to pregnant and parenting women.

Pregnant women who were eligible for Medi-Cal and received Medi-Cal during the
last month of pregnancy shall continue to receive the full breadth of medically
necessary services through the end of the 365-day postpartum period. Postpartum
begins on the last day of pregnancy.

A pregnant or parenting woman can stay in residential treatment longer than the 30
or 60 days if the assessment indicates such a need.

Providers must adhere to the following requirements when delivering SUD services
in Licensed Residential Facilities or Outpatient Programs that deliver treatment
services to pregnant and parenting women:

¢ Licensed Residential SUD Treatment Services — Providers offering residential
SUD services to pregnant and parenting women shall provide a range of
activities and services. Supervision and treatment services shall be available
day and night, seven days a week.

e Outpatient Programs — Mother and child habilitative services shall be
provided to pregnant and parenting women. During Intensive Outpatient
Treatment services, group counseling shall be conducted with no less than
two and no more than 12 clients at the same time

Q. Parenting Skills

1.

It is required to incorporate parenting skills into a woman's care plan to help the
woman and her child(ren) while the woman is in treatment. Parenting skills are
defined as a relationship between a woman and her child(ren) that includes
identification of feelings, empathy, active listening, and boundary setting. The
mothers can practice these skills alone or with their children.
Parenting skills can be improved through education in child development, skill-
building training, counseling, modeling, and problem-solving in specific instances of
parent-child interactions.
Best practices for parenting skills — SLOBHD will work to match parenting, coaching,
and/or other support groups to the women'’s services that can help improve her
ability to cope with new parenting skills. Parents need time to practice their new
parenting skills and change patterns of behavior to improve interactions with their
children. Topics for parenting skills and relationship building can include, but are
not limited to, the following:

e Developmentally age-appropriate programs for children

e Parenting education for mothers

e Strategies to improve nurturing for mothers and children

e Appropriate parent-child roles, including modeling opportunities

¢ Integration of culturally competent parenting practices and expectations

e Nutrition

e Children's mental health needs
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e Integration of culturally competent parenting practices and expectations
e Education for mothers about child safety

¢ Children's substance use prevention curriculum

e Children's mental health needs

R. Child Care

1.

SLOBHD provides on-site, license-exempt childcare through a cooperative
arrangement between parents for the care of their children. Conducting childcare
within close proximity of the SUD treatment provider may serve as a motivation for
the mothers to stay in treatment.
All the following conditions must be met for the cooperative arrangement:
¢ Parents shall combine their efforts, so each parent rotates as the responsible
care giver with respect to all the children in the cooperative arrangement
e Any person caring for the children shall be a parent, legal guardian,
stepparent, grandparent, aunt, uncle, or adult sibling of at least one of the
children in the cooperative arrangement
¢ No monetary compensation, including receipt of in-kind income, may be
provided in exchange for the provision of care
¢ No more than 12 children can receive care in the same place at the same
time
When possible, it is recommended that women offering childcare in the cooperative
arrangement be directed under supervision of an experienced staff member with
expertise in child development. This staff member can teach the women how to
respond appropriately to a child’s needs and help women address child-specific
issues. NOTE: This staff member should have passed a background check before
working in the program'’s childcare.
For women in SUD treatment, access to childcare is a critical factor that may serve
as a barrier to a woman’s participation in treatment. Children born to mothers with
SUDs are at a greater risk of in-utero exposure to substances. As a result, many of
these children struggle to achieve basic developmental milestones and they often
require childcare that extends beyond basic supervision.
In addition, it is recommended that child care services include therapeutic and
developmentally appropriate services to help identify a child's developmental
delays, including emotional and behavioral health issues.
When appropriate, child care services should be tailored to each child and support
the child's individual developmental needs. This includes considering a child's
culture and language to incorporate culturally responsive practices and deliver
culturally appropriate services.
Furthermore, if other clinical treatment services for the child are deemed medically
necessary, services should be comprehensive and, at a minimum, include intake;
screening and assessment of the full range of medical, developmental, emotional-
related factors; care planning; residential care; case management; therapeutic child
care; substance use education and prevention; medical care and services;
developmental services; and mental health and trauma services.
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16.07 Coordination and Continuity of Care

I PURPOSE

To ensure that all Medi-Cal beneficiaries receive the correct level of care (LOC) for
their substance use disorder (SUD) throughout the treatment episode, and that all
care placements and care transitions are determined and coordinated by the County.
Transitions between levels of care shall be seamless and structured as followed
below, without disruptions to services.

I POLICY

County of San Luis Obispo Drug & Alcohol Services (DAS) will provide access to SUD
services for Medi-Cal beneficiaries through established assessment, re-assessment,
and referral procedures and will arrange, provide, or subcontract medically necessary
services in the County in compliance with 42 CFR. Services will be delivered within a
continuum of care as defined in the ASAM criteria.

During initial screening, assessment for admission, and reassessment throughout the
treatment episode, the beneficiary will be assessed for the correct level of care to
provide the safest as well as least restrictive SUD treatment prescription. All ASAM,
SUD Assessments, and DSM5 diagnoses will be completed by an LPHA.

The County will use the electronic health record (EHR) to assist with continuity of care
for all County operated clinics and for those contracted community-based
organizations that choose to utilize the same system.

The County will coordinate with a Medi-Cal Managed Care Plan (CenCal Health)
regarding the medical care of individual clients within the standards of 42 CFR 438.208.
While coordinating care, each beneficiary's privacy is protected in accordance with all
federal and state laws, including but not limited to 45 CRF 160 and 164, to the extent
that such provisions are applicable.

Ill. REFERENCES

¢ California Code of Regulations, Title 9, 8§ 10280—10415
e Code of Federal Regulations, Title 42, Part 2 8§ 2.1—2.67
¢ Code of Federal Regulations, Title 45, 160 and 164

e County Specific—ODS San Luis Obispo County

¢ DMC-ODS Waiver Intergovernmental Agreement

¢ Standard Terms and Conditions, 89-119 and 265-282
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IV. PROCEDURE

A. Assessment

Referrals and Beneficiary Point of Entry

Walk-ins to Contractor-operated clinics

Walk-ins to subcontracted DMC-ODS service providers
Calls to the Central Access Line (CAL)

Criminal Justice System

Narcotic Treatment Programs (NTPs)

Primary care clinics

Emergency departments

Other community-based social and human services

©ooNoOrwDNE

B. Formalized referrals will be entered into the electronic health record (EHR) using
a Form 815 Universal Referral Form and Consent for Release of Information
form.

C. The County of SLO will provide a 24/7 toll-free Central Access phone line for
initial screening and brief ASAM questionnaire. Alternatively, the Contractor
shall allow beneficiaries to appear in person at any Contractor-operated or
subcontracted DMC-ODS service provider for screening and ASAM assessment.

D. Central Access Line (CAL)

1. County of SLO shall provide a toll-free 24/7 CAL, also known as the
Beneficiary Access Line, to beneficiaries seeking access to Substance Use
Disorder (SUD) services.

2. The CAL shall service beneficiaries in all applicable threshold languages.

3. The CAL shall collect beneficiary eligibility and demographic information,
triage for risk, provide a brief ASAM questionnaire, and refer to a provisional
Level of Care (LOC), if deemed necessary.

i. After atriage for risk, the CAL clinician shall refer the beneficiary to a
walk-in clinic or schedule an assessment appointment with an
Assessment Coordinator at the desired clinic location.

ii. The CAL clinician shall be an LPHA during business hours.

iii. The CAL shall provide 24/7 linkage to services for urgent conditions and
medical emergencies.

E. Initial screening and ASAM assessment:

1. For beneficiaries that present to the County, the Assessment Coordinator will
triage for risk, screen for substance use disorder diagnostic criteria (medical
necessity), assess for preliminary LOC using ASAM criteria, and give
treatment recommendations. Initial screening is required to take place
within 90 days of service request.

i. During screening, the beneficiary will be provided the name and
telephone contact information for their assigned Access Case Manager.
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The name and telephone number of the Access Case Manager will be
offered to the beneficiary in writing in the DAS Client Services Handbook.

2. Assessment Coordinator shall schedule the beneficiary for an individual full
ASAM assessment, taking into account the beneficiaries’ preferences when
possible.

i. For non-urgent cases, the beneficiary will be scheduled for an individual
full ASAM and assessment within 10 business days, taking into account
the beneficiaries’ preferences when possible.

ii. For beneficiaries whose CAL screening suggests that withdrawal
management, OTP, medication assisted treatment, and/or residential
treatment is necessary, the Assessment Coordinator shall schedule the
full ASAM assessment within one business day.

3. County of SLO shall ensure that assessments are conducted by the
Assessment Coordinator or by a certified/registered alcohol and drug
counselor and reviewed and approved by a LPHA.

4. If the entity screening or assessing the beneficiary determines that the
medical necessity criteria pursuant to DMC-ODS Special Terms and
Conditions (STCs) 128 (e), has not been met and that the beneficiary is not
entitled to any SUD treatment services, then a written Notice of Adverse
Benefit Determination shall be issued in accordance with 42 CFR 438.404.

F. The County shall comply with the following timely access requirements:

1. The County shall include language in its provider subcontracts outlining
timely access to care requirements and performance standards, taking into
account the urgency of need for services.

2. The County shall require hours of operation during which services are
provided to DMC beneficiaries to be no less than the hours of operation in
which the provider offers services to non-DMC beneficiaries.

3. The County shall provide, directly or through CAL, referral to services 24
hours a day, 7 days a week, when medically necessary.

i. The CAL and DMC-ODS providers will follow policy and procedures in
place to screen for emergency medical conditions and immediately refer
beneficiaries to emergency care.

ii. DMC-ODS providers shall admit eligible, non-urgent beneficiaries
within10 business days from the initial assessment. In the unlikely event,
that admission to treatment shall be greater than 10 business days, due
to non-budget related capacity issues, DMC-ODS providers shall provide
interim services and seek to link the beneficiary with another provider
offering the appropriate ASAM LOC. In addition to providing interim
services within the required timeframe, the Contractor shall also provide
the beneficiary with referrals to other programs that have immediate
availability.

iii. The County shall provide beneficiaries requiring OTP services a face-to-
face appointment within 3 days of Service Request.
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iv. In instances where a residential treatment provider submits a prior
authorization request to the Central Access Coordinator, the County shall
respond with a determination within 24 hours of the request.

v. Authorization requests for residential services received after hours,
during holidays, or on the weekend shall be initiated on the morning of
the next business day. The County shall allow presumptive
authorizations for admission for after hours, on holidays, or weekend
admissions. Presumptive authorization shall not guarantee payment.

vi. In the event of non-compliance with timely access to care requirements,
the County shall offer the provider or subcontractor technical assistance
to adhere to the requirements. The County shall also issue a written
report documenting the non-compliance and require the provider or
subcontractor to submit a Corrective Action Plan.

G. Full ASAM assessment and admission:

1.

wn

County of SLO shall provide the beneficiary with a full ASAM assessment

appointment with the Assessment Coordinator.

i. The beneficiary shall be admitted within one business day for Outpatient
and Intensive Outpatient, when deemed medically necessary.

The Assessment Coordinator shall be a LPHA.

The County of SLO shall use the SUD Assessment and ASAM Criteria during

the assessment process.

Medical necessity for DMC-ODS services shall be determined as part of the

intake assessment process and shall be performed through a face-to-face

interview or via telehealth.

The Medical Director, a licensed physician, or a LPHA must diagnose the

beneficiary as having at least one DSM5 Substance Use Disorder.

The Assessment Coordinator shall facilitate a warm hand-off to the assigned

DMC-ODS County's Case Manager, LPHA, certified or registered Specialist.

In the event that the full ASAM assessment yields an ASAM LOC that does not

agree with the preliminary ASAM assessment result, the LPHA or Case

Manager shall transition the beneficiary to the appropriate level of care.

H. Re-assessment:

1.

The Specialist shall reassess all Outpatient and Intensive Outpatient

treatment beneficiaries, at least of every 90 days, unless there are significant

changes warranting more frequent reassessments. Changes that could

warrant reassessment and possibly a transfer to a higher or lower LOC

include, but are not limited to:

i. Achieving treatment plan goals

ii. Inability to achieve treatment plan goals despite amendments to the
treatment plan

iii. Identification of intensified or new problems that cannot adequately be
addressed in the current level of care

iv. Lack of beneficiary capacity to resolve his/her problems
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v. At the request of the beneficiary

2. The Assessment Coordinator or Central Access shall reassess beneficiaries

initially authorized for residential treatment, at a maximum of every 30 days.
Reauthorizations will occur in accordance with the reassessment results, as
needed.

I.  Transitions to other levels of care:
1. The Assessment Coordinator and Case Managers shall transition

2.

beneficiaries to appropriate LOC. This may include step-up or step-down in

SUD treatment services. For complicated care transitions, Case Managers

shall provide warm hand-offs and transportation to the new LOC, as needed.

i. Assessment Coordinators or Case Managers shall ensure transitions to
other LOCs occur no later than 10 business days from the time of
assessment or reassessment with no interruption of current treatment
services.

ii. If the beneficiary is transitioning to residential treatment, an
authorization request shall be submitted to the Assessment Coordinator
and an authorization decision shall occur within 24 hours of the request.
Case Managers from both the discharging and admitting provider
agencies shall be responsible to facilitate the transition between levels of
care, including assisting in scheduling an intake appointment, ensuring a
minimal delay between discharge and admission at the next LOC, and
documenting all information in the EHR.

iii. When a beneficiary receives or requires inpatient (SUD) services (ASAM
level 3.7 and 4.0 services) in an acute care hospital, or another Fee for
Service (FFS) facility, the County will manage the transition of care
provided by a DMC-ODS provider.

The appropriate releases of information will be reviewed with the beneficiary

and placed in the EHR to complete coordination of care activities to serve the

beneficiary in with 42 CFR Part 2.

J. Authorization of services — Residential programs:

1.

Referral to residential services from the Central Access Line (CAL):

i. When the CAL initial assessment yields a residential service need, the
County shall create service request and if deemed necessary an
authorization.

ii. The beneficiary will be offered an evaluation appointment with the
Assessment Coordinator within 24 hours of the initial call with the CAL or
the next business day following a weekend or holiday call.
aa. The County will determine residential service authorization during

the ASAM assessment with the Assessment Coordinator.

iii. Initial assessment may be provided face-to-face, by telephone, or by
telehealth, and may be provided anywhere in the community where
confidentiality can be ensured.

Residential authorization requests from Walk-In Screening:
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i. The Assessment Coordinator shall conduct the assessment according to
the ASAM Criteria. The Assessment Coordinator will introduce the
beneficiary to the Case Manager who will work to provide the smooth
transition to the appropriate residential LOC, if deemed medically
necessary.

ii. If the beneficiary is not eligible for residential LOC, the Assessment
Coordinator shall facilitate a warm hand-off to the provider of the
appropriate LOC.

3. Residential authorization requests from providers:

i. All providers shall obtain authorization for residential services prior to
referring or admitting a beneficiary. Any prior authorization requests
must be addressed within 24 hours. All authorization and
reauthorization shall be tracked through the EHR on the Recovery
Residential Authorization Form.

ii. Upon receipt of request for an Authorization and an ASAM assessment
summary from a residential provider, the Assessment Coordinator or
Central Access Supervisor shall review the request and based on the
review, provide one of the following responses to the requesting provider
within 24 hours: Approved as Requested, Approved as Modified,
Deferred, or Denied.

iii. Beneficiaries participating in a face-to-face assessment with the
Assessment Coordinator that meet the ASAM Criteria definitions of
medical necessity for residential treatment shall be referred. The
Assessment Coordinator will authorize residential treatment services and
sends an authorization approval to the provider.

K. Early Intervention (ASAM Level 0.5):

1. Early Intervention Services (ASAM Level 0.5) include Screening, Brief
Intervention and Referral to Treatment (SBIRT) shall be provided by primary
care providers and local emergency departments to beneficiaries at risk of
developing a substance use disorder.

L. Outpatient Services (ASAM Level 1)

1. Outpatient Services (ASAM Level 1) shall be provided to beneficiaries (up to
nine hours a week for adults, and less than six hours a week for adolescents)
when determined by a Medical Director or LPHA to be medically necessary
and in accordance with an individualized beneficiary treatment plan.

2. Outpatient Services shall be provided in-person, by telephone or by
telehealth by a licensed professional or a certified/registered counselor in
any appropriate setting in the community in accordance with 42 CFR Part 2.

3. The components of Outpatient Services include intake, individual counseling,
group counseling, family therapy, patient education, medication services,
collateral services, crisis intervention services, treatment planning and
discharge services.
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For beneficiaries in Outpatient Services, case management services will be
provided to coordinate care with ancillary service providers and facilitate
transitions between levels of care.

Reassessment shall occur, at least, every 90 days.

M. Intensive Outpatient Services (ASAM Level 2.1):

1.

5.

Intensive Outpatient Services (ASAM Level 2.1) shall be provided to
beneficiaries (a minimum of nine hours with a maximum of 19 hours a week
for adults, and a minimum of six hours with a maximum of 19 hours a week
for adolescents) when determined by a Medical Director or LPHA to be
medically necessary and in accordance with an individualized beneficiary
treatment plan.

Lengths of treatment shall be extended when determined to be medically
necessary. Services can be provided in-person, by telephone or by telehealth
by a licensed professional or a certified/registered counselor in any
appropriate setting in the community in accordance with 42 CFR Part 2.
Intensive Outpatient Services consist primarily of counseling and education
about addiction-related problems, with specific components including intake,
individual counseling, group counseling, family therapy, patient education,
medication services, collateral services, crisis intervention services, treatment
planning and discharge services.

For beneficiaries in Intensive Outpatient Services, case management services
will be provided to coordinate care with ancillary service providers and
facilitate transitions between levels of care.

Reassessment shall occur, at least, every 90 days.

N. Residential Treatment Services:

1.

Residential Treatment services will be provided to non-perinatal and
perinatal beneficiaries in DHCS licensed residential facilities that have DMC
certification and have been designated by DHCS as capable of delivering care
consistent with ASAM treatment criteria.

The length of residential services ranges from one to 90 days with a 90-day
maximum for adults and 30-day maximum for adolescents, unless medical
necessity authorizes a one-time extension of up to 30 days on an annual
basis.

Only two non-continuous 90-day regimens shall be authorized in a one-year
period. Perinatal and criminal justice beneficiaries shall receive a longer
length of stay based on medical necessity.

d. Perinatal beneficiaries will be provided lengths of stay up to the length of
the pregnancy and postpartum period (60 days after the pregnancy ends), if
assessed for need.

Lengths of stay for criminal justice offenders shall be extended, if assessed
for need, for a maximum of six months.

The components of residential treatment include intake, individual and
group counseling, family therapy, patient education, safeguarding
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medications, collateral services, crisis intervention services, treatment
planning, transportation services, case management and discharge services.
Case management services will be provided for beneficiaries in residential
treatment to coordinate care with ancillary service providers and facilitate
transitions between LOCs.

ASAM LOC Designations for 3.1 (Clinically Managed Low-Intensity Residential
Services) will be available for adolescents, perinatal and non-perinatal
beneficiaries.

ASAM Level 3.3 (Clinically Managed Population-Specific High-Intensity
Residential Services) and 3.5 (Clinically Managed High-Intensity Residential
Services) will be available by or before the end of implementation year three
(June 30, 2020).

10. Reassessment shall occur, at least, every 30 days.

O. Case Management:

1.

Case management services will be provided to all eligible beneficiaries, based
on needs.

Assessment Coordinators and Case Managers will provide case management
services.

The components of case management services include comprehensive
assessment and periodic reassessment of individual needs to determine the
need for continuation of case management services.

Case management services may also include transitions to a higher or lower
LOC, development and periodic revision of an individual treatment plan,
communication, coordination, referral and related activities, monitoring
service delivery to ensure beneficiary access to services, monitoring the
beneficiary's progress, patient advocacy, linkages to physical and mental
health care, and transportation.

Case management shall be consistent with and shall not violate
confidentiality of alcohol or drug clients as set forth in 42 CFR Part 2.

The Assessment Coordinator, the Case Manager, a LPHA, registered/certified
counselor shall provide case management services face-to-face, by
telephone, or by telehealth with the beneficiary. Registered and certified
counselors shall adhere to all requirements in the CCR, Title 9, Chapter 8, and
registered counselors shall be under the supervision of LPHA pursuant to
STC 146.

A comprehensive case management model will be used based on the ASAM
bio-psycho-social assessment to identify needs, develop a case plan, and the
SAMHSA CSAT TIP 27 (Treatment Improvement Protocol) Comprehensive
Case Management for Substance Abuse Treatment will be followed.

While approved DMC-ODS providers can provide case management services
to a beneficiary while in treatment at the certified program, the County of
SLO is responsible for coordinating the overall case management LOC,
including providing any case management services outside of a treatment
episode, providing case management services to the most complex
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9.

beneficiaries, and overseeing all care coordination activity in the DMC-ODS.
The beneficiary will be provided with contact information for the Case
Management and Assessment Coordinator.

P. Physician Consultation:

1.

Physician Consultation will include DMC-ODS physicians’ consulting with
addiction medicine physicians, addiction psychiatrists or clinical pharmacists
for complex cases which may address medication selection, dosing, side
effect management, adherence, drug-to-drug interactions or LOC
considerations.

Q. Recovery Services:

1.

2.

5.

Recovery services shall be available once a beneficiary has completed the
recommended course of treatment.

Contractor staff will coordinate, monitor and support peer recovery support
workers and volunteers to provide substance abuse assistance and relapse
prevention.

Recovery services shall be provided face-to-face, by telephone, or by
telehealth with the beneficiary and may be provided anywhere in the
community in accordance with 42 CFR Part 2.

The components of recovery services include outpatient individual or group
counseling, recovery monitoring/coaching, peer-to-peer assistance, linkages
to services to enhance education and job skills, and linkages to family
support, support groups and ancillary services.

Reassessment shall occur, at a minimum, every 180 days.

R. Withdrawal Management:

1.

2.

The County of SLO or subcontractor shall provide Withdrawal Management
ASAM (Levels 1-WM and 2-WM) to beneficiaries, when medically necessary.
Withdrawal Management services shall be determined by the Medical
Director or by contracted and licensed physicians, as medically necessary,
and in accordance with an individualized beneficiary’'s treatment plan.

The components of Withdrawal Management services are intake,

observation, medication services, care coordination and discharge services.

Access to ASAM Level 3.7 - WM (Medically Monitored Inpatient Withdrawal

Management) and ASAM Level 4.0 - WM (Medically Managed Inpatient

Withdrawal Management) shall be available, when medically necessary, with

the local hospitals.

i. The County of SLO shall coordinate care with these providers to smoothly
transition and support beneficiaries to less intensive LOCs.
Memorandums of Understanding (MOU) shall be developed with each of
the hospital organizations to ensure compliance with the referral
processes, the anticipated timelines, and the roles in each treatment
modality.
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ii. Case management services will be provided to ensure a smooth and
timely transition while the client is stepping up to ASAM level 3.7 and level
4.0 Inpatient Withdrawal Management or stepping down into substance
use disorder treatment, including residential treatment facilities.

5. For beneficiaries in Withdrawal Management, the County of SLO or
subcontractor shall provide case management services to coordinate care
with ancillary service providers and facilitate transitions between LOCs.

6. Reassessment shall occur, at least, every 30 days.

S. Opioid (Narcotic) Treatment Program Services:

1. Subcontractor shall provide Opioid (Narcotic) Treatment Program (ASAM OTP
Level 1) services in Narcotic Treatment Provider licensed facilities. Medically
necessary services shall be provided in accordance with an individualized
treatment plan determined by a licensed physician or licensed prescriber
and approved and authorized according to the State of California
requirements.

2. The components of OTPs include intake, individual and group counseling,
patient education, transportation services, medication services, collateral
services, crisis intervention services, treatment planning, medical
psychotherapy and discharge services.

3. Subcontractor shall provide the beneficiary, at minimum 50 minutes of
counseling sessions with a therapist or counselor for up to 200 minutes per
calendar month, although additional services may be provided based on
medical necessity.

4. Subcontractor shall schedule beneficiaries for their first face-to-face service
and intake assessment on the same day they are admitted.

5. Subcontractor shall provide case management services to coordinate care
with treatment and ancillary service providers and facilitate transitions
between levels of care. Beneficiaries may be simultaneously participating in
OTP services and other ASAM LOCs.

T. Additional Medication Assisted Treatment (MAT):

1. Additional MAT (ASAM OTP Level 1) shall include the assessment, treatment
planning, ordering, prescribing, administering, and monitoring of all
medications for SUDs. Medically necessary services are provided in
accordance with an individualized treatment plan determined by a licensed
physician or licensed prescriber working within their scope of practice.

2. The County of SLO or subcontractor shall provide administration of
buprenorphine, naltrexone (oral and injectable), acamprosate, disulfiram,
and naloxone.

3. The County of SLO shall provide case management to coordinate care with
treatment and ancillary service providers and facilitate transitions between
levels of care. Beneficiaries may be simultaneously participating in MAT
services and other ASAM LOCs.
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U. Recovery Residences:

1. County of SLO shall provide Recovery Residences (RR) to beneficiaries who
require housing assistance in order to support their health, wellness and
recovery.

2. County of SLO will develop standards for subcontracted RR providers and
shall monitor to these standards.

3. Beneficiaries may participate simultaneously in other ASAM LOCs.

4. Reassessment shall occur, at least, every 30 days.

V. Telehealth:

1. Telehealth services will include, but not limited to, consultative and direct
beneficiary care including medication screening, MAT, assessment,
evaluation, monitoring, and management.

2. A Drug and Alcohol Services staff (LPHA, Licensed Psychiatric Technician,
certified/registered Specialist or worker with lived experience) shall be with
the beneficiary, while the qualified staff is on the other end of the camera.

3. Group counseling services will not be conducted through telehealth.

W. Coordination with Managed Care Organization (CenCal Health): See SLOBHD
Policy 8.00 Coordination of Care with Other Health Care Providers.

1.

2.

At walk-in screening, client will complete a Health Questionnaire.

i. Assessment Coordinator will review the Health Questionnaire during
screening session.

ii. Health Questionnaire is referred to the Medical Director. Action taken by
Medical Director is documented on the form.

iii. The Health Questionnaire is added to the client's EHR (scanned).

At walk-in screening, client will be asked to authorize (via signhature) a Release

of Information for Physical Exam Referral (SACPER).

i. If client has reported a physical examination within the last 12 months,
physical exam records are requested from the provider identified by the
client by Health Information Technician.

ii. If client has reported that they have not had a physical examination with
the last 12 months, a physical exam referral is submitted by Health
Information Technician to the provider client identifies on SACPER.

Specialist will follow Drug Medi-Cal Title 22 Regulations in regard to client

physical examination requirements (51341.1(h)(iv)(a-c).

Specialist will obtain a Release of Information with the client's authorization

to coordinate with physical healthcare providers as necessary. Special

circumstances regarding an individual client's health will be included on the

Treatment Plan.

Hi#
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VI. DOCUMENT HISTORY

Revision Section Revised: | Details of Revision:

Date:

12/18/18 Procedure, Added how beneficiary will be informed of Access Case
Section 5. Manager contact information.

Prior Approval dates: NA

‘ Signature on File

10/30/18

Approved by: Anne Robin, LMFT

Date

Behavioral Health Administrator
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16.08 Alumni Involvement

PURPOSE

Drug & Alcohol Services encourages the involvement of Alumni to enhance the

treatment experience for all beneficiaries. The goal of Alumni involvement is to

decrease beneficiaries return to substance use through positive social connections.

POLICY

Drug & Alcohol Services will encourage former clients to make return visits and to

serve as volunteers in end stage social support treatment groups and in Recovery

Support Services groups.

REFERENCES

Department of Health Care Services (DHCS) Drug Medi-Cal Organized Delivery
System (DMC-0ODS) FAQ's, Recovery Services, Revised August 2017
http://www.dhcs.ca.gov/provgovpart/Documents/DMC-ODS_Waiver/DMC-
ODS_Recovery_Services_FAQ.pdf

DMC-ODS Special Terms and Conditions, Sec. 152
http://www.dhcs.ca.gov/provgovpart/Pages/Special-Terms-and-Conditions.aspx

DHCS Information Notice 17-008, Peer Support Services in the DMC-ODS Waiver

DHCS Information Notice 17-017, Alcohol and/or Other Drug Certification Standards,
Sec 9000

http://www.dhcs.ca.gov/provgovpart/Documents/MHSUDS _Information_Notice _17-
017_AOD_Certification_Standards.pdf

DEFINITIONS

“Alumni” means:

An individual who has completed a substance use disorder (SUD) treatment program
and is in recovery. An Alumnus does not meet medical necessity for Recovery Support
Services.

“Recovery Support Services” means:
Medically necessary recovery services after completing the course of treatment. An
individual in Recovery Support meets medical necessity for DMC-ODS services
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V. PROCEDURE

1.  Alumni members will sign a “confidentiality statement for alumni members”
form prior to attending any treatment or Recovery Support Services group.

2. Alumni members also attend “Alumni” groups in which no confidentiality form
will be necessary.

VI. DOCUMENT HISTORY

Revision Date: Section Revised: Details of Revision:

Prior Approval dates:

Signature on file 4/19/2018

Approved by: Anne Robin, LMFT Date
Behavioral Health Administrator
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16.09 Response to Relapse During SUD Treatment Services

PURPOSE

Drug & Alcohol Services will continue to provide treatment services or provide
appropriate referral in the event of a beneficiary's relapse during an SUD treatment
episode. The policy below is consistent with the alcohol and drug-free environment of
the program.

POLICY

Drug & Alcohol Services provides a drug-free environment. Thus, service delivery
after a relapse episode will be consistent with this standard. Drug & Alcohol Service
treatment staff will respond to a beneficiary's relapse with support that is
individualized to the beneficiary’'s needs.

EFERENCES

AOD Certification Standards, Sec 7080
http://www.dhcs.ca.gov/provgovpart/Documents/MHSUDS Information Notice 17-
017 AOD Certification Standards.pdf

DEFINITIONS

ehavioral Intervention Agreement” means:
A. A contract that asks the beneficiary to complete specific actions to comply with
their treatment plan and engage in safe behavior as to avoid further decline.

elapse” means:
A. Returning to substance use after a period of abstinence.

PROCEDURE

A. Throughout treatment, beneficiaries will be encouraged to contact their primary

B.

Specialist/Clinician and utilize their relapse prevention plan should they be in crisis
(strong desire to use) or in the event that they do have a relapse.

When a beneficiary reports a relapse, or a relapse is indicated with evidence of
alcohol/drug test results, the primary Specialist/Clinician will schedule an individual
counseling session. A relapse analysis will take place during the session.

Should the referring agency, such as Child Welfare Services, Probation, or Parole
need to be notified of the beneficiary’s relapse, the primary Specialist/Clinician will
encourage the beneficiary to make a self-report. The Specialist/Clinician will also
follow-up with the referring agency with notification and will discuss the plan for
treatment intervention.
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D. The primary Specialist/Clinician will consider interventions that are in the best
interest of the beneficiary which can include:

increase in level of care

increase referrals (ex. Mental Health)

increase social support (ex. AA/NA, other community meetings)
addition of ancillary services (ex. MAT, psychotropic medications, family
counseling)

contact with referring agency

implementation of a Behavioral Intervention Agreement

return to court

E. Any and all interventions will be documented in the chart.

VI. DOCUMENT HISTORY

Revision Date:

Section Revised: Details of Revision:

Prior Approval dates:

| Signature on file

4/19/2018

Approved by: Anne Robin, LMFT Date
Behavioral Health Administrator
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16.10 Naloxone Availability and Opioid Overdose Response Policy

I.  POLICY STATEMENT

The County of San Luis Obispo (SLO County) Drug and Alcohol Services (DAS) and any DHCS
licensed SUD treatment facilities contracted with SLO County shall always maintain at least
two doses of naloxone or any other FDA-approved opioid antagonist medication on-site to
ensure the ability to respond promptly to an opioid overdose emergency. Staff shall be
trained in the administration of naloxone, and documentation of this training shall be
maintained in compliance with state regulations.

IIl. PURPOSE

To ensure that DAS clinics and DHCS licensed SUD treatment facilities contracted with SLO
County are equipped and prepared to effectively respond to opioid overdose emergencies
by maintaining sufficient supplies of naloxone and ensuring staff are properly trained in its
use.

Ill. SCOPE

This policy applies to all DAS clinics, and any DHCS licensed SUD treatment facilities
contracted with SLO County.

IV. BACKGROUND

A. Indications

+ Naloxone is a medication that works almost immediately to reverse opioid
overdoses. It is an opioid antagonist, which means it blocks opioids from binding to
receptors in the brain and reverses the respiratory depression caused by an opioid.
Naloxone is not a controlled substance. It has few known adverse effects, no
potential for abuse, and can be rapidly administered through nasal spray. Narcan,
brand name naloxone nasal spray, does not require a standing order.

B. Contraindications

« Naloxone is only contraindicated in patients known to have a hypersensitivity to
naloxone hydrochloride or to any of the other ingredients in naloxone.

e Pregnancy and breastfeeding are not contraindications to naloxone.

e There are no age contraindications for administering naloxone.

C. Precautions

+ Naloxone doses should be given every 2-3 minutes until the person revives; there
may be a slower response in the face of certain other drugs, including
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buprenorphine and more doses may be needed with substances containing
Fentanyl.

Naloxone will not harm, nor will it be effective, when respiratory depression is due
to non-opioid drugs including sedative (i.e., benzodiazepines and alcohol),
stimulants (i.e. methamphetamine, cocaine, crack, MDMA), hallucinogens
(psilocybin, LSD, ketamine).

Naloxone will not harm when the respiratory depression is caused by a medical
issue including cardiac arrest, pulmonary embolism, or another medical condition.

D. Adverse Reactions

Abrupt reversal of opioid effects in persons who are physically dependent on
opioids may precipitate an acute withdrawal syndrome which may include, but is
not limited to, the following signs and symptoms:

o0 Body aches, fever, sweating, runny nose, sneezing, piloerection, yawning,
weakness, shivering or trembling, nervousness, restlessness, irritability,
diarrhea, nausea, vomiting, abdominal cramps, increased blood pressure,
and/or tachycardia.

V. PROCEDURES:

A. Naloxone Supply and Storage Policy:

Naloxone Supply:

o Each licensed SUD recovery or treatment facility must maintain, at all times,
at least two unexpired doses of naloxone or any other opioid antagonist
medication that is FDA-approved for the treatment of opioid overdose.

o Naloxone doses must be regularly checked to ensure they are not expired.
Expired naloxone should be replaced immediately to maintain the required
supply.

o Facilities must have a system in place to track inventory, including expiration
dates, to ensure the continuous availability of naloxone.

Naloxone Storage:

o Naloxone must be stored in an accessible and easily identifiable location,
known to all staff members on the premises. This location should be free
from obstructions and clearly labeled.

o Itshould be kept at room temperature, between 59°F and 77°F (15°C to
25°C), and protected from direct sunlight, heat, and extreme cold. Exposure
to temperatures outside this range can compromise the effectiveness of the
medication.

o Naloxone should be stored in a dry place, away from moisture or damp
conditions, which could damage the packaging or the medication.
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o Facilities should ensure naloxone is secured but readily accessible in case of
an emergency. Staff should be aware of the exact location and method for
accessing naloxone to avoid delays during overdose situations.

o If stored in portable kits (e.g., first aid kits), these kits should be clearly
marked, and their location should be communicated to all staff members.
Portable kits should also be routinely checked to ensure that the naloxone is
within its expiration date.

o Staff should be trained on proper storage practices and the importance of
maintaining the effectiveness of naloxone, including what to do if naloxone
has been exposed to inappropriate temperatures.

B. Staff Training and Location Knowledge:
e On-Site Staff Requirements:

o At least one staff member must be present on-site at all times who knows
the specific location of naloxone and has been trained in its administration.

o All staff must be familiar with the location and accessibility of naloxone,
ensuring a swift response during an emergency.

e Staff Training:

o Staff training will encompass comprehensive education on opioid overdose
prevention and response, which includes:
= Recognition of Opioid Overdose Symptoms:

» |dentifying key signs of an opioid overdose, such as
unresponsiveness, shallow or absent breathing, blue lips or
fingernails, and gurgling or choking sounds.

= Understanding the differences between overdose symptoms
and other medical emergencies.

= Naloxone Administration:

= Step-by-step instructions on how to properly administer
intranasal naloxone.

= Explanation of how naloxone works to reverse opioid
overdoses and the importance of timing and proper
technique.

= Hands-on practice with naloxone Kits (using training devices, if
available) to ensure staff are confident in its use.

= Responding to an Opioid Overdose:

= Following the standard response steps: Check for
responsiveness, call 911, administer naloxone, perform
rescue breathing or CPR (if trained), and monitor until
emergency responders arrive.

= Review of Good Samaritan laws and legal protections in place
to encourage bystander intervention during an overdose
situation.
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= Importance of calling emergency services even after naloxone
has been administered, as multiple doses may be necessary.
= Use of Online Resources:
= Staff will be directed to use online resources for additional
information on opioid overdose prevention and response.
Recommended training resources include:
= National Harm Reduction Coalition's Opioid Overdose
Basics: Provides detailed guidance on how to
recognize, respond to, and treat opioid overdoses, as
well as best practices for using naloxone effectively.
= Additional resources may include training videos,
interactive modules, and FAQs to further enhance
knowledge and confidence in handling overdose
emergencies.

e Training Certification and Documentation:

o Staff shall certify that they have completed training in opioid overdose
prevention and naloxone administration by signing a training
acknowledgment form. This certification will be updated annually or as
needed.

o Training records shall be maintained by the facility, including details of when
each staff member was trained and the topics covered, ensuring all
personnel meet the training requirements and can respond effectively during
an opioid-associated emergency.

C. Training Documentation:
e Record Keeping:

o Proof of training completion must be documented in each staff member’s
individual personnel file. This ensures that the facility can verify that all staff
members are adequately trained and can respond to an opioid overdose
emergency effectively.

o Documentation should include:

= Date of Training: The specific date when the training was completed,
including any refresher courses or updates.

= Training Provider Information: The name and credentials of the
organization or individual who conducted the training, ensuring that it
meets established standards.

= Training Topics Covered: A summary or checklist of the key topics
addressed during the training session, such as overdose recognition,
naloxone administration procedures, and legal protections.
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= Certificates of Completion: Where applicable, a copy of any
certificates issued to staff upon successful completion of the training,
demonstrating their competency in opioid overdose response.

e Compliance with California Code of Regulations (CCR), Title 9, Section
10564(k):

(0]

All training documentation shall comply with California Code of
Regulations (CCR), Title 9, Section 10564(k), which mandates maintaining a
detailed record of required staff training.
Facilities must keep these records for a period specified by the regulation to
ensure ongoing compliance during audits or inspections by regulatory
bodies. The documentation should demonstrate that the facility has met all
required training protocols, including:
= Initial and Ongoing Training: Details on both initial training upon
hiring and any ongoing or periodic training sessions staff members
attend to stay current on best practices in overdose response.
= Refresher Courses: Records of refresher courses that ensure staff
remain proficient in administering naloxone and up-to-date with the
latest overdose prevention strategies and legal guidelines.
= Accessibility of Records: Training documentation must be readily
accessible during inspections or audits by state licensing authorities
to verify compliance with CCR Title 9 regulations. Facilities should also
have a clear protocol on how to update and maintain training records,
including who is responsible for ensuring their accuracy.

D. Monitoring and Compliance:

e Regular Supply Checks:

(0]

(0]

The facility manager or a designated staff member shall conduct monthly
inventory checks to verify that the naloxone supply is unexpired, properly
stored, and meets the minimum required quantity (at least two doses). These
checks ensure that the facility is always prepared to respond to an opioid
overdose emergency.
During each inventory check, the expiration dates of all naloxone doses
should be reviewed, and any doses that are approaching expiration within
the next 30 days should be flagged for replacement. This proactive approach
helps avoid shortages and ensures that only effective, non-expired doses are
available for use.
Facilities should implement a tracking log that includes:

= Date of the inventory check

= Number of doses on-site

= Expiration dates of each dose

= Name of the staff member who conducted the check
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o Any expired naloxone must be safely disposed of according to state
regulations and immediately replaced to maintain compliance.

Presence of Trained Staff:

o Facility management must schedule and confirm that at least one trained
staff member is on-site at all times, as required. This responsibility includes
coordinating shifts and ensuring adequate staffing coverage during all
operational hours.

o A staff roster should be maintained, noting who is trained in naloxone
administration. The roster should be updated regularly to reflect new staff
training and any staff departures, ensuring that the facility always has a clear
understanding of who is qualified to respond to an overdose.

Annual Compliance Audits:

o In addition to regular checks, facilities should conduct annual compliance
audits to ensure that all procedures around naloxone supply, storage, and
staff training meet the required standards. The audit should include:

= Verification of staff training records to confirm that all personnel have
received initial and refresher training as required.

= Review of naloxone storage practices to ensure they comply with
recommended guidelines and that all doses are accounted for.

= A summary report of the audit findings should be shared with the
facility director, including any recommendations for improvement and
action plans to address identified issues.

E. Emergency Response:

Immediate Action:

o In the event of a suspected opioid overdose, trained staff must act quickly to
assess the situation. The priority is to determine if the individual is
unresponsive, has slowed or stopped breathing, or shows other signs of an
overdose (e.g., blue lips or fingernails, gurgling sounds, pinpoint pupils).

o Once an opioid overdose is suspected, staff should immediately administer
naloxone. It is crucial to act without delay, as prompt administration of
naloxone can reverse the life-threatening effects of an overdose.

Step-by-Step Emergency Procedures: (Also documented in Appendix B)

o Check Responsiveness: Attempt to wake the person by calling their name
and giving a firm rub on the sternum (sternal rub). If they are unresponsive,
proceed to administer naloxone.

o Administer Naloxone: Follow the proper administration procedure
(intranasal or) as outlined in staff training. Ensure the dose is delivered
correctly and note the time it was administered.
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3. Iron Deficiency / Anemia (Iron Panel, Ferritin, CBC)
e Symptoms:
Dizziness, lightheadedness, or fainting when standing
Chronic fatigue not improving with rest
Shortness of breath with mild exertion
Pale skin, brittle nails, frequent headaches
Heavy menstrual bleeding, blood loss, or history of anemia
Craving ice, dirt, or non-food items (pica)
e Immediate Labs (2 weeks): If > 5 symptoms including dizziness, syncope, severe
fatigue, or pica
* Pending Labs (3-6 months): If mild fatigue without exertional symptoms
4. Metabolic & Nutritional Status (CMP, Lipid Panel, Glucose, A1C, Vitamin D,
Folate)
e Symptoms:
0 Increased thirst, frequent urination, unexplained weight loss (Diabetes
concern)
0 Bone pain, muscle weakness, or frequent fractures (Vitamin D concern)
o0 History of high cholesterol or abnormal glucose levels
 Immediate Labs (2 weeks): If diabetes symptoms (polyuria, polydipsia) or bone
pain/muscle weakness
e Pending Labs (3-6 months): If s

O O 0O 0O oo

V. REVISION HISTORY

Effective/Revision Sections Revised Status: Initial/ Revised/Archived
Date: Description of Revisions
03/25/2025 Entire Policy Initial Release

Prior Approval dates:

Signature on file 03/25/2025

Approved by: | Star Graber, PhD. Behavioral Health Director Date
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