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Thisdocumentoutlines components of the service and guidelines for the provision of Mobile Crisis
LYGSNBSYyldA2y Ay TFdz2NIKSNIyOS 2F GKS / KAfRNByYyQa

by Emergency Service Programs (ESP) and Mobile Crisis Inten@h@0 ProvidersThe minimum
performance specification®r MCI Providers N O2y il Ay SR Ay GKSANI O2y i N
Managed Care Entitie¥he contents ofhese Service Guidelin®&B LINS & Sy i OdzZNNBy i 66 !
MCI and related expectations for provider performance and service delivérgguidelinesdetail

professional standardsis well as information about and recommendations for youth and family
centeredpractices belefs, and qualityservicesonsistentwith the CBHI mission, values, vision and

strategic priorities Many documents referenced throughout tlgeiidelinesare found in the

Appendices and are also available as a resource to providers in the CBHI seitteoMagsachusetts
Behavioral Health Partnership (MBHP) websitenatv.masspartnership.comAdditional CBHI

resourcessuch as links to training materiatan also be found in the AppendiceBICI is one of si

CBHI servicesA brief description of all of these services can be founsigpendix A

¢tKS / KAt RNBYQa . SKIFI@A2NYt | SIftO0K LYy

Mission
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Executive Office of Health and Human Services whose mission is to strengthen, expand, and integrate
Massachusetts state services into a comprehensive, commbaggd system of care to ensure that

families and their childne with significant behavioral health conditions, including emotional, mental

health and substance use needs obtain the services necessary for success in home, school, and
community.

Values(Systems of Care Philosophy)

1 ChildCentered and Familpriven
Senices are driven by the needs and preferences of the child and family, developed in
partnership with families, and accountable to families.

1 StrengthsBased
Services are built on the strengths of the family and their community.

1 Culturally Responsive
Services NS NBalLRyaAgdS (2 GKS FlYAfteQa QI tda8az o
cultural context.

1 Collaborative and Integrated
Services are integrated across chksketving agencies and programs.

1 Continuously Improving

Service improvements refleetculture of continuous learning, informed by data, farfelgdback,
evidence, and best practice.


http://www.masspartnership.com/

Vision
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delivery system and builds an integrated systeinbbehavioral health services that meets the individual
needs of the child and family. Policies, financing, management, and delivery of publicly funded
behavioral health services will be integrated to make it easier for families to find and access

appropriate services and to ensure that families feel welcoraaedrespected, and receive services

that meet their needs, as defined by the family.

Strategic Priorities
1. Increase timely access to appropriate services
Expand array of communiyased services
Reduce health disparities
Promote clinical best practice and innovation
Establish an integrated behavioral health system across state agencies
Strengthen, expand, and diversify workforce
Mutual accountability, transparency, and continuous quality improveme

NogakwN

Emergency Services Program (ESP) Description

There are 21 locally based ESPs covering every city and town across the Commonwealth. Seventeen of
the ESPs are managed by MBHP, and four are operated by the Department of Mental Health (DMH) in
the Southeast RegionSeeAppendix b for a link to the ESP/MCI Statewide Directory. It lists the
ESP/MCIs, the catchment areas they serve, the cities and towns included in each catchment area, and
contact information,such as addresses and phone numbers.

The ESPs provide behavioral health crisis assessment, intervention, and stabilization services, 24 hours
per day, seven days per week, and 365 days per year. Each ESP offers the following service
components, which ke emergency behavioral health services accessible in the community, offering
alternativesto hospital emergency departments (EDs) for individuals seeking behavioral kenlibes

when use of the ED may be avoided and/or is not voluntarily sought.

1 Mobile Crisis Intervention (MCI) for youth (age 20 and younger)
1 Adult Mobile Crisis Intervention 1 CommunityBased Location Service:
1 Adult Community Crisis Stabilizatiol 1 24/7/365 Crisis Triage

The mission of the Emergency Services Program is to deliver high quality, culturally competent,
clinically and cost effective, integrated commuHigised behaviorahealth crisis assessment,
intervention, safety planning and stabilization services thanpote resiliency, rehabilitation, and
recovery. Sedppendix & for a link to ESP Performance Specifications.



ESP services are available to individuals of all ages who are uninsured, as well as those colvered by
following public payers: MassHealth plans (PCC Plan/MBHP, Massttaalithcted Managed Care
Entities (MCEs), and MassHealth-feeservice); DMH only; Medicare; and Medicare/Medicaid. Many
ESPs are also contracted with various commercial insuremmo@anies to provide similar services.

a20AftS / NAaAa LYGSNBSyuGuAz2y oa/ Lo tNRINIY

Mobile Crisis Intervention isie youth-serving component of aBmergencyServices Program (ESP)

provider. MCI teams provide a shdadrm service that is a mobile, esite, faceto-facetherapeutic

response to a youth experiencing a behavioral health crisis for the purpose of identifying, assessing,
treating, and stabilizing the situaticand reducing immediate risk of danger to the youth or others
O2yaAraidasSyd oAGK (KS @2 dzi KQaThidJerdide isyYrbwled8us8y Gk & | ¥
day, 7 days a weeknd 365 days a year. Between the hours of 10pm and 7am, Mobile Crisis

Intervention staff may be owall and dispatched by pageEach encounter, including ongoing

coordination following the crisis assessment and stabilization intervention, may last up to,7 days

based on the individual needs of the youth served

The servicéncludesa crisis assessment; engagement in a crisis planning progbgsh may result in

the development/update of one or more Crisis Planning Tools (Safety Plan, Advance Communication to
Treatment Providers, Supplements to Advance Communication aety$dan, Companion Guide for
Providers on the Crisis Planning Tools for Families) that contain information relevant to and chosen by
the youth and family, up to 7 days of crisis intervention and stabilization services includgitg,on
faceto-face thergeutic response, psychiatric consultatji@and urgent psychopharmacology

Intervention as needed; and referrals and linkages to all medically necessary behavioral health
services and supports, including access to appropriate services along the behasaditalchntinuum

of care.

For youth who are receiving Intensive Care Coordination (ICC), Mobile Crisis Intergéaffion

coordinatsg A U K (G KS @&2dziKQa L/ / OF NB O2 8NiBeAWith (1 2 NJ { KNP
consent,Mobile Crisis Interventioalso coordinateg A (i K (i K @areidt(8)/dziekig@&s)yrimary
careclinician any care management progrgonovider,other behavioral health providerand/or any

state agencies that argrovidingservices to the youth throughout the delivery of the wee.

As part of the CBHI, MCI services are carried out in concert with the mission and values of CBHI (see
above. All components of MCI as described below are to be delivered in a way that isesttidded

and familydriven. MCI services arengths-based, culturally responsive, collaborative and

integrated, and continuously improving. The youth and his/her caregiver should always be encouraged
to participate in discussions and meetings regarding the care and treatment of the youth.

lAge 20 and younger



Mobile criss intervention services are designeddptimize clinical interventionsy meeting clients in
home or school settings where they are more comfortaltbere strengths and cultural differences

are more apparent, andshere caregivers are more availableConmunity-based crisis interventions
provide a highly effective alternative for @iscalation and resolution of a crisis event, allowing many
youth and families tdypass the stigma of hospital settings well as the trauma and disruption of an
emergency at-of-home placement. This is accomplistBdsafety planning in an actual site where
longterm safety will most matter, and with the people who are crucial to the plli€C] services

optimally produce more holistic evaluationsolutionsand referrals. fiey are also intended to reduce

the volume of emergency behavioral health services provided in hospital emergency departments
(EDs) and ESP offices, to reduce the likelihood of psychiatric hospitalization, and to promote resolution
of crisis in the leastastrictive setting and in the least intrusive manndihe nature and anticipated
benefits of a communityased crisis intervention should be discussed with the youth and parent at the
earliest stages of the MCI encounter, in order to ease anxiety orysafetcerns, support informed
consent and decisiemaking by the youth/caretaker, and clarify the intended purpose of the service.

MCI services are available to individuals agar2d youngemwho are uninsured and individuadge 20
and youngewho areenrolledin MassHealth

a/L ¢SIY {aFFFAy3

Mobile Crisis Intervention utilizes a multidisciplinary model, with both professional and
paraprofessional staff and maintains staffing levels as warranted by data teemtism compliance with
the PerformanceSpecifications This includes assuriniat staffing is sufficient to respond within 60
minutes to new requests for MCI services AND to provide continued crisis stabilization and care
coordination services as indicated for up to 7 days.

Mobile Crisis Irdrvention is staffed with
f al aGSNDa [ samédin workidgyWith@duth siha familieand
T . I OKS{ 2diPniaprgfeSIBal staffnanyof whom areFamily Partners

In addition, aboard-certified or boardeligible child psychiatrist or chitlained Psychiatric Nurse
Mental Health Clinical Specialist must be available to provide
1 Phone consultation to the MCI team within 15 minutes of a request from Mobile Crisis
Intervention staff and
1 Faceto-face appointments with the youth within 48 hours of a request if the youth has no
existing provider.
tftSrasS y24S GKIFIG GKS AyaSyd aAa G2 YFAyarAy GKS @&2dzi
provider cannot provide faceto-face appointment within 48 hoursr as indicated to meet @ 2 dziurgenta
needs, the MCI program should arrange an appointment with itsadhchild psychiatrist or psychiatric
nurse/mental health clinical specialist.

?Se Appendix Hor a listing ofAvailability of CBHI Services to Member¥ariousBenefit Plans
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All of the following are necessary for admissiorirte MCllevel of care
1. ¢KS @2dziK Ydzad 6S Ay | 0SKIFI@A2NIf KSIFfGK ONXR
satisfaction by phone triage. For youth in ICC, efforts by the camelioabor and Care Plaring
Team (CPT) to triage and stabilize the crisis have been insufficient to stabilize the crisis and
ESP/Mobile Crisis Intervention has been contacted.
2.LYYSRAFGS AYyUSNBSyildAz2y Aa YySSRSR aeBinl 4GS Y LI
situations that do not require an immediate public safety response.
3. The youth demonstrates impairment in mood, thought, and/or behavior that substantially
interferes with functioning at school, home, and/or in the community.

In addition to theabove, at least one of the following must be present
1. The youth demonstrates suicidal/assaultive/destructive ideas, threats, plans, or actions that
represent a risk to self or others.
2. The youth is experiencing escalating behavior(s) and, without imnmeditgrvention, he/she is
likely to require a higher intensity of services.

In addition to the above, at least one of the following must be present
1 The youth is in need of clinical intervention in order to resolve the crisis and/or to remain stable
in the community.
f The demands of the situation exceed the pa@nk 3 dz NRA I y Qak OF NEIABSNDa
to maintain the youth in his/her present living environment and external supports are required.

SeeAppendix € for a link to the MCI Medical Necessity Criteria

I O0OSaa 02 a/ L {SNBAOSa

Telephonic requests for Mobile Crisis Intervention are triaged through the established phone triage
system of the ESMCI program All calls are answered by a liZSPstaff person24 hours a day, 7 days

a week An answering machine or answering service is not permitted, including those directing callers
to call911 or to go to a hospital emergency department (ED). Each ESPMCI maintains its-frem toll
phone number. In adition, there is a statewid&ll-free number 877%382-1609. An individual can

call the statewide number and enter his/her zip code to get the number for the local ESP provider.

If the ESP/MGdetermines that the situation warrants intervention by police or EMT persomié€l,
calls and coordinates with them to ensure safefihe ESP/MCI team will then dispatch to meet
emergency responders #te location of the crisiandimmediately work to deescalate the situation
and intervene to ensure the safety of all individuals in the environment, utilizingyttbenterventions
and services



Referral Sources

MCI teams receive referrals from a number of sources including families, CBHI serviderprmiher
behavioral health service providers, schools, Primary Care Clinicians, and providers from other systems
such as Law Enforcement, Department of Youth Services (DYS), Department of Mental Health (DMH),
the Department of Children and Families B)@nd the Department of Mental Health (DMH). Many
requests for services come through the ESP 24/7/365 triage lindfeadlline. Families may also walk
Ayid2 (KS 9 {-BaSed Lotafiov {CBhY Withadit advance notification. (Hours vary by CBL.)

Catchment Area Protocol

For any number of reasons youth may live in one ESP/MCI service area but receive an MCI intervention
in another service area. This most often happens when youth attend schools or treatment programs in
other service areasorwheéh| YA f ASa OK22aS G2 32 (2 | NBIA2YI |
department. In the event that a crisis encounter begins in one service area but must continue in
another, the responding MCI team will conduct all applicable assessments, providenitens

necessary to stabilize the immediate crisis, and engage in any required safety planning at the site of
the crisis event. With appropriate consent, the MCI team will then make a direct referral to the MCI
LINE OARSNI Ay (KS @& hdatiKatirg kexeharigé d @levanNaSdessraefit infiNitiain

and documenting any specific follewp care or service referrals that may be necessary, including a
second ossite visit to the youth/family home, telephonic support, and assistance with moraildeit

safety planning and service referrals.



Note emphasin the experience and perceptioaf the service requester(s) in the
Medical Necessity Criteria
& 4 behavioral health crisis that was unable to be resolved$o thO | & If BNDEI Ol A2y o0& LK2Y

A N v oA A ~
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ESP/MCI programs are advisedt®@2 A R OKI f f Sy3aAy3a (GKS af SAAGAYI Ops 27
seek to understanthe essence/importance of the situation from the perspective of the caller in a manner ghat
offers rapid empathy and rapport building. This will at times result in diminishment of the crisis without nged

for an MCI service or perhaps the offerofadf@ y i GAYSf & &SNIA OSBelowafetwo TG &K
examples of traps to avoid

1. 9FF2NI&a 2 RSUSNYAYS 6KSUKSNI I OKAfR A& KIF@GAY3I |
whetherornoti KS ySSR T2NJ 0KS aJl NE¥SHIOAQS KZ2dZANBER2[ 2 WHA
common factor in each situation is that a family is in distress. Understanding the essence of the distfess (for
child and for parent/caregiver) is the path towards resolution regardless of the presence/alisegce
formal diagnosis

2. Confusing criteria for MCI service with criteria for hospital admission. The criteria for an MCl lezrvice
underk O NBLF RSNJ dzYo NBf t I @ . S8t26 Aa Iy SEOSNLI FNRY ({

Too often, public systems respondfasmental health crisiand danger to self or othenswere one and the
same. In factdanger to self or otherderives from common legal language defining when involuntary psycHiatric
hospitalization may occurat best, this is a blunt measure of an extreme emergeAcgarrow focus on
dangerousness is not a valid approach to addressing a mental health €agientify crises accurately requirds

a much more nuanced understanding and a perspective that looks beyond wbettwian individual is

dangerous or immediate psychiatric hospitalization is indicated.

While behaviors that represent an imminent dangertainly indicate the need for some sort of an emergen
response, these behaviors may well be the culmination of a crisis episode, rather than the episode in its ntirety.
Situations involving mental health crises may follow trajectories that includedatfeelings of personal distrefs

(e.g., anxiety, depression, anger, panic, hopelessness), obvious changes in functioning (e.g., neglect of personal
hygiene, unusual behaviggr catastrophic life events (e.g., disruptions in personal relationshipsogupp
systems or living arrangements; loss of autonomy or parental rights; victimization or natural disasters).

Because only a portion of relife crises may actually result in serious harm to self or others, a response tht is
activated only when physicaafety becomes an issue is often too little, too late, or no help at all in addres£ng
the root of the crisis. And a response that does not meaningfully address the actual issues underlying afrisis
may do more harm than good.

® Practice Guidelines: Core Elements for Responding to Mental Health Eitit@ub. No. SMF9-
4427. Rockville, MD: Center for Mental Health Services, Substance Abuse and Mental Health Services
Administration, 2009.



MCI Crisis Systems of Cabeitreach Responsibilities

It is important that MCI teams continuously analyze refesmalrcedata and mte trendsin requests

making note of who IS and whoN®T making referrals and how families anstructedto accesMClI
services. Specific attention is paid when youth and families are routinely directed to hospital
emergency departments, when law enforcement officers are called as a rule in addressing a crisis, or
when involuntary(Section 12) procedureare routinely iniiated. MCI team leaders provide education
and supportand outreachto providers/systems in developing alternative, less restrictive crisis
response protocdincluding accessing MCI services.

Through collaborative, ongoingnd strategic relationshipsith hospitals, treatment providers,

schools, Primary Care Cliniciaasd youth serving systems, MCI teams promote sysiade

development of crisis prevention, early identification of crisis symptoms, and crisis intervention and
hospital diversion stragies. These strategies empower other providers to build their own comfort
and competency in crisis prevention and planning and in offering aédwst early crisis responsdiCl
teams collaborate with schools, residential treatment facilities and &ynCare Clinicians offering
education, 1:1 consultatigrand brief inservices to help promote practice changes such as a decrease
in sending youth to emergency departmentglCl teams establistools orprotocolswith system

partners to support the devepment and maintenance of strategic, collaborative relationships aimed
at crisis prevention and planning§See samples iAppendix B

These ongoing, broadly adopted Crisis System of Care efforts diminish the need toveaof law
enforcement, hospital emergency departmenésd inpatient treatment servicesservices that
though sometimes necessary, are not without risk. -Obhome services are more restrictive,
intrusive and intensive; and may leave a residuum ofrstiganxiety, isolation, lowered sadsteem,
disengagement from services, and radherence Although effective for many and providing
intensive services and containment, hospitalization may be experienced by some youth as
uncomfortable, embarrassingsdatingor frightening. Hospitalization cadisrupt school, family, job
and social activities, and may not be available close to hofmbust Crisis System of Care is about
expanding options and does not limit or block access (when criteria are mst)ytaes that a youth
and parent(s)/caregiver(s) might chogsecluding servicesuch ashospitalization.

MCI teans are active participants in regional Systems of Care initiaanelsuse those forums to
promote Crisis System of Care efforMCIFamily Partners prioritizeempowering parents and
caregivers (and young adults) to sedfer for CBHI services and other services across sysstasng
relevant information and resourceand offering the personal support and encouragement needed to
sucessfully navigate service systemMClI clinicians, while prioritizing crisis evaluation and referral,
have a secondary goal of empowering commuiifged treatersand natural supports in prevention
and harmreduction.



Service Location

ESP services adesigned to deliver interventions within the context of the environments where youth

live and spend time, to increase likelihood of community tenure and minimize any unintended risk
related to transporting a youth to another location and to minimize tlo¢emtial for a youth to

experience discomfort, upset or escalation in another locatian hospital ED or CBL). Accordingly,

ESP services may be delivered in homes or other natural community or living setting such as schools or
residential treatment failities.

L, 2dziKk FlEYAT @ £20FGA2Y LINBFSNBYOSs |f2y3 gAGK Of
influence the location of the MCI interventionf a family has not opted to go directly to an ED or CBL

and has instead called the triage line, the MCI team offers a mobile response horte Exceptions

to this include medical or physical emergency, excessive risk in the home setting, and fafeilgre

that the service not take place in the home.

Assessing and Mitigating Risk in CommunrBgsed Interventions

During the triage process, MCI staff may be required to deterptogether with the callerwhen a

medical or physical emergency exietsf other excessive risk requires the involvement of emergency
responders, in addition to a mobile crisis respande caller describes a serious injury or other

medical emergency, or there is reason to believe the youth or those arbimther are @ imminent

risk of harm, it is appropriate for the MCI to call 911 amdoordinatewith emergency responders to
ensure safety. The ESP/MCI team will then dispatch to meet emergency responders at the location of
the crisis, and work to further descalaé the situation.

However in the absence of imminent risk and in their exercise of professional judgment, MCI teams
should begin with the assumption that a commuHigsed crisis intervention is an appropriate

response. MCI staff training prepares teamsdspond to the range of suicidal, assaultive, and
destructive ideas, threats or actions that often characterize a behavioral health crisis. The presence of
these threats or actions does not automatically lead to a determination that commaggd mob#

crisis intervention is inappropriate.

To determine if an exception to mobile response exists, triage staff gather sufficient detail from the

caller regarding the present status of the youth and the imminence of any perceived risk of serious

harm to séf or others. If the caller is someone familiar with the youth and his or her pattern of crisis
behavior, he/she can often provide valuable contextual information regarding the seriousness of the
AAldzZ A2y GKS OF ff SN areeahany pbtenfid risk/ofidarm2 For edidmpleS (i &
if the caller reports that the youth has engaged in hitting behavior or damaging property, but is no

longer aggressive and is taking space in another room, triage staff/supervisor may assess the level of
risk as decreasing in intensity and dispatch a team to provide intervention.

If any Safety Planning Tools have been filet the MCI team, information may be available about the
82dzi KQa GBLIAOIET ONRAAA eeSadid stathdges that nighttb& démployedd (i K
to mitigate any increasing safety risk while an MCI team is dispatched to the locatisnalldtvs the

9



MCI provider to make a highly individualized assessment of risk, based on existing information about
the youth and his or her needs.

ESP and MCI
Service Location
DECISIOn Tree @ Refusal or Preference
Does not accept service or
having clinicians in home
Excessive Risk at Requests alternate location

Home

Q Active Violence, excessive

substance use

/Medical or Physical
( Emergency
‘O imminent threat of harm;

erious injury, overdose, or
~ health condition requiring

i
immediate medical attention*

A

Call 911

Clinician responds

along with Police / «Create
EMT's Individualized
/ Response Plan

* The current situation presents an immediate risk to the person, their family or the clinician.

Linkage
Collaterals, ie
OP, DCF, ICC etc.

Location of service is uftimately part of the provider’s individualized clinical decision making.

@

For any crisis event, the triage call offers a first and very important opportunity to fsteand

collaborate. These actions alone can have a paséffect on the crisis event. Developing a mutually
acceptable and informed plan for the intervention means that a parent/caregiver, school administrator,
treatment provider or other concerned callershaeen engaged and activated as a credible and
important participant who can coirtue to use his/her judgment te-escalatethe crisis, reduce

potential for harm andreassess any need for emergency respoegen as the MCI team is on the way

to the comnunity-based location.
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MCI is an urgent treatment service and timely response is critical. At least one member of the MCI
team arrives withir60 minutesof receiving a telephone request4 hours a day, 365 days a year.

On an exception basis, whérhas been requested anghen both therequesterand the MCI provider
do not feel the delay will compromise safety, the team MCI team may respond outside of the one (1)
hour time from when the service was first requested. &xample

1 Schoobpersonnel may request that the service does not begin urihdicular point in the
school day
A parent may request that service be delayed until childcare can be arranged for siblings
Absent overwhelming safety concerns, a parent may preferrange ehome visitafter school
instead of the youth receiving a full evaluation at the schaalice versa.

NOTE:¢ KSNBE I NBE OSNIIAY OANDdzraidl yOSa gaetycaingt a/ L
be reached to give consent for the intervention. The most common example is a referral from the

school. Itis expected that schools and/or the MCI team will make every effort to reach a parent and

gain consent for an intervention. HowevarK A & OF yy 2 RS I 8itetothéd Shoadf Q& NB
while efforts continue to reach a parent. The MCI team should assist in stabilizing the situation and
assessing imediaterisk. A complete assessment and planning for any next service shouéldyed

until parents are reached.

T
T

2 KIFId alL ¢SlIya 52

MCI teams provide crisis assessment, resolutaused intervention and stabilization servicedCl
teams provide rapid rgponse to youth (age®and youngéerandtheir paren{s)/caregiver(s)andin
cadlaboration with thesystems that serve youthnd havea goal of stabilization or resolution of a
mental health or substance use crisis event inlgeest restrictiveleast intrusive mostnatural and
most comfortable mannefor the youth and parent(s)/caregiver(sMClis notsimplya screening
service with a limited purpose of determining if criteria are met for hospitalizaiioother services
MClis a specialized and individualized treatment level of care thelidesthe completion of a
comprehensive assessmenthe team then delivers a course of youth and famwegtered
intervention, whichis designed to stabilize the crisis, relieve symptoms, mitigatearskdiminish the
needfor/offer alternatives tohigher evels of care such as inpatient psychiatric hospitalization or CBAT.
(Seepages 224 for more information on resolutiofiocused intervention3

alL Aa | aiSIkYSRE-[NGBESIRZ Yy &S yOAOAN ya & (RS NNBDVET $ta¥ff A £ &
persan. The use of a-Berson team is not primarily about safety. It is about employing a bi
disciplinary, duapriority intervention. Except for the reasons described below, youth in eligible
categories must be provided with this-thisciplinary, ugo-7-dayMCI servicgegardless of where they
initially receive the serviceThis includes youth who receive this service in a hospital emergency
department. When delivered in an emergency department setting, MCI services can support timely
and effective dischae planning to the least restrictive appropriate level of care by strategies such as
1. Using time with the youth and family to focus on crisis support, resolution and planning (not
simply assessment and level of care determination. Included in this seasdion (when the
11




risks and circumstances of the crisis permit it) of natural, infoyarad formal options for
addressing any continued risk)

2. Parent Partner engagement of parent(s)/caregiver(s): understanding the essence of the crisis
for parent(s)/cargiver(s) and offering support in ways that bring relief and help the parent to
be fully engaged in the interventipand capable of articulating and advocating for the
preferences and needs of the child and family

3. MCI clinician is prepared to articulatesaund alternate plan to hospital physicians and other
personnel with specifics on how the MCI team will follow through with providing direct and
timely services and supportsr how the MCI team will assure that others will provide those
direct and timely services.

4. Using onrcall supervisors and ecall psychiatrist/psychiatric nurse mental health clinical
specialist for consultation and arranging consultation with ED physasiandicated.

MCI is a service that focuses on the crisis experience of the youth but also on the experience of the
parent or guardian whoséminor or young adultghild is in crisisFor this reason and on an exception
basis, MCI services may opt tangeonly a clinician wheno parent/caregivelisinvolved. Some teams
choose to send a Certified Adult Peer Specialist with a clinician in lieu of a Family Partner for Transition
Age Youth who might benefit from the petr-peer support.

In addition, theMClteam offers consutéition toand collaborates with other responsible persons who

are on scene such as school personnel, residential care staff or foster parents whose understanding of
the circumstances, risks, resolution and safety planning is paramdums$ might include

understanding and addressing the nature of the crisis from their perspecivei(¢ KS 6 SKI @A 2 NJ
RAANHzZLIGA Y 3 2N Rt DBANRAYWE LI GASYOS 4AKndKA & | OUAYy
collectively sorting out and understaimd) the essence of the crisis for the youth, possible triggers,

possible strategies and plans to diminish the risk of another crisis. It is often a welcome opportunity

for professionals who do not provide crisis intervention on a regular basis to wattleam from MCI

teams. This has benefit not just for the youth currently experiencing the crisis but for other youth in

the school/facility/foster home and can raise internal awareness of environmental factors (rules, ways

of interacting, facility/comfot/privacy) that may be having an unintended negative effect.

MCI is primarily delivered in the community where youth live and patrticipate in school and other
activities or at the ESP CommunBgsed Location (CBL). Parent(s)/caregiver(s) may altezlyativ

choose to go to a hospital emergency department. However, youth and parent(s)/caregiver(s) should
not be directed to the hospital by the ESP/MCI unless that level of care is medidadigawmiorally
indicatedto assure safe and effective treatment.

In all circumstances and with consettie MCI team collaborates purposefully with any existing service
provider: CBHI service providers, outpatient praatiers,Primary Care Cliniciapstate agencies and
their service provideryr others whose partipation in decisions on resolution, referrals and service
continuity is criticabnd who may be able to arrange the support necessary to consider alternatives to
hospitalization or other 24 hour level of care servidéis collaboration can inclugér example
identification of immediate resources and supports and mutual responsibildastsocteam

12



(youth/family-inclusive) meetings; safety planning and crisis prevention; or discussion of facility/
environmentalspecific strategies to support youth ifsfher current environment.

The length of the initial assessment and intervention will vary widely based on the unique needs and
preferences of the youth and family. Some MCI encounters will be completed in as litt lasuts.
Others will consist ad series of contacts and interventions over a course of up to 7 days. The length of
the encounter is mutually determined by the MCI provider and the youth/family, following a discussion
of identified needs, desired supports, and services available fhenMCI team over th&-day
intervention period. Examples of interventiotimt may be offered to the youth/family during an
extended MCI encounter include

1 Ongoing crisis counseling

1 Assistance in implementing new or revised safety plans

f Consultationan®2f t 02N} GA2Yy 6AGK 20KSNJ NBalLlRyaAiofsS
safety plan may be used
Assistance identifying unmet service negpds
Facilitating connections with responsive services/provigers
Providing resources and information on behawidnealth, educational and other relevant
service systems
Parent/Caregiver partnering and supppaid
Pragmatic activities: gathering resources, applications for services, getting immediate needs
met.

= =4 -4

= =

The chart below further details what MCI is and whas not.

WHATMCI IS WHAT MCI IS NOT
1 An active treatment service 1 Passive observation/monitoring
1 Based on Medical Necessity Criteria 1 Ondemand (without meeting Medical
1 Based on individualized strategy for Necessity Criteria)
intervention/stabilization 1 Respite
1 A service that varies in intensity and 1 Staffing augmentation in school or
duration residential settings
1 A service that focuses arsolution and 1 Delivered in the home in the absence of &
decreasing the need for out of home parent/guardian
treatment 1 A substitute for an existing service
1 A service delivered in collaboration with | § A requirement or waiting period before a
families aySEGi¢ aSNBAOS Oy
1 A service delivered in collaboration with | § Intended for the purpose of transportatior
existing care providers T [AYAGSR G2 RIAf & Wi
1 Deliveredby aspecialized team that can SO tdzr GA2YQ
lend expertise by joining with, bunot
substituting for, an existing treatment
provider/team

13



Roles & Responsibilities

SeeAppendix & for a link to MCI Performance Specifications

TheMClclinician is primarily responsibléor Clinical Evaluation, including
1 Conducting a mental status exam
1 Assessing crisis precipitants, including psychiatubstance useeducational, social, familial,

legal/court related, and environmental factors that may have contributed to the current crisis
(e.g., new school, homey caregivergxposure to domestior community violence; death of
friend or relative; or recent change in medication)
f 1aasSaarya KS @2dzikKQa o0SKFE@GA2NI I yR (KS NBaLR
0KS @2dziKQa o0SKI @A2NJ]
1 Assessing parent/guardian/caregiver strengths and resesito identify how such strengths
FYR NB&az2dzNOSa AYLI OGO GKSANI FoAftAdGe (2 OFNB 7
1 Taking a behavioral health history, including past inpatient admissions or admissions to other
24-hour levels of behavioral health care

Assessing medication compliance and/or past medication trials

Assessing safety/risk issues for the youth and parent/guardian/caregiver(s)

Taking a medical history/screening for medical issues

Assessing current functioning at home, school, and in the comtyudentifying current

providers, including state agency involvement

1 Identifying natural supports and community resources that can assist in stabilizing the situation
and offer ongoing support to the youth and parent/guardian/caregiver(s)

1 Solution focued crisis counseling; Identification and inclusion of professional and natural
supports (e.g., therapist, neighbors, relatives) who can assist in stabilizing the situation and
offer ongoing support

1 Clinical interventions that address behavior and safetyceons, delivered onsite or
telephonically for up to 7 days

1 Arranging for gychiatric consultation and urgent psychopharmacology intervention (if current
prescribing provider cannot be reached immediately or if no current provider exists), as
needed, facdo-face or by phone from an otall child psychiatrist or Psychiatric Nurse Mental
Health Clinicabpecialist

TheFamily Partneror | OKSft 2NRa [ S@St [/t AYAOALY A& LINRA YLl NAf
1 Increasing the credibility of the team by diversifying #pparent experience, culture, gender,
age or styles offered.
1 Focusingorimarilyon the parent/caregiver.This is the priority relationship. Any work that this
team member does with the child is peripheral. It is easy to lose focus on the parent
experierce and when that happeng has an impact on resolution for the youth. For example,
AT 020K GSFY YSYOSNE Llzi GKSANI FGdSyldAazy 2y
GSFYS&G I RNEG NS o0SAy3a ailf]1SR Aistghéeabo@ ¥ SUKAY
recommended decision or it may compromise parent/caregiver trust in the recommendations
14



1 Attending to the experience of parents and caregivers as they navigate the crisis services
processand support/make decisions for their children

1 Helping parents/caregiverzrocess tharauma of having a child icrisisand the isolation of
having cared for such a child or adolescent for some time, so the adult caregiviencéion
more comfortablyin choosinglisposition and
safety planning.

1 Empowering the parent/caregivers by emphasizin
their agency in decisions mador minor children "AAEAT T 080 , AO
and sometimesdvocating for parental rights vés
vis other systems.

1 Collecting and disseminating information on pon fj| attending to the experience of the
categorical resources such as special education parent/caregiver, the use of the
advocates, insurance free social services, legal aif, . . .. e oo s
psychoeducatinal websites, free and fun OEOI A O&AITEIU 0
community activities; all this to reinforce family for a person with lived experience
strengths enable Maters level clinicians to focus
on clinical matters.

1 To advocate within the agency for parental voice with a behavioral health
and choice in general and in specific cases where
cultural or clinicaprejudice maybe holding back
the participatory decisiommaking process. experience to inform their

1 This team member assures that at least some intervention and support.
discussion of selfare is offered to every
parent/caregiver.

1 Supporting the parenttaregiverso that they maybtain needed information, consider viable
2LI0A2yas YSSO (KS hfboriviedideciSigngdunngtBeRidsis intgrkentiovht 1 S

1 Understanding the situation through the parent lens and assuring that
perspectives/information and preferences are understood and honored when possible.
Parents/ caregivers are experts on the needs of their children and families and listening
carefully toand understanding what is behind any emotion, stance or strohglg belief is
important in crisis resolution and treatment planning.

1 As applicable, FamilyaRners are responsible farsing selective disclosuwth the intentof
supportingthe parentcaregiver.

Although the primary focus of the

during an MCI intervention is

as parent/caregiver of echild

condition and who uses that

The experience of the parent(s)/caregiver(s) when a child is in crisis is very differenafromns as
important to understand as the crisis experience of the child. It can be an overwhelming, unfamiliar,
confusing process and parents may @dittle experience making decisions about mental health and
substance use treatment. Yet the nature of crisis means they are often asked to do so in a short period
of time. Attending to the parent(s)/caregiver(s) experience, immediate needs and cycresis
impacted) state of functioning isitical.

9 Crises are often unexpected and addition to supporting the child who is in crisis, parents and

caregivers may be simultaneously trying to figure out child care for siblings, transportation
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arrangemens, and permission to be away from work among other significant and time
sensitive priorities.

Parents may be feeling frightened, stunned, angry, sad or relieved. They may be questioning
providers and disbelieving of what they are told. They may be wanglérthey missed signs

of a pending crisis.

Overwhelming emotions (guilt, confusion, warinessd traumg combined with unfamiliar

events can make it hard for parents to fully participate in informed decision making, so efforts
to lessen the emotion antb help them regain high cognitive functioning is a priority.

This specific attention to the experience of parents within the MCI service is stabilizing and can
be changd OG A @I GAYy I D 2 KSY LI NByiGdakOF NBIAJ&dNA | N
there is more effective use of and adherence to any subsequent treatoresafety plans.

The experience of parents/caregivers is very individual and is based on a number of factors
including whether this is a first crisis experience or one of a sefierisis experiences; previous
experience and satisfaction with the behavioral health system, the age of the child (this can be
particularly complex for parents of children who are 18 and older); cultural factors, and
experiences of other stigma or sump.

Parents/caregivers who are not connected to existing service providers may need additional
supportand assistanc&éom the MCI team in making those connections and identifying
appropriate andoreferred next steps in accessing needed care.

Theunique exgertise of the Family Partner

Family Partners bring a unique perspective to MCI interventions because an essential qualification for
GKS NRtS A& GKIFG | LISNB2Y Ydzald Kl @S a4t AGSR SELS
health condiion.

T

T

= =4 -4

Family Partners have experience navigating the behavioral health treatment system and have
often had personal contact with other youtferving systems.

Family Partners understand common experiences of parents/caregivers because they have
been insimilar shoes.

They have likely felt the impact of stigma, blame and shame

They may have had periods of isolation and limited social supports and resources

Family Partners understand the chronicity of conditions and symptoms that children can
experience, such as sleeplessness, sadness, unpredictable behavior, falling behind or being
disruptive at school, having thoughts about harming themselves or actual attempts ta do so
Family Partners also learned through their own experiences strategies forgcapthsekcare,

for finding peer support and advocacy, for accessing resources, and finding hope in the midst of
crisis

Family partners may have experienced the intermittence of behavioral health symptoms, and
understand that parents/caregivers cannotggiict behavior or identify triggers that clinicians

and others may expect them to know.
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Family Partners purposefully use and share their lived experience when it is useful to a
parent/guardian of a child in crisigt can be incredibly helpful and feome parents/caregiveras
it israre to talk to someone else who has lived it. This typeekto-peersupport is an innovation
in the behavioral health crisis field and is supportive, stabilizing, empowering and ehange
activating.

Signs that the Faiity Partner role when delivering MCI services is-tiffick
1 Quasi clinician (doubieeaming)
o When aFamily Rrtner assumes a clinical role a parent can feel dotddened/ganged
up on
o ! LINBYG LINIGYSN YIe 0S8 SELSGiaSHe fami® a G+ £ ]
R2SayQi ot yi
0 The family misses the opportunity to receive real support
1 Assistant to the clinician
o0 The role is feeling secretarial/administrative
o0 The strategy was to divide up the clinicians historical tasks rather than to build out the
new set of parent partner tasks (i.e. the parent partner being responsible for making all
referrals)
1 Assuming hierarchical roles
0 Yes, each team member has unique responsibilities and ultimately there are decisions
that have to be made
o But,itisriskytohol@ yS RAAOALI AySQa LISNALISOGAGS | &
1 Family Partner assuming a parent should address crisis the way he/she did
o Children and families need to find their own best solutiomghat seems doable,
achievable, aligned with preferences
0 Goalis to crate a climate for change as it is meaningful for the parent/family
i Taking sides
o Blaming
o Holding to positionsit(is importantexplore what is behind positigseek higher level
understanding)
o Voting
1 Failure to prep, intervene and debrief as a team
o Silos of thinking inside the team are inefficient and irritating
o ! @2 AR a3 ZWNogramit ko N@latmyfaRing with and working through the rough
spots

wSazfdziazy FyR wStAST a D2Ff 2F al/L {SN
The goal of MClI is that youth and their family members erpee crisis relief as early as possible and
achieve some resolution to the crisis. Cnissolutionand crisiglispositionare not the same thing.

Disposition is about what happens next is important, but itis notin and of itself resolution.

Resolution is about youth and families experiencing relief, feeling better, gaining new understanding or
insight, feeling more hopeful, coming up with ideas for solving problems, and geléagerabout
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what to do next. Resolution is evident in body laage, in reported and visibly improved mental state

and functioning. Language changes will be evident as well and may include expressions of

hopefulness, creative problem solving, future positive plannamgichange/activation talkie, & L | Y
NBEIIRe (G2 R2 (dKAaé 2NJaL Y OFLIotS 2F k¥FSSt 3I22

MCI teams use a number of intervention techniques to create the climate for crisis resolution.
Common elements of effective interventions include

StrengthBasednterventions

Use of bangepromoting language

Strategiedo avoid power struggles

Frameworks for understanding phases or stagaad using interventions that are stage
consistent

Person and familgentered approaches

Culturallyinformed approaches

Shared BcisionrMaking

Empowerment of youth and parent/caregiver to navigate the system more easily in the future

= =4 -4 4

= =4 -4 -4

Resolutionfocused interventiongre a key in shiftingractice awayrom a levelof-care determination
andtoward an intervention that, when effecte, reduces the need for higher levels of cakgfective
teams seek to understand and address the nature of the trisad so much the facts, but the essence
(grief, anger, pain, loss, desperation, helplessness, boreddhen solutionfocused and prolgm-
solving technigueare woveninto the assessment and mental status exane intervention becomes
focused not orx LJI (i K 2 f batBrideritifyidsolutions The approach promotes exploration of
contextand increased awareness abdbe essence of therisis and aids a persam shifting from an
emotive pverwrought, stuck, numighaotic) state to a cognitivée@rning, planningproblem

solving) statelf the shift is NOT sufficiently forthcomimagd risk remains hight can serve to clarifyo

all parties the potentiaheedfor a more intensive level of care

Effective teams believe in the ability of people to recover and they consistently seek to harness the
strength and expertise that exists within each child and family member. They understand that the
optimal resoldion is the one that feels right to the youth and familit is aligned with personal values,
preferences and priorities as well as cultural values. Effective teams strive to preserve youth and
family dignity, even in the toughest moments by respectingspective, stage of readiness, and choice.
MCI teams understand theumanelements of any situation.

@ [ olyR2yAy3 |y aLX (GKS SELISNI:Z 1y26 o0Saité Y2F
toward becoming collaborative and consultative. Thegmote Shared Decisiddaking and preserve

the rights of individuals to consider the pros and cons of any formal, informal and natural
treatment/support options and to take risks. The result is mutual responsibility.

MCI teams are asked to pay attentitco multiple considerations simultaneously. Certajtthey are
attending to theriskidentified in the clinical assessment. MCI teams understand that risk evaluation is
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complex and related not just to the presenting problem but also to the risks andfite of any
considered solution or treatment. Hospitalization, for example, is often used with the intention of
reducing risk So it is important for the team to consider, together with the youth and family, if there
are any potential riskef hospitalzing the youth, and then consid#érthe potential safety gains

outweigh those safety risks. This starts a new level of conversatierthere alternatives formal,
informal, or naturat that could be considered instead of hospitalizatiavhichfeel to the youth and
parent(s)/caregiver(s) like a better fit? Is there consensus agreement (including clinical agreement)
that the alternative is likely to aid crisis resolution while reducing risk to a level that is acceptable to
all?

Teams also consider the family context aodrneyof the parent(s)/caregiver(s) and youth. In

addition to the crisis itself and any presence of a mental health or substance use condition, might there
be grief, trauma, depression, anger, shock about thesion or illness? Doubt or denial about a
diagnosis? Are the parent/caregiver and/or youth leery of using formal treatment services? Is instinct
telling the parent/guardian that this is primarily a school issue and thus something that cannot be
solvedwith formal treatment services? ld@ne or more family members had previous negatvisis

or treatment experiences? Do youth and family members have other thoughts on how to address the
condition that are more in keeping with their own traditions, le&i and preferences?

The MCI team identifies and explores issues such aalitbeeand recognizes the significance of

barriers such as a low level of trust,

treatment ambivalence, resistance, and

not agreeing with a diagnosis. These are

normal, protectve, instinctual human

reactions. Teams recognize that these

reactions are not an indication of parental

yS3ft SOl | @&2dzikKQa RAA.

Consistent with
Wraparound
Principles

Addresses Respectfu

Risks of the 656 dSNI 2 NeomplidndesF dzt ¢ &Iy ey
Identified in  ECUEEEE Stage of increasingly recognize that these are signs
Clinical Disposition the that there is somethig important from

Famil 0 the viewpoint of the youth or parent/

Assessment caregiver that must be understood, and

that any success in doing so has a direct
and positive impact on both crisis
resolution and adherence to any future
care

Journey

Yout hdsof St
Change
Readiness

i Parent/caregiver readiness, especiallyh
younger childrenis very important and

can be positively impacted when the MCI intervention is skillful and effective, recognizes and

addresses parent/caregiver concerns, and offers collaborative solutions and next steps.

Another simultaneous consitiel: (G A 2y  F 2 NJ (i Séadinesddr dhanfyek Sasth@ aendgeQ a
cannot be externally imposedAnd & much as the team (and parents/caregivers, schools, etc.) would
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like behavioralchange tobe instanh 0 2dzad A ay Qi K2 g Kdatiges/of Ghangey 3 &
Model was originally developed in the late 1970s and early 1980s by James Prochaska and Carlo
DiClementé. The model recognizes that change is a mstip process that is highly individualized.
Change occurs at a different pace foifelient people and is connected to complex thoughts, beliefs

and behaviors. For the intervener, the challenge is to recognize the current stage of change and to use
interventions and set goals that are stagensistent Teams are careful not to push youthd families

into treatment for which they are not readyr interested andthus arenot likely tostick withor

benefitfrom it.

If a youth isopre-O 2 y i S Y Lfinawiark, @rénterested) in makirachange, likelihood is low that
he/she will participa¢ meaningfullyin formal treatment even when it is inpatient or forced. When
imminent riskis not a factor, MCI teams may take a more longitudinal view and deliver stage
consistent interventions, such as helping a youth see the discrepancy between hshehveduld like
life to be and how it is. It may be that after a couple of crisis encounters, motivation for chadge
interest in treatmentwill be stronger Meanwhile, the team has met the youdlwhere he/she isand
hopefuly built some credibility ad rapport that will pay future dividend€Engagement at a level that
fits the family/youth may be a better investment in future outcome than a trial of more intensive
NBaLR2yaS O-&KNBIl WNATEwhanRiklisthigh, placement in enddr, staff-secure
settingmay benecessargven if likelihood obustainedchange is low

Finally, MCI teams are delivering the work in the context of Wraparound Principles of Q.
principles are wovethrough all CBHI services and represent a framework that promotes youth and
family-centered and famihdriven care. They are important in MCI whether the family is actively
involved in a service such as Intensive Care Coordination (ICC) that provetigs\Wilaparound Care
Planning; or if it is a youth/family experiencing a crisis situation for the first time.

The Principles are

1. Family Voice and Choice
2. TeamBased

3. Natural Supports
4. Collaboration

5. CommunityBased
6. Culturally Competent
7. Individualized

8. StrengthsBased

9. Persistence

10. OutcomeBased

* For more information on the Stages of Change model (also called the Transtheoretical Model or TTM) and links to a
ddzYYE NE 2F t NPOKIF &1+ Fwiksahhsa.do/€o&yrrin@tapics/tiigindcharid@ aspik 2

®U.S. National Wraparound Initiativetp://nwi.pdx.edu/
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http://www.samhsa.gov/co-occurring/topics/training/change.aspx
http://nwi.pdx.edu/

Paying attention to each of the considerations described in this segiglg youth/family journey,
changereadiness in the context of wraparourmbnsisten principles of careincreases the likelihood
of crisis resolution and consensus on any future plans. Fdesdiplinary makeup of the team
promotes adherence to this sophisticated model of care.

al L { SNIAOSAE 3152 NI @Ky DA G A 2Y

CBHIServices

All CBHI services are designed for persons up to the age of 21, so if the service is covered by the
LISNB 2y Qa al adaal SIHfaK LXIY YR YSRAOIT ySOSaairide
young adult should consider the full array@BHI treatment options.

Delivering MCI services to Transition Age Youth is different. In most circumstances, individuals ages
18-20 are not under guardianship and therefore are able to sign consent for treatment, have the right

to determine if and howheir parents (or others) participate in their treatment, and will make
RSOAaA2Yya [ 02dzi FdzidzZNE GNBFGYSydo LF GKS AYRA(
(i.e., DCF or DYS system involvement, prescribed unwanted/not useful medsatmeived diagnoses
GKIFIGdG RARYQO YI1S aSyaSo GKSy GKSNB YlIe& 06S airxaya
diagnosed, stigma can be a significant factor leading to a significant gap in treatment involvement that
may last many years and causemulative harm.

Collaborative, authentic engagement and empowerment are important outcomes. Developmentally
synchronous priorities of transitieage youth often boil down to vocation/employment,

independence, stable housing, healthy relationships androanity participation. Reconnecting with

parents and family can be a priority for youth who were removed from home during childhood. All of
GKSASOINIWRNOAZ2YFEE LINA2NARGASE OFy ftlFeé& GKS 3INRdAzyR
treatment are male by the individual so it can promote trust to put that on the table up frot:L Ol y

let you know what services you qualify,fibiyou would like to hear about them. The choices are yours.
What seems right for you right now? What would you like tarimore about? This is not a ctime
opportunityt S I NB NBI Ré ¢gKSy &2dz I NB NBIReée G2 SELX 2N

Access toAdult Community Crisis Stabilization (CCS) Service

Each ESP operates an adult CCS program that providesestafe, safe, and structuredisis

stabilization and treatment services in a commurbigsed program that serves as a medically

necessary, less restrictive and voluntary alternative to inpatient psychiatric hospitalization. This
programserves adults ages 18 anttler; including youthages 181, dzy RSNJ 4§ KS / KA f RNBy !
Health Initiative (CBHI)

Guided by the treatment preferences of the individual, CCS staff actively involves family and other
natural supports at a frequency based on individual needs. Treatment is cacatiginatedwith

existingand/or newly established treatment providers. In the cas@@nsitionrAge Youttwho are
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involved with, or who are referred for, CBHI servigascluding IC& CCS staff will accommodate and
participate in team meetings(SeeAppendix €1 for a link to adult CCS Performance Specificat)ons.

Collaboration with State Agencies

TransitionrAge Youth may be receiving or may be eligible to receive services from the Department of
Mental Health(DMH) or the Bureau of Substance Abuse Services (B8AS) is a program under the
Department of Public Health (DPH). MCI teams collaborate with these service agencies to mutually
assurethat needs of TransitioAge Youth are metThis type of collab@tion should actively include

the person receiving services in a shared decismaking process so that he/she has an understanding
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ADDITIONAL RESOURCES

SeeAppendix €4 for a link to additional resources for Transition Age Youth
In addition the Parent Information Network (PIN) has an extensive repository of Massachusetts
resources for transition age youth. Tivebsite iswww.tayatpin.org

SeeAppendix €l5for a link to theDepartment of Mental Health Guide to New and Current
MassHealth Behavioral Health Services and Protocols

SeeAppendix €l6for a link to theDepartment of Public Health Guide to New and Current MassHealth
Behavioral & Bureau of Substance Abuse Services Pratocols

{l¥Sue ttlFlyyAy3a kK / NANaAa tflyyAy3a ¢
Each ESP/MClden hadive primary responsibilities related to safety planning and use of Crisis
Planning Tools
1. Introdudngyouth and parents/guardians to the concept of safety planning and assisting them
in the completion of tools that are meaningful to them
2. Receivingnd storing any of the Crisis Planning Tools or similar documents received from ICC,
IHT or other service providers OR receid@éctly from youth andparent(s)/caregiver(s)
3. Retrievingany of these dols or similar documents and using them during triagks and MCI
intervention services
4. Updating tools during subsequent crisis encounters, or if a youth is linked to treatment,
recommending updates to the leagtrvice provider
5. Providing Safety Planning services outside of an MCI encounter as requEsiaauples of
when this may be requested include
a. Youth who are discharging fromzd-hour level of carg
b. Youth residing in a staffed treatment or detention facilind
c. When parent(s)/caregiver(s) or outpatient treatment providers recognize risk of a future
crisis
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As part of each MCI encountéeams assess and explore the safety needs of the youth and family.

With the consent of and in collaboration with the youth and family, the MCI team guides the family
through acrisisplanning process thatisinlimeA 4 K G KS FIl YAf &Qa LINBaSyd ai
This includes introducinipe three components of th€risis Planning Tools (Safety Plan, Advance
Communication to Treatment Providers, Supplements to Advance Communication and Safety Plan)
where appopriate and in accordance with the Companion Guide for Providers.

SeeAppendix €} for a link to the Safety Plan that is used for all youth newly enrolled in ICC, MCI, and
IHT, as well as for the other CrisisrPiag Tools (Advance Communication to Treatment Provider,
Supplements, and the Companion Guide for Providers that details strategies for planning with families
and includes sample plan documents).

As the family chooses, Mobile Crisis Intervengnigages existing service providers and/or other
natural supports to share in the development/update of the Crisis Planning TeoglsICC, kHome
Therapy Services, outpatient therapist). The tools are reflective of action the family believes may be
bendficial. This may include, but is not limited to, the following

1 Contacts and resources of individuals identified by the family who will be most helpful to them

in a crisisincluding emergency contacts and other rguardian family members

1 Goal(s) of thesafety Plan or other Crisis Planning tools as identified by the family;

1 Action steps identified by the famjland

1 An openformat (the Safety Plan) that the family can choose to use as needed.

If a youth has an existing set of Crisis Planning Toolstdd@k help theyouth/family to utilize the
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never be duplication of Safety Planene youth, one plan. MCI mayowever, collaborate with the

youth and paent /caregiver(s) and other provider(s), to build consensus for revisions to the tools and

to share them as directed by the family. It is then the job of the lead (ICC, IEjTpretader towork

with the youth and parent(s)/caregiver(s) to make aayisions.

The Safety Plan details tlyeuth and parent(€icareqgiver(sfrhosen approaclo crisis prevention and
management. It is reflective of action the family believes may be beneficial. The goal of the Safety

Plan is to support and promotefamile @@mpetencies in reducing risk in a manner that is authentic

YR AYRAGARdzZ f AT SR G2 GKSYO® ¢KS {FFSGe tfly Aa
insight into behavior, and setfefined priorities, and it incorporates their interest@oeomfort with the

use of natural andlinicalsupports. The Safety Plan is a tool used by families to reduce or manage
worsening symptoms, promote wanted behaviaasd prevent or reduce the risk of harm or diffuse
dangerous situations.

The provider is not the "leader," "expert," or "the one who knows best" about how to manage risk in a
particular family. Rather, the provider's role here is to facilitate, guide, and empowelytheh/family
in the creation of a Safety Plan that refleatst what the provider necessarily wants tireuth/family
to do but rather what theyouth/family will actually dan the event of a crisis. Here is whehe
providermust work jointly andcollaboratively with the person/family to reconcile the clinical $be
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case scenario” with a customiz&afety Plan based on tlyguth's/family's natural ecology and
culture. As suchprovidersare thecollaborators in the creation of a real working taahot just
another paper whichthen must be completeds part of a gsis episode or assessment process.

The result should be a Safety Plan that is authentic, meaningful, usable, and "persontfamég."

As applicable, the planning process and the Safety Plan should serve to strengthen bridges within the
family, the inbrmal support network, and the formal treatment netwarland leave a person,
parent/guardian or young adult optimistic that they have a better strategy for "next time."

It is theyouth's/family's Safety Plan developed through their eyes, for their benafitl inaccordance

with their own strengths, resources, and perceptions of what they reasonably think mayktnow.
Safetyselfmanagement skills develop over time, and Safety Plans will evolve accosngiydren,
parent(s)/caregiver(siand Transtion-Age YoutHigure out what works and what doesn't wark
uniquely,idiosyncratically, "for me, for now.Most Safety Plans will not work perfectly, especially the
first time,and it is important that families are empowered to understand thitiereare so many

variables ircircumstances and human behavior is complex, so it is reasonable to expect that things will
not go agplanned. The instinct of family members to use what works remains a valuable ingredient in
managing the current crisis, and,retrospect, their observations of what worked and didn't work are
invaluable in improving the Safety Plan for next time.

In summary

1. MCI teams must be equipped to offer and provide safety planning and development of any or
all of the Crisis Planning TodlB0% of the time as laid out in performance specifications
2. Individual/family voice and choice guides thi& when, what and hové of using any of the
Crisis Planning Tools
3. Though a copy should be kept in the clinical rec&dsis Planning Tools diamily toolsrather
than part of required standardized clinical documents
4.1a a4dzOK (KSe Oly o06S FTtSEAofe& dzaSR G2 YSSiG (K
alternative format that is meaningful to the person/family
5. Plans that are filled with thirggthat the providethinks they should devill givethem a false
sense of confidence that the risk of harm is reduced
6. If the family won'tdoit in a crisis, iloes not reduce risk of harm and it should not be on the
Safety Plan. This means that sont@ns are very brief and some youth/familiesyi®@ i K I @S
plans
7. Filling the plan with actions that a child (or anyone else) is unlikely to take diminishes the
authority of the parent, as well as the credibility of the plakttempts to implementhis kind
of plan may actually escalate the household rather than reduce risk or unwanted behaviors.
8. Remember
9 If a family is not ready for much, the plan should mziudemuch.
1 The choicéelongs to the family
1 Build an authentic relationship that respects whehe family membersre now.
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1 Whenthe family membersre ready for moregur program/resources/etcare ready
too.
9. Awide range of waysxists
1 to decrease unwanted behaviors,
1 toimprove management of aisis, and
1 to reduce risk of harm
10.¢ KS GNAIKG¢e azfdziAzyas OGA2yax adNIGdS3IaxsSa
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12. Safety plans can and often should be revise@moa multtdayMd intervention. A family may
only be able to do a partial plan on day 1 or a plan for 24 hours, and then may be able to revise
and more fully participate in short, medium, and let@gm crisis planning after they have
experienced someelief.

NOTE: If the youth ahdr familychooseto not useany of the crisiplanning tools (and they do not
already existan explanationof their choicemust be documented in the ESP Child/Adolescent
Comprehensive Assessment T.ool
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Following the initial intervention, the MCI team in collaboration with the youth, parent/guardian and
existing service/system providers may decideaotontinuedcourse of MCI tearservicedor up to 7
days. This expandegeriod allows families and teams considerable flexibility to develop a
youth/family-specific strategy for crisis resolution, safety planning and practicing, exploration of
options and care coordinatioff at any point during that periothe intervention is not sufficiently
resulting in relief/reduction of riska referral to a more intensive level of care mayrieeessary

The MCI service definitiosge Appendix €11 for a link to the definition) is witen to allow wide
flexibility in providing services to youth and families beyond the initial assessment and course of
resolutionfocused interventions. MCI encounters can and should vary in length and intensity as
indicated by the need and plan.

In order to determine the appropriate length of service, MCI providers should describe the range of
supports and service options available during an extended MCI encounter, thereby supporting youth
and families ability to understand and evaluate the benefittheke interventions and make an

informed decision about whether to avail themselves of these options.

¢ KS aSNIA inéhamealvis SEHp@viiders

1 Deliver repeated, facéo-face crisis counseling and telephonic support to avaig-@scalation
of the initial crisis
Initiate and supportreferrals to newserviceproviders
Consult with existing providers regarding the outcome of crisis interventions
Testdrive strategies; angracticede-escalation techniques with youth and families
Evaluate refine and disseminate the Safety Plan

= =4 4 -
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1 Harnessatural supportdo assist in crisis prevention
1 Provide assistance and resources to support navigation of service systems

Extended MCI services can also benefit youth and families who may be unsure about the need for or
appropriate course of future treatment interventions, by
1 Deferingdecisionmaking untiineeds andoreferences are clear
1 onsideing and exploring variousdatment options
1 Gaining clarity/resolving ambivalence abamportant decisios such as using a particular
treatment service
1 Receivinggngagement services (perhaps over several crisis episddes)
children/families/TransitiorAge Youttwho may bereluctant to enter formal treatment

Extended MCI services allow the youth/famiitglusive team to
1 Consult withMCI staff and discuss future strategies for crisis prevention
1 Meet with treatment providersschools or other systemrggarding updated safety plans@
crisis prevention tools
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diminish or resolve using a lessstrictive strategy

Throughout the episode, the MCI service remaindibciplinary and either or bbtteam members can
deliver services within the scope of their role and licensure as it fits the n€led.extended service
remains inclusive of a wide arrayfateto-face and telephoniassessment, stabilization, and
intervention, collaborative and redation-focused activities Teams should not be in the habit of
assigning all podhitial intervention services to one disciplinee( & C I Y A f & ar¢ resNdnsibfe Mk
providel KS F 2 f 2 gor tthel dthér SsNtlarr@ns thé aptions and maypiact results for youth
and families.

Routinized or perfunctorfollow-up (for example, making a folleup call toeveryfamily as a business
rule, rather than as individually determined) is to be avoided. It is a habit/practice that
1 Is agencycentered,not family-centered
1 Conflicts with Wraparound Principles of Care
1 Can be experienced as artificiahhelpfuland even bothersomey families
T al & NBRdzOS | FlYAfteQa gAtftAyaySaa G2 asSS|] ¥Fd

F'd yeée LRAYyld RdzNR Yy 3IMA e&ns inaylsdégy2hiatric cBrisudtation ridikirgedtR S =
psychopharmacology services when indicated and not otherwise available.
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long as the activity is eligje based on the Service Definition and Medical Necessity CrifEhia.

nature and scope of MCI services beyond the initial assessment and course of crisis intera@ntion
determined throughSharedDecisiorMaking (youth, parent/guardian, MCI team, aotther providers).

In generathe decision to extend the service episode is
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Mutual

In the service of the child and parent (Youth/famdgntered rather than prograrsentered)
Individualized

Refined and reframed along the way as clarity is reached andgs®gs made
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The MCI encounter ends when

The youth and family have experienced sufficient relief and resolution

A discussion of next steps has occurred and any aguped follow up has been arranged
An existing provider is iplace and able to continue the stabilization work with the family
There is no longer erisis contexfor delivering the services

Consent for treatment is withdrawn and there is no court order requiring such treatment
The youth is admitted to a hospltar other 24hour level of care.

Medical Necessity Criteria is no longer met.

SeeAppendix Oor a Decision Algorithm on continuing/ending the encounter
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At the conclusion of an MCI encounter, teams should enthatthe youth, parent/caregiver have
copies of any revised Safety Plan, that the plan has been disseminated to other providers or entities
requested by the youth/guardian, that the youth has access to desired Hmmsed services; and that
the parent/caregver understand how to request crisis services again, as needed.

WSTSNN) f &4 FANKEGNBBLNOSY O 2 NJ

Although MCI teams must be prepared 100% of the time to offer referrals and linkage to aftercare
services as a part of the MCI encounter, it wait and should not happen 100% of the timeither

because theres noneed or because the youth and parent(s)/caregiver(s) choose otherwise. The need
for or interest in additional services must be discussed and not assuitieslis a fundamental part of
delivering youth and familp Sy 4§ SNBER OF NB>X I yYRNPSNBSRAFFSHBY aSai
PG GAYSEA al/L Oly 0S5 Kl SNFS CddeToBA GISY YR {48 NEIR FONS &
NEBazfdziazy o I & |y goddliad®RpHrént(fY/Garetakisr®) will biferiinavie daindd2 y ¢
new knowledge and inghts, identified new strategies and/or have changed the ey look at a

situation, and they may feel ready to carry through on their awn
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about formaltreatment.¢
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would like our daughter to explore some afsmhool activities she thinks she would enjoy. This
will reduce the period of time when sheishon®2®lS> Ay | gl & (GKIFG Aa T

That a youth meets criteria for a particular level of care does not compel his/her participation in it. Nor
is it inherently neglectful of a parent to decline a treatment service. No behavioral health services
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have proven tdoe 100% effective, so the use of Shared Decibaking is very applicableYes, youth
and parent(s)/ caregiver(s) should receive the information so they can make an informed choice.
However ,if they choose to address the issue differemtlyuch aghrough the use of informal or
natural resources, seducation, seklcare strategiespr homeopathic approachesthat is their
prerogative
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and see if we can fter relationships with trusted adults that can serve some of the same
purposeg

Listening to, exploring the reasons behjadd respecting the wishes of youth and parents in the
current episode makes it more likely they will choose to come back if needed in the.fulutieat
point, they may be more open to exploring treatment options.

The ESP Child/Adolescent Comprehengissessment Tool has a section for the cliniciasdotument
These options include

1 No services needed at this time

1 (Youthfamily choose) Natural/community supports

1 Youth/guardian decline future services at this time

MCI teams should note services tlae offered and declined o6 dzi | @2 AR dzaAy 3 f I y:z
refusedé G KAOK OFy 0SS YAaoO2y a i-dnbgdidhcelingtead of @ybuhyor 2 F Yy S
parent/guardian choice.

Many if not most youth and parent(s)/guardiangg)l need and benterested in further services and

MCI teams work with them to consider an array of formal, informal and natural services and facilitate
conversation about youth/famibgpecific pros and cons of the options. This may include topics such as
concerns aroungbrivacy, what to tell schoolmates, fears, program structure, rules, costs, treatment
participation, etc. Exploration of these topics allows youth and parent(s)/caretaker(s) to explore
ambivalence, gain clarity in purpose, and get prepared to participaéemeaningful, informed

fashion.

Some are MassHeakltovered CBHI services, and some are provided by private practitioners, social
service agencies, religious organizations, or peer or familybusinesses, to name a few.

24-Hour Level of Care
If the disposition from the MCI intervention is a medically necessayte 24hour behavioral health
level of care (e.gCrisis Stabilization, acute inpatient hospital, commubiged acute treatment
(CBAT), or intensivaommunity-based acutd@reatment (ICBAT)), MCI

1 Explains the recommended disposition to the youth and parent/caregiver and educates them

about the level of care, choices of service providers and what they can expect, etc.
1 Obtains authorization as needed
1 Arranges transfer and admission to appropriate facility
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1 Consults with the receiving provider to assist the receiving provider to develop a plan for
stabilizing the crisis that was addressed by the Mobile Crisis Intervention
1 Sends the comprehensive assessment to the hospital or othéwo24 level of care ASAP

Community-Based Acute Treatmen(CBAY

CBATas it is currently delivered and defined in the medical necessity criteria and performance
specifications can assist MassHealth Membexge 17 and youngerho are experiencing a psychiatric

crisis and require a short outf-home placement. Existing CBAT program specifications require that

CBAT services are delivered to children/adolescents based on medical necessity, and therefore the
course of treatmentg R O2 NNBalLRyRAy3 fSy3aidikK 2F adle Aa ol a
progress. The program specifications also require CBATS to be actively involved with the parents/
guardians/caregivers and communitased providers to successfully transitithe youth back to the
community.

See Appendix €3 for a link to CBAT Performance Specifications

Community Crisis Stabilization (CCS)

As indicated earlier, CCS provides voluntaigff-secure, safe, anstructured crisis stabilization and
treatment services in a communityased program that serves as a medically necessary, less restrictive
and voluntary alternative to inpatient psychiatric hospitalization. This program sadigdts ages 18

and older including youth ages 1#® 21,dzy RSNJ 6 KS / KAf RNByQa . SKI @A 2NY

Treatment in the Community
If the plan is for a referral to a CBHI hub service sudntasisive Care Coordinatigrin-Home
Therapy, or Outpatient therapythe MCI team
f Arranges amppointment with thehubserviceLIN2 A RSNJ Ay (G KS &2dzi KQa 2
1 Coordinates with thdwub serviceprovider forup to 7 days to ensure that the youth is receiving
the medically necessary services.

In addition, f the youth may benefit from one of thdwub-dependent servicesncludingin-Home
Behavioral Services (IHBS), Therapeutic Mentoring (TM) or Family Support and TrainindH{& S$&1)
team consults with the current hub provider and the parent/caregiver and makes a reeoghation
for consideration of the hutolependent service.

Other Services
1 MCI teams have a working knowledge of the medical necessity criteria and performance
ALISOATFAQOI GA2Y T2 Ndcluding theaCBHI SedvicahddBde amiFand I NS
youth with informationaboutwhat to expect from services they are linked to.

1 Mobile Crisis Intervention identifies alther necessary referrals anthkes necessary steps to
assurelinkage to medically necessary behavioraalie services and suppor{such as services
through DMH natural supports, parent support services, community resouesesfacilitates

referrals and access to those services.
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all levels of care, including inpatient and-Bdur services, diversionary services, outpatient
services, and ICC.

Simply making a referral for an aftercaervice does not meet the criteria for ensuring that the youth
and his/her parent/guardian/caregiver(s) have established a connection witb\ader. Rather, MCI
providers shouldstrive® to (1) identify aftercare providers with available capac{); onfirm that an
intake meeting is scheduled consistent with applicable service access standard3) fatldw-up with
both the familyand provider to ensurehat services will be delivered promptly. Finally, MCI providers
should determine, in conjunctiowith the family and aftercare service provider, whetlzry

additional information or safety planning/crisis support is needed to support the irdakie
assessmenprocess If the parent or guardian declines aftercare supports and services, this must be
Of SI NI &8 R2 OdzY S ydah&vibral hedlttrecdtdS & 2 dzil K Q a

With required consent, théMClprovidershouldsend copies of thee documentso all necessary

providers as identified by the youth and parent/quardian/caregivérhis mighinclude state agency,
school, and juvenile justice personndi.is especially important that these documents are sent to
receiving providers of 2lour level of care services and/or aftercare treatment providers ASAP.

Massachusetts Behavioral Health Access BH¥cces$ website

The MABHAccessebsite is designed to enable behavioral health and health care providers to locate
potential openings in mental health and substance use services for the purpose of referring individuals
to those available service£SP/MCIs and hospital emergency department staff are able to search for
available 24hour levels of care. outh, families and other stakeholders such as state agencyaseff

also welcomedo utilize the website to locate thosEBHEervices that they can aess directly from

the community.

There are currently two groups of services that are available on this website: CBHI Services and 24
hour levels of carePlease refer to each of these sections below for details about who can search for
openings irthese services and how to do Sthe services thadre able to locate using this website may
expand over time.SeeAppendix For the link tothe MABHAccess website Users Guide.

®itis acknowledged that this is not fully in the control of MCI teams. However, there is mutual responsibility @bng
teams, CBHI, and other ongoing service providers to address issues of referral practices, capacity/demandliand wait
management, including developing strategies to secure follpvgpecific appointment dates and times during the course
of an MCl ervice.
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MCI teams are highly dependent upon relationships of the esystem/sector group of professionals

that refer TO and receive referrals FROM the team. MCI teaenexpected to develop and
continuoudy build uponrelationships with key partners

Buildingcrosssystem/sector knowledge

1 Developing mutual protocefor communication, transfer of information referral practices, and
what to do if there is a break down in the process
1 Establishing poinperson relationshipgcross programs/systems/sectors

CrisisSystemof Q- NJiakingis woven intoaCBHEervice definitions and performance specifications
in a number of ways. Firsdll of theservices are delivered in accordance with Wraparound principles
of care. Secondly, there are crezgting themes and xpectancies across services in two key areas
Care Coordination and Crisis Managemedsy level of care, there are crigpecific Performance
Specifications related to

Access

Responsibility foProvidingIntervention
Continuity of Care

System Collaborain

Posthospital services
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For Youthengagedin anICCor IHT hub service

ICC and IHT teams are available to provide-tadace crisis response to youth and

parent(s)/caregiver(s) from 8AM to 8RMonday through Friday, and offer telephonic crisis support
RdzZNAYy 3 23G§KSNJ K2 dzNA ¢ LF GKS ONRaAa AayQid adzFFAC
then initiate an MCI referral as needed.

NOTE: This should not be construed as a reouént that families must go through ICC or IHT teams
before accessing MCI services.

If an ICC or IHGonnected youth/family is first seen by an MCI team, the team, with consent, contacts
the ICC and IHT team as soon as possible so they may participlagintervention and planningCC

and IHTproviders are available 24/7 by phone or pager to answer calls from Mobile Crisis Intervention.
Mobile Crisis Intervention coordinategth the ICC provider throughout the interventioMCI teams

should geneally defer any decision to add new services to the youth/faimityusive Care Planning

Team. Minimally, MQonducts at least one phone call or famefacemeeting with the IC©r IHT hub
provider and the family te@oordinate care If the hub provideiis not responsive to MCI requests, or
unable to put necessary services in place in a timely way, the MCI team should contact the youth and
FLYAf@Qa a/9 F2NJ FdzZNIKSNJ IdzA RF yOS o
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ForYouthengagedin Outpatient Therapyhub service
For youth with OutpatienTherapy Services (or whom Mobile Crisis Intervention has referred-for In

Home or Outpatient Therapy Services), Mobile Crisis Intervention conducts at least one phone call or

faceto-face meeting with the provider and the family to facilitate the transitidrthe hub provider is
not responsive to MCI requests or unable to put necessary services in place in a timely way, the MCI
GSFY aK2dzZ R O2y il OG (GKS e2dziK FyR FTlIYAfteQa al

MCI Collaboration with State Agencies

MCI teams will intedce with a number of state agencies in the course of providing intervention,
stabilization and linkage services to youth and parent(s)/caregive@@eful planning and
coordination is indicated when youth served by the MCI team are in the custodyrefceiving
services from a state agency. Practices should promote-feasictive treatment that is delivered
early in the crisis in order to stabilize the crisis, preserve any placement, and reduce the need for
movement to a higher level of care.

NOTE: Please refer gppendix €13for a link to thedocument that describes this protocol in falhd
entitled, Protocol for Accessing AcuBehavioral Health Care Services for Youth Involved with the
Departmen of Children and Families (DCF
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a) General principles

1 ESP/MCI is intended to assist with stabilizing and maintaining youth in their climiagt
situation. The ESP/MCI provider will rema&iwvolved, as needed, for up to 7 days to support
the youth and family in achieving this goal, when clinically appropriahés may include
providing services and supports to youth in foster homes or residential programs.

1 The person(s) with legal custo@lyhich may be DCRasthe authority to make decisions
Fo2dzi T @2dz2iKQa LIAEOKAIFIGNRO OF NB®

1 If the youth is enrolled inCC or IHT hylthe ICGnd IHTproviders should be contacted
immediately and involved throughout the Safety Planning and ESP/MCI pesces

b) Safety Planning
1 Efforts should be made to avoid potential behavioral health crises by anticipating them
through Safety Planning and related communication.

9

1 For any youth in advance of a behavioral health crisis, the parent(s)/guardian/caregiver may
contact the local ESP/MCI provider to request the development of a Safety Plan to assist in

safely maintaining the youth in his or her current setting.

T a/L RS@St2LAax Ay O2fflo0o2NraGA2yY 6A0GK GKS
not alreadyhave one.(SeeAppendix €} for a link to Crisis Planning Toalsluding the
Safety Plan
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Early contact should be made by the family, DCF staff, or provider with the local ESP/MCI
LINE DA RSNE S@Sy o06STF2NB GKS LI NByidk3IdzZt NRAIF YK
team have decided that an ESP/MCI intervention is needed.

The purpose of this advance communication is to identify youth who may require an

ESP/MCI intervention in theear future. This enables the parent/guardian/caregiver and

the ESP/MCI provider to engage in consultation around strategies to safely support and
maintain the youth in his or her current location and plan for the potential ESP/MCI
intervention, should ineed to occur.

d) Location of Service

T

T

l

The preferred location for the ESP/MCI encounter is the setting in which the youth is
currently located, i.e., his or her home, school, foster home, residential program, etc.
Another communitybased option is th&€SP/MCI communiigased location(See Appendix

G6 for a link tothe ESP/MCI Directosy

If the ESP/MCI provider and the caller agree that the ESP/MCI encounter with a youth needs
to take place in a hospital emerggndepartment (ED) for any reasohgtparent/
guardian/caregiver will arrange transportation with the assistance of the ESP/MCI provider

if needed.

e) Communication with residential staff

l

C2NJ

For youth in DCF residential programs, it is expected that the ESElikICian will talk to

the residential program staff, i.e., clinical and/or program director both before and after
they assess the youth, to ensure there is clear communication, as well as an understanding
regarding next steps.

al Ay Gl Ay Ay 3 nded stag idzbiekaident@dnfaster care prograrthis priority.

MCI teams work with the staff or foster parents to identify stabilization strategies and

safety plans that will allow youth to stay in his/her current treatment or foster care setting.

L 2dz0K Ly @2t SR gAU0K GKS 5SLI NLIYSyd 2

NOTE: Please refer &ppendix € for a link to the document that describes this protocol in full
andentitled, Behavioral Health Care Acce&yjality, and Discharge Protocol for DYS and MBHP

a) General principles

T
T

T

Though a youth may be its physicalcustody, DY 8everhaslegal custody

Parent usually retains legal custoalhoughDCF may have legal custody of a youth who is
also involved wittDYS

The legal custodian needs to consent to treatment, medication, étthe youth is ag&7

or younger

The location of the youth will influence the scope of the encounter
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o DYS youth in the community will benefit from the full range of service pravige
ESP/MCI
0 Those in DYS residential programs will primarily be provided with an assessment,
recommendations for stabilization and crisis intemtien, and disposition planning
1 DYS may request an ESP/MCI encounter in response to any behavioral heltin evhich
they may identify a youth as being at risk to self or othdd¥.S most frequently will request
an ESP/MCI encounter when a youth is suicidal or psychotic.

b) DYSTarget Populatios

DYS youth who require an ESP/MCI encounter, and possibly inpatient mental health services, may
be described in the following three groupingBhese descriptions of the youth and their
circumstances may inform the actions taken by DYS and the responsanveatrby the ESP/MCI
LINE DA RSNE &adzOK |a GKS 9{tka/LQa &aStSOGA2Yy 27
youth, the level of staff who need to be involved from DYS, the likelihood that the ESP/MCI will
need assistance from MBHP in accassngatient admission for the youth, etc.

Group #1- This group includes those DYS youth who may soon need an ESP/MCI encounter
and be at risk for hospitalization, but for whom DYS has not yet reached a definitive clinical
opinion themselves regarding theeed for hospitalizationFurther, if an inpatient

admission is determined to be medically necessary by the ESP/MCI provider, there are no
anticipated barriers to getting the youth admitted, i.e., no current or history of violence,

etc. If DYS decide$ere is a need to request an ESP/MCI encounter, this group will

generally be well served through standard ESP/MCI and inpatient admission procedures.

Group #2- Similar to Group #1, this group includes those DYS youth who may soon need an
ESP/MCI encounteand be at risk for hospitalization, but for whom DYS has not yet reached
a definitive clinical opinion themselves regarding the need for hospitalizatfcam

inpatient admission is determined to be medically necessary by the ESP/MCI provider,
Group #2iffers from Group #1 in that youth in Group #2 also have risk factors, such as
behavioral issues, history of violence or sexual perpetration, etc., which may make securing
an inpatient admission more difficulSimilar to Group #1, if DYS determinesréhes a need

to request an ESP/MCI encounter for a youth in Group #2, the youth will generally be well
served through standard ESP/MCI procedurdswever, if an inpatient admission is

required, there may be a need for additional communication and cottimn among the
ESP/MCI, DYS, and potentially MBHP and the inpatient provider to give them a notification
that there may be the possibility of a potential admission.

Group #3- This group includes those DYS youth in which the need for hospital lexaekof ¢

is clear to DYS, but due to risk factors such as behavioral issues, history of violence, or
sexual perpetration, etc., it is anticipated that finding an inpatient admission will be more
difficult. This group will require additional communication aradl@boration among the
ESP/MCI, DYS, and potentially MBHP and the inpatient provider, from the time of the
request for an ESP/MCI encounter through the point of discharge from an inpatient facility.
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c) Safety Planning

T

T

Efforts should be mad® avoid potential behavioral health crises by anticipating them
throughsdety planning and related communication

For any youth, in advance of a behavioral health crisis, a DYS clinical coordinator or
designee may contact the local ESP/MCI provideetmest the development of a Safety
Plan to assist in safely maintaining the youth in his or her current setting.

SeeAppendix & for a link to Crisis Planning Tools including the Safety Plan

d) Early Identificaton

f)

T

It is generally appropriate for DYS staff to inform ESP/MCI of a youth being placed on
elevated watch status when DYS staff believes there is a strong likelihood that DYS will
eventually need to call the ESP/MCI to request an ESP/MCI encounter.

This enales DYS and the ESP/MCI provider to engage in consultation around strategies to
safely support and maintain the youth in his/her current location and plan for the potential
ESP/MCI encounter, should it need to occur.

The ESP/MCI provider may also aleg MBHP Clinical Access Line, especially if they feel
that particular assistance may be needed from MBHP.

Location of Service

l

During the initial call requesting ESP/MCI services, the ESP/MCI provider will determine, in
consultation with DYS and the parésiWguardian/caregiver, the most appropriate location

for the MCI encounter Factors to consider in triaging to the most appropriate location for
the crisis intervention include family choice, consideration of clinical acuity and at risk
behaviors, most ppropriate and safe setting for the youth.

Due to security and safety concerns, the preferred location for the ESP/MCI encounter for
most youth in DYS residential programs is at that DYS facility.

For most youth in the community, the preferred locationii&k S & 2 dzi KQ&d K2 YS
appropriate community based location, such as the school or the ESP/MCI lgedtion

If an ESP/MCI encounter with a DYS youth does take place in a hospital emergency
department (ED), such aghenthere is an acute injury asther medical presentatiorDYS

staff will make appropriate staffing arrangements in order to transport and supervise the
youth in this setting.

Communication with facility staff

T

The ESP/MCI provides a behavioral health crisis assessmsemell as crisis intervention
designed to stabilize the youth and enable him/her to safely remain in his/her current
setting if clinically appropriate.

DYS will request the assessment and recommendations from the MCI provVider.
recommendations for sthilization and crisis interventions will most frequently be
implemented by DYS residential staff rather than the MCI team.
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1 Each encounter, including ongoing coordination following the crisis assessment and
stabilization intervention, may last up to sevéf) days.

1 Itis expected that the ESP/MCI clinician will talk to the DYS clinical staff or the shift
administrator at the DYS program, both before and after they assess the youth, to ensure
there is clear communication, as well as an understanding reggutxt steps.

C2NJ {BRYK I WIz8SyAfS /2dNI / ftAyAO
NOTE:Please refer té\ppendix:l Juvenile Court Clinics Procedures and General Policy.

In general, a MassHealth member must be evaluated by an Emer§eneiges Program in order to be
admitted to an acute level of careuch as Inpatient or CommuniBased Acute Treatment (CBAT). For

youth referred to a Juvenile Court Clinic, however, the evaluation may also be performed during court
hours by a Certifieduvenile Court Clinician (CJCC) or Designated Forensic Professional (DFP) within the
Juvenile Court Clinic. This arrangement was described in MBHP Network AletatEd3September 1,

2000. (Note, however, that this alert, which predated the creatiothefCJCC credential, refers
insteadto a Senior ChitiNI A Y SR / ft AYAOAlI Yy ® ¢KS NBIRSNI 2F GKA?Z
ChildTrained Clinician

In 2009, the Division of Forensic Mental Health at the Department of Mental Health issuakehggiion

how Juvenile Court Clinics should interact with CBHI servAggee(idix). MCI clinicians and Juvenile

/] 2dzNI / f AYAOALFIYya aK2dzZ R 0S FFEYAEAINI gAGK GKAA F
with Juvenile Court Clinics and Ottle2 dzNIi t SNBR 2y y St Y DdzZARSft AySa (2 (
addresses numerous contingencies regarding emergency evaluations and referral for services of court
involved youth and their family members.

For Youth Involved with Other State Agencies

Department of Mental Health (DMH)
SeeAppendix €l5for a link to theDepartment of Mental Health Guide to New and Current
MassHealth Behavioral Health Services and Protocols

Department of Public Health (DMH) arBlureau of Substance Use Services (BSAS)

SeeAppendix €16 for a link tothe Department of Public Health Guide to New and Current MassHealth
Behavioral & Bureau of Substance Abuse Services Pratocols

Department of Transitional Assistance (DTA)
SeeAppendix €17 for a link to the Department of Transitional Assistance Guide to New MassHealth Behavioral
Health Services and Protocolgvw.masspartnership.com/provider/pdf/DTAProtocols11.5.10.pdf

36


http://www.masspartnership.com/provider/pdf/DTAProtocols11.5.10.pdf

Department of DevelopmentaServices (DDS)
SeeAppendix €18 for a link to the Department of Developmental Service Guide to New and Current MassHealth
Behavioral Healtlservices anérotocols
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Providers oESP/MCI servicésNB SELISOGSR (2 KI @S behavibrahedti t 2 6 A y 3
record

1. A copy of the completed comprehensive crisis assessment for the youth they serve

2. Documentation of all contact they have with the youth/family they serve and, with the
FILYAfeQa O2yaSyids 2F UGKSANI O2ftflro2NlthhiAZ2Y &
the youth/family, as noted within the MCI Performance Specifications

3. A copy of any Crisis Planning Tools selected by youth/families for use

SeeAppendix do seethe ESP Child/Adolescent Comprehensive Assessment

{GFFF CNIAYAY3
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families with experience and/or training in nonviolent crisis interventiorsi€theory/crisis
intervention, solutiorfocused intervention, motivational interviewing, behavior management, conflict
resolution, family systems, and descalation techniques; and a paraprofessional or a Family Support
and Training staff (Family Partnexxperienced or trained in providing ongoinghieme crisis
stabilization services and in navigating the behavioral health crisis response syst@tnsupports
brief interventions that address behavior and safety
1 Working with youth and families
9 Nonviolent crisis intervention
7 Crisis theory
1 Crisis intervention techniques including solutimcused intervention, motivational
interviewing, behavior management, conflict resolution, family systems, aresdalation
techniques

. I OK St 2 Ram@rofésSapdstartd Family Partners are trained in
1 In-home crisis stabilization services
1 Navigating the behavioral health system
1 Brief interventions that address behavior and safety
37



Advanced and specialized skills useful to MCI Teams include
Safety planing/practicing: expandeduse of Crisis Planning Tools
Parent Support, advocacy and coaching
Psychoeducationrelayingknowledge about a condition, symptoms, treatment optioet,
Orientation to parent support network across the state: Growpsline resources,
opportunities to get engaged
Familycentered resource developmentultivating natural, informal and formal supports
Addressing substance uselated crises
Addressing ghootinvolved crises or complexities
Specialized intervention for children in crisis witkellectual or developmental disabilitiesd
their parents/caregivers
1 Specialized interventions for transitieaged youthTransitiorAge Youtrand their
parents/caregivers
1 Information to promote positie family activities and neschool interests or hobbies (some of
which may be vocational) of youth
Shared decision making
Sharing the Family Partner parenting journey with intention
Application of evidencéased practice tools within a crisis context
o Traumainformed Interventions
o Dialectical Behavioral Therapy
o lllness Management and Recovery
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Culturally relevant services include respectful recognition of differing values and culture of the youth,
family, school, and other pwiders. This includes, but is not limited to, recognition of economic status,
gender, sexual orientation, ethnicity, race, languagdigion/spiritualityand the unique values and

goals of each youth and familyt utilizes the strengths of all in ordéo provide comprehensive care to
families. To ensure that effective care is provided, agency staff, supervisors, and administrators will
seek consultation and additional services when necessary to overcome barriers impacting the delivery
of care. Providrs will make every effort to recruit staffho represent the diversity of the youth and
caregivers/families served and deliver services in the primary language of the youth and
caregivers/families served.

Culturally relevant practice is an ongoing laagiprocess that should be viewed as a goal that
agencies can strive towards, and there will always be room for grolitlccepts and respects
differences, emphasizes the dynamics and challenges arising from cultural and linguistic differences in
planning and delivering services to diverse populations, and is committed to acknowledging and
incorporating the following

1 Importance of cultural awareness

1 Sensitivity to cultural diversity brought by a variety of factors including ethnicity, language,

lifestyle, age, sexualrientation, and society status
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Sensitivity to many kinds of families

Bridging linguistic differences in appropriate ways

Assessment of crossultural relations

Expansion of cultural knowledge

Adaptation of services to meet the specific cultural needs of the consumers
Access to nottraditional services

= =4 -8 4 -8 9

MCI provider agencies will utilize the strengths of all in order to provide comprehensive care to youth
and their caregivers/families. To ensuthat effective care is provided, providers will seek consultation
and additional services when necessary to overcome barriers impacting the delivery of care.

The following language describes provider responsibilities regarding cultural competegcthé
same responsibilities as for outpatient providers)

1. ¢ KS LINPINI Y LINPOARS&E aSNBAOSa GKFG FOO2YY2RIE
community contexts, and build on their strengths to meet his or her behavioral health, social,
and physicaheeds.

2. The program staff will have the skills to recognize and respect the behavior, ideas, attitudes,
values, beliefs, customs, language, rituals, ceremonies, and practices characteristic of the
population served. To ensure that effective care is predgidorogram staff, supervisors, and
administrators will seek consultation and additional services when necessary to overcome
barriers obstructing the delivery of care.

3. The provider ensures access to qualified staff to be able to meet the cultural andting
needs of all families served in their local community.

a.t NPOARSNAR a1l GKS FrYAfeQa fly3dzZa 3asS 2F OK
b. Because staff with linguistic capacity is preferableterpreters, providers offer the
youth a clinician who speaks his/her language of chaisenever possible, or refers
him/her to a provider who can do so.
c. The provider has access to qualified interpretar&rpreters andinterpretation
services, experienced in behavioral health care, appropriate to the needs of the local
population servedln case the program must se&kerpretation services outside of the
agency, it must maintain a list of qualified translators to provide this serWiterpreter
services are provided atlavel thatSy I 0 f S& | @2dzi K G2 LI NI AOA
clinical program.

4. ' y& gNRAGGSY R20dzYSyidl A2y aK2dzZ R 06S | @FAfl of
requested, including discharge documents.

5. Programs will provide ongoing,-gervice training that will include cultural competency issues
pertaining drectly to the client population served.

6. Programs will include cultural competence in their ongoing quality assessment and
improvement activities.
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Access for NorEnglishSpeaking Youth

MCI providers should ensusecesgo care for all youth and families seeking MCI serviegdsMCI
providers are expected tbave access tqualifiedinterpreters, including for the Deaf and Hard of
Hearing, to provide services in the event the MCI provider needs to aktegsetation services

outside of their organization. Because staff with linguistic capacity is preferable toiotngyeters,
providers are expected to offer the family/youth a staff person who speaks their language of choice
whenever possible, or refer him/her t provider who can do sdf there are no providers with staff
6K2 aLlSlFk]l GKS FTlrYAfékeézdzik €Fy3adz3S 2F OK2A0S
NEBEaARSYyOSs (KSy GKS FIYAf@Qa LINBETSNNB&prdtddP JA R
andinterpretation services, experienced in behavioral healtre,appropriate to the needs of the

local population.Interpretation services should be used in a mantieat enables the youth/family to
participate fully in the MCI service.

¢
SN

TheWorcester Recovery Center and Hospital offers inpatient mental health services for deaf persons

includingolder adolescents (by special arrangement) and young adultsA@sendix Bor additional
information and criteridor admission.

SeeAppendix Gor link to training on Understanding Deaf Culture and Resources

"The Americans with Disabilities Act, 42 U.S.C. § 121@kq (ADA) and Section 504 of the Rehabilitation Act, 29 U.S.C. §

794 prohibits discrimination against individuals with disabilities, including depriving them of the full and equal @mj@ym

the goods, services, facilities, or accommodations of any place of public accommodation, including hospitals and other

health care providers. To ensure an equal opportunity to use their services, hospitals and other health care facilities must
proviRS aSFFSOGAGBS O2YYdzyAOF(A2y¢é (G2 AYRAGARdZA t& 6K2 | NBE 58
YR aSNBAOS&AzZ¢e AyOftdzRAY3I GKS LINRPOGAAAZ2Y 27F | dzl f AiKehidggR ! Y SN
services.
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Appendices
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Intensive Care Coordination (ICS)deliveredby a Community Service Agency (CSA) and provides care
coordination through theNraparoundcare planning process for youdtye 20 and youngevho have

been diagnosed with a serious emotional disturbance (SED). A Care Coordinator works with the youth,
family/caregiver(s), supports, providers, schools, state agencies, and others who play a key role in the
@2dziKQa tATSO ¢CKS /FNB /22NRAYF(I2N)I g2NJa o6AGK
Planning Team (CPT) for the youth, and togethes tisam comes up with an Individual Care Plan (ICP)

G2 FRRNX&da (KS e2dz2ikKQada ySSRA |YyR &adzll2 NI G(GKS 32

Family Support and Training (FS&arpvides a structured, on-one, strengthshased relationship

betweena Family Partner and a parent/caregiver of a yoaffe 20 and youngerThe purpose of this
AaSNBAOS Aa G2 NBazfgS 2N FYSEA2NI S GKS 282dz2iKQa
capacity of the parent/caregiver to parent the youth. FS&T aimis WOLINE @S (G KS @2 dzi KQ&
GKS O2YYdzyAileé 2N adzLILIR2 NI GKS @e2dzi KQa NBGdzNYy 2
may include education; assistance in navigating the &glding systems (DCF, education, mental

health, juvenile justie, etc.); fostering empowerment, including linkages to peer/parent support and
selthelp groups; asistance in identifying formatbmmunity resourcese(g., after-schoolprograms,

food assistance, summer camps, etc.); and support, coaching, and tréonithg parent/caregiver.

Mobile Crisis Intervention (MCIis the youthserving &ge 20 and younggicomponent of an

emergency servigprogram (ESP) provider. MCI provides a sterh service that is a mobile, onsite,
faceto-face therapeutic respons® a youth experiencing a behavioral health crisis for the purpose of
identifying, assessing, treating, and stabilizing the situation and reducing immediate risk of danger to
0KS @2dziK 2N 20KSNRBR O2yaAraidSyid ¢ A deexidisk Bhis sedvidel K Q 3
is provided 24ours a day, 7 days a weelnd includes a crisis assessment; development of a risk
management/safety plan, if the youth/family does not already have one; up to 7 days of crisis
intervention and stabilization servisencluding onsite, fac-face, therapeutic response, psychiatric
consultation, and urgent psychopharmacology intervention, as needed; and referrals and linkages to all
medically necessary behavioral health services and supports, including accesscessaong the

behavioral health continuum of care. For youth who are receiving Intensive Care Coordination (ICC),
al L adlFr¥TF gAftf O22NRAYIGS 6A0GK GKS @2dzikQa L/ /
MCI also will coordinate with the2ydzii K Q&  LICHnigian By otiit chid® management program,

or other behavioral health providers providing services to the youth throughout the delivery of the
service.

In-Home Behavioral ServicdHBS) R R NB a & S 320 and yoandaiibkhawios that interfere with
successful functioning in the community. Services are delivered by one or more members of a team
consisting of professional and paraprofessional staff via a combination of Behavior Management
Therapy and Behavior Management Monitayin
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Behavior Management Therapy y Of dzZRS&a | o0SKI @GA2NI f | 2aSaayYSyd
antecedents of behaviors, and identification of motivators) and the development of a highly

specific behavior plan with interventions that are designed tuidish, extinguish, or improve
ALISOAFTAO O0SKIFI@PA2NAR NBfFGSR (2 (GKS &2dz2ikQa o0SK
coordination of interventions, and training other interveners to address specific behavioral

objectives or performance goals are proed.

Behavior Management Monitoringncludes implementation of the behavior plan developed by

the Behavior Managemerftherapisifl & ¢St | a Y2y AGU2NAy3 2F GKS @&
implementation of the behavior plan by the caregiver(s). Also included is prag@sgingto the

Behavior Management Therapist on implementation of the behavior,asmvell agprogress

toward behavioral objectives or performance goals so that the behavior plan may be modified as
needed.

In-Home Therapy Services (IH$)a structured, consistent, strengtiased therapeutic relationship

between a licenséttlinician and the youth (ag20 andyounge) and family for the purpose of treating
0KS @2dziKQa O0SKIF@A2NIf KSIFfGK ySSRaz Ay Of dzRAY3
support for the youth to promote his/her healthy functioning within the familgterventions are
designedi 2 Sy KI yOS IyR AYLINRGS GKS FlLYAteQa OFLI OAd
FYR O2YYdzyAdeé FyR YlI@& LINBGSyld GKS ySSR F2N (KS
psychatric residential treatment facility, or other treatment settind-he IHT team develops a

treatment plan and uses established psychotherapeutic techniques and intensive family therapy, works
with the entire family, or a subset of the family, to implement focused interventions and behavioral
techniques to enhance problesolving, limitsetting, risk management/safety planning,

communication, building skills to strengthen the family, advance therapeutic goals, or improve
ineffective patterns of interaction; identify and utilize community resources; and/or develop and

maintain natural supports for the youth and parent/guardian/caregiver in order to promote

sustainability of treatment gains.

Therapeutic Mentoring (TMjs provided to youth (ag€0 and youngerin any setting where the youth
resides, such as the home (includiogter homes and therapeutic foster homes), and in other
community settings such as schodhildcarecenters, or respite settings. TM offers structured, @ne
one, strengthbased support services between a therapeutic mentor and a youth for the pugfose
addressing daily living, social, and communication nedt®rapeutic Mentoring services include
supporting, coaching, and training the youth in aggropriate behaviors, interpersonebmmun
ication, problemsolving and conflict resolution, and réleg appropriately to other children and

8 This language is taken from the IHT Performance Specifications dated June 25, 2009; haxtiti@nalclarification

regarding the requirements of providers who provide both components of IHT sevamesmmunicatedn a Provider

Alert disseminated in early November of 2009 Pl ease refer to each MCE®&s website
additional information.
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adolescents, as well as adults, in recreational and social activitspromotes a youth's success in
navigating various social contexts, learning new skills, and making functional progress in the
community. Rekrrals are made solely through one of the Clinical Hub Services of Intensive Care
Coordination, IlHome Therapy, or Outpatient Therapy.

I LILISYRAE2Z 2NDSaGSNI wSO020SNE / SyGaSNI FyR
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309 BelmontStreet Worcester, MA 01604
Operator: (508) 368000 Referrals: (508) 368423
Referrals Fax: (508) 3@%15
Deaf ®rvices Unit: (508) 948409

Call Unit to arrange for VP calls

mass.gov/eohhs/docs/dmh/services/deahit-referral-form.doc

INPATIENDEAF SERVICES

Accepts individuals who
w Require inpatient hospital level of care
w Utilize a signed language visuatgestural communication

Serve
w Deaf
w Hard of hearing
w Deatblind
w Latedeafened individuals
w Massachusetts residents y
w Non-Massachusetts residents by special arrangement A o L
w Adults %@@&% @@@@
w Adolescents older than 14 years old by special arrangement

Provide
w Acute Stabilization
w Evaluation
w Evidencebased approaches to psychosmaehabilitation
w Discharge planning
w Courtordered forensic evaluations
w Shortterm and continuing care
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Accessible Treatment

Evidencebased Treatment, We offer interventions based on Cognitive Behavior Therapy (CBT),

lliness Managementral Recovery (IMR) and Dialectical Behavior

Medication Management; For people in need of psychiatric or medical medications, emphasis is

placed on education about symptoms, medication &s®& side effects.

Communication Strengths andanguage Dysfluenay9  OK LJ- 6§ A Sy i Qa 0O02YYdzyA Ol
identified and interventions are adapted to meet communication needs.

Pictorial Communication Tools More than 3,000 pictorial communication tools have been

developed, covering the full range of Mental Healbipits from symptom and side effect identification

to skills recognition and development.

Referrals

All admissions are prarranged andbccur Mondays through Fridays between 8:30am and 5pm.
Inquiries are welcomalsobefore the Emergency Servieasluation or formal referrals. This allows for
advance planning in relation to bed availability.

1. Call WRCH and provide basic referral information
w Business hour$08-368-3423(v)
w Non-Business508-368-4000(v) and ask for a Nursing Supervisor

2. Fill out the referral packets. Referral packets are available
w By fax call #s above and request
w Onlineat mass.gov/eohhs/docs/dmh/services/deahit-referral-form.doc

3. Fax packet and other assessments or reportheédeaf Admissions Coordinator 308-363-1515
Include your contact name and number.

4. Someone will contact you for a follewp consultation withirone business day.

5. Call the business hours number if you have not heard back in a timely way.
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G1: Adult Community Crisis Stabilization (CCS) Program Performance Specifications
http://www.masspartnership.com/provider/PerformanceSpecs.aspx

G2: BehavioraHealth Care Access, Quality, and Discharge Protocol for DYS and MBHP
Alert 116 with this information can be found on thage linkbelow.

https://www.masspartnership.com/provigfArchivedAlerts.aspx

G3: CommunityBased Acute Treatment (CBAT) for Children and Adolescents
http://www.masspartnership.com/provider/PerformanceSpecs.aspx

G4 Crisis Planningools
http://www.masspartnership.com/provider/CrisisPlanning.aspx

G5: Emergency Services Program (ESP) Performance Specifications
http://www.masspartnership.com/provider/PerformanceSpecs.aspx

G6: ESP Statewide Directory
http://www.masspartneship.com/provider/ESP.aspx

G7: Massachusetts Behavioral Health Access (MABHAccess) Website
www.mabhaccess.com

G8: MCE CBHI Health Record Documentation Standards
https://www.masspartnership.com/provider/CBHIProviderResources.aspx

G9: MCI Medical NecessiGriteria
https://www.masspartnership.com/provider/CBHIPerformanceSpecs.aspx

G10: MCI Performance Specifications
https://www.masspartnership.com/provider/CBHIPerformanceSpecs.aspx

G11: MCI Service Definition
https://www.masspartnership.com/provider/CBHIPerformanceSpecs.aspx

G12: MCI Training Materials
Delivering Resoluticfrocused Interventions: November 2010
http://www.masspatnership.com/provider/CBHITrainingArchive.aspx
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https://www.masspartnership.com/provider/ArchivedAlerts.aspx
http://www.masspartnership.com/provider/PerformanceSpecs.aspx
http://www.masspartnership.com/provider/CrisisPlanning.aspx
http://www.masspartnership.com/provider/PerformanceSpecs.aspx
http://www.masspartnership.com/provider/ESP.aspx
file:///C:/Users/PHarrington/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/JUENRGBQ/www.mabhaccess.com
https://www.masspartnership.com/provider/CBHIProviderResources.aspx
https://www.masspartnership.com/provider/CBHIPerformanceSpecs.aspx
https://www.masspartnership.com/provider/CBHIPerformanceSpecs.aspx
https://www.masspartnership.com/provider/CBHIPerformanceSpecs.aspx
http://www.masspartnership.com/provider/CBHITrainingArchive.aspx

Supporting Families in Crisis: February 2011
http://www.masspartnership.com/provider/CBHITrainingArchive.aspx

Effective CrisiPlanning with Families: April 2011
https://www.masspartnership.com/provider/CrisisPlanning.aspx

Crisis Planning Tools Training for Managers: June 2011
https://www.masspartnership.com/provider/CrisisPlanning.aspx

Crisis Systems of Car8uilding Competency across Services: October 2011
https://www.masspartnership.com/provider/CrisisPlanning.aspx

Building Team Competence in StrengBesed Treatment: November 2011
http://www.masspartnership.com/provider/CBHITrainingArchive.aspx

MCI Model Enhancement Regional Trainimgil/May 2012
http://www.masspartnership.com/provider/CBHITrainingArchive.aspx

Understanding Deaf Culture and Resources Training: April 2012
http://www.masspartnership.com/provider/CBHITrainingArchive.aspx

Family Partner Forum: January 20{i@k(to numerous presentations)
http://www.masspartnership.com/provider/CBHITrainingArchive.aspx

The Impact of Trauma on Children: Developmental Impact, Evideased Treatmes, and Cultural
Consideration#ittp://www.masspartnership.com/provider/CBHITrainingArchive.aspx

G13: Protocol for Accessing Acute Behavioral Health Care Services for Youth Imuthivee
Department of Children and Families (DCF)
Alert 113 with this informatiommaybe found on the pagédink below.
https://www.masspartnership.com/provider/ArchivedAlerts.aspx

G14: TransitiorAge Youth (TAY) Resources
https://www.masspartnership.com/provider/CommunityResources.aspx

G15: Department of Mental Health Guide to New and Current MassHealth Behavioral Health Services
and Protocols

http://www.mass.gov/eohhs/gov/commissiorend-initiatives/cbhi/homeand-communitybased
behavioralhealth-srvcs.html

G16: Dgpartment of Public Health Guide to New and Current MassHealth Behavioral & Bureau of
Substance Abuse Services Protocols

http://www.mass.gov/eohhs/gov/commissiorsnd-initiatives/cbhi/homeand-communitybased
behavioralhealth-srvcs.html
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G17: Department of Transitional Assistance Guide to New MassHealth Behavioral Health Services and
Protocols

http://www.mass.gov/eohhs/gov/commissiorend-initiatives/cbhi’/homeand-communitybased
behaviorathealth-srvcs.html

G18: Department of Developmentaé&ice Guide to New and Current MassHealth Behavioral Health
Services and Protocols

http://www.mass.gov/eohhs/gov/commissnsand-initiatives/cbhi’/homeand-communitybased
behaviorathealth-srvcs.html
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MCI Decision Algorithm

ACTION

Initial MCI Service
delivered to families

Need established for
continued intervention,
resolution and
stabilization. Continued
Stay Criteria is met.

Community-based
alternatives for continued
intervention, resolution and
stabilization are considered
by family-inclusive team

Individualized plan
developed for continued
intervention, resolution,

stabilization and continuity
of care. Plan considers
family preference in the use
of one or a mix of natural,
informal and formal
supports/services

As developed by the family-
inclusive team, MCI delivers
continued intervention,
resolution, and stabilization
services in the
home/community

Decision
Point

Is the crisis sufficiently
resolved, plan developed,
and continuity of care

established, as applicable?

(\[0] YES

Is there (family-inclusive)
consensus that
hospitalization or other 24/h
care treatment MUST occur
to assure safety and/or to
address medical needs?

NO YES

Can the need be met
within the scope of

services available through
existing providers?

NO YES

ACTION

MCI Episode ends

Facilitate 24/hr care
treatment. MCI episode
ends

Collateral consultation and
continuity assured--episode
ends, OR

MCI Team offers specialized
expertise to treatment team

Are youth/family interested in
continued intervention,
resolution and stabilization
services from the MCl team
over a period of up to seven
(7) days?

YES NO

Are criteria for continued
stay being met

AND

Is continued service within
the seven (7) day timeframe?

YES NO

MCI team assures
continuity of care as
indicated/requested.

MCI episode ends

MCI team assures
continuity of care as
indicated/requested. MCI
episode ends
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