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The Children and Family Treatment and Support Services (CFTSS) Provider Manualds
a guide for the six children’s health and behavioral health services reimbursable threugh
Medicaid, Managed Care and Fee-for-Service, and Child Health Plus!. These services
are an outgrowth of NYS’ Medicaid Redesign efforts and the valuable direction of.the
NYS Children’s Medicaid Redesign Subcommittee. In collaboration with_the
Subcommittee, the Office of Mental Health (OMH), Office of Addiction Services and
Supports (OASAS), Office of Children and Family Services (OCFS), and the
Department of Health (DOH) worked to identify six services to benefit New York State’s
children from birth up to 21 years of age.

These Children and Family Treatment and Support Services are,authorized under the
Early and Periodic Screening, Diagnosis and Treatment-benéefits (known commonly as
EPSDT). EPSDT is an array of Medicaid benefits far ¢hildren under 21 years of age,
which historically have been focused primarily on, children’s preventive medical care
(e.g., well baby visits, vaccinations, and screeningsSyat’/designed ages). This set of
Medicaid State Plan services will enable a greaterfocus on prevention and early
intervention by providing a greater array of available services and the capacity to
intervene earlier in a child/youth’sdife.

The addition of these new sérvices offers opportunities to better meet the behavioral
health needs at earlier junctures in.a child/youth’s life to prevent the onset or
progression of behavioral healthi€onditions. This expansion of access to and range of
these services will @also help'to prevent the need for more restrictive and higher intensity
services for children and youth. These following six services will be available to any
child eligiblefor Medigaid and Child Health Plus who meets relevant medical necessity
criteria:

e Qther Licensed Practitioner

¢ Crisis _Iptervention

e ( Community Psychiatric Supports & Treatment

e, Psychosocial Rehabilitation

e, Family Peer Support

e Youth Peer Support

1 As of January 1, 2023, CFTSS became a covered benefit under Child Health Plus (CHP). v
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This array of services will allow interventions to be delivered in the home and other
natural community-based settings where children/youth and their families live. By
providing a greater level of flexibility and the capacity for more individualized service
delivery, NYS hopes to achieve the guiding force behind the Medicaid benefit redesign,

for children and their families to receive “the right services, at the right time and in the
right amount”.

‘1

Children and Family Treatment and Support Services State Plan services are intended
to better meet children’s needs, expand access to clinical treatmént sewvices, and
provide a greater array of approaches for rehabilitative interventions. By creating these
services, children and families/caregivers can more readily,access the services
regardless of what “door” they may have entered. Therefore, any child who is Medicaid
or Child Health Plus eligible and is identified as having a health or behavioral health
need can access services with greater flexibility and choice.

CORE PRINCIPEES

The implementation of the Children and'Eamily Treatment and Support Services are
designed to foster and promote theyhealth and wellness of children/youth and their
families/caregivers. As such; these services are guided by core principles inherent in
the children’s behavioral health systeém, known to many as the CASSP Core Principles.

The CASSP (Childand Adolescent Service System Program) is based on a well-defined
set of principles far. behavioral health services for children and adolescents with or at
risk of develapingsSevere emotional disorders and their families/caregivers. These
principlessare summarized in six core statements.

»n Child-centered: Services are planned to meet the individual needs of the child,
rather than to fit the child into an existing service. Services consider the child’'s
family and community contexts, are developmentally appropriate and child-
specific, and build on the strengths of the child and family to meet the mental
health, social and physical needs of the child.

» Family-focused: The family is the primary support system for the child and it is
important to help empower the family to advocate for themselves. The family
participates as a full partner in all stages of the decision-making and treatment
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planning process including implementation, monitoring and evaluation. A family

may include biological, adoptive and foster parents, siblings, grandparents, other
relatives, and other adults who are committed to the child.

» Community-based: Whenever possible, services are delivered in the ghild’'s
home community, drawing on formal and informal resources to promate the
child’s successful participation in the community. Community resoureesuinclude
not only mental health professionals and provider agencies, but also sogial,
religious, cultural organizations and other natural community support fnetworks.
See below for more information on appropriate settings.

» Multi-system: Services are planned in collaboration with allthe child-serving
systems involved in the child’s life. Representatives from all these systems, the
child and the family collaborate to define the goals, develop a service plan,
identify the necessary resources to implement,the,plan, provide appropriate
support to the child and family, and evaluate progress.

» Culturally competent: Culture determines our worldview and provides a general
design for living and patternssfer,interpreting reality that are reflected in our
behavior. Therefore, servi¢es that are culturally competent are provided by
individuals who have the skills to recognize and respect the behavior, ideas,
attitudes, values, beliefs, customs, language, rituals, ceremonies and practices
characteristic of a particular.group of people.

> Least restrictive/least intrusive: Services take place in settings that are the
most appropriate. and natural for the child and family and are the least restrictive
and intrusive available to meet the needs of the child and family.

REFERRAL AND ACCESS

The Children and Family Treatment and Support Services are designed to work
individually or in a coordinated, comprehensive manner, depending upon the unique
needs,of the child/youth and family. The need for services may vary depending upon
the child’'s age, developmental stage, needs of the family/caregiver, whether the child
has an identified behavioral health need, and/or the degree of the child’s complex
clinical needs. Based on these variances, children/youth can access the services in
variety of ways.
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The utilization of the Children and Family Treatment and Support Services is intended
to be individualized to the needs of the child at any point in their development or
treatment trajectory. Therefore, a behavioral health need can be identified by multiple
sources including parents and other caregivers, pediatricians, care managers,
clinicians, school personnel, or the young person themselves. Anyone can make'a

referral for services, but the determination for medical necessity must be made by a
Licensed Practitioner of the Healing Arts (LPHA).

Generally speaking, a child in need can be referred for “Other Licensed Practitioner”
services at which time a licensed practitioner will make a determination for the provision
of the service. A child/youth is not required to have an establishéd behavioral health
diagnosis in order to receive Other Licensed Practitioner (OLR) Services but must meet
the medical necessity criteria for eligibility for the service. ‘©LP may be used to conduct
a clinical evaluation for the purposes of determining a p€ehavioral health diagnosis, the
nature and scope of a behavioral health need and/ar te,make,recommendations for
other services (e.g., CFTSS or Home and Community'Based Services (HCBS)).
However, an OLP evaluation is not needed toxaccesssSservices when a child has already
received a recommendation for the service(s) ffom-another LPHA. For the remaining
four rehabilitative services, which include Community Psychiatric Supports & Treatment,
Psychosocial Rehabilitation, Family PeerSupport, and Youth Peer Support, each must
be recommended (see Glossafy) by,a LPHA who determines medical necessity.

HOME AND COMMUNITY SETTINGS

CFTSS are intended,to bésdelivered in community-based, non-traditional settings to
promote the functiening,of children in the context of their natural settings (e.g., home,
community, sehaool, etc.). The setting for these services must be driven by identified
need, family’choice/consent, and in alignment with the nature and scope of the service.
The setting is intended to be flexible and individualized; adjusting to meet the needs of
theschildand family.

CFTSS in a School Setting

Delivery of CFTSS to a child in their school is an individualized clinical determination
driven by the child’s treatment plan and the child/family’s preferences in coordination
with the school. Provision of CFTSS within schools does not duplicate nor can it take
the place of school-based programming or services as they differ in nature and scope.
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The use of CFTSS is also not intended to replace or supplant the role or function of
school staff, including teaching assistants or teachers’ aides. These services cannot be

used to take the place of an IEP or 504 Plan or in lieu of services included on an IEP‘r
504 Plan.

CFTSS are intended to be family-oriented services, engaging parents and caregivers ifn
treatment and services to support the goals of the child. The settings and-time,of day in
which services are delivered is expected to support family involvement. Praviding
services to children only within the school setting or only during school hoursdnay limit a
family’s ability to participate. If, for instance, a child’s need manifests,in the home, yet
services are only rendered in the school, the case record should reflect&fforts made by
the provider to explore and engage the family in participatingdin services in the home.

The school setting should be used to address the behavioral health needs of a child
when these needs manifest themselves in the schoel environment. Scheduling services
in the school must be coordinated with school personnel tagninimize disruption in
classes and educational services. EmbeddingsCFTSS'In a school is not permissible,
services cannot be based in the school, serving multiple youth in the school setting in
regular and routine way (i.e., establishing a regular schedule at a school in which a staff
in delivering services on the same day/times, routinely to multiple students) is not in
alignment with program design: The,treatment plan must document the reason(s) why
services should be delivered at a’location and why this location is most appropriate to
meet the unique needs ofthechild¢” Services can be provided solely on an
individualized child-specific need, driven by the needs identified on the treatment plan,
for which the schoohlocatien has been identified as the preferred location by the family.
Schools who request regular and routine clinical services for their students can be
directed to: Mips#/oMmk.ny.gov/omhweb/childservice/sbmhc/.

OTHER LICENSED PRACTITIONER (OLP)
Definition:

Other Licensed Practitioner (*OLP”) is a term that refers to non-physician licensed
behavioral health practitioners (“NP-LBHPs”). NP-LBHPs are licensed clinicians
operating within scope of practice in accordance with the New York State Education
Department Office of the Professions. NP-LBHPs authorized under OLP include the
following:


https://omh.ny.gov/omhweb/childservice/sbmhc/
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e Licensed Psychologists

e Licensed Psychoanalysts

e Licensed Clinical Social Workers

e Licensed Marriage and Family Therapists

e Licensed Mental Health Counselors

e Licensed Master Social Workers when under the supervision of Licensed
Clinical Social Workers (LCSWs), Licensed Psychologists; oriLicensed

Psychiatrists
e Licensed Creative Arts Therapist

This OLP allows services provided by NP-LBHPs to be reimbursablé.when delivered in
the home and/or community, or other site-based settings when,appropriate, as
permissible under State practice law. The delivery of services by NP-LBHPs in these
natural settings expands the range of treatment options forifamilies/caregivers by
allowing greater flexibility and choice based on the needs.of the child or youth. It is also
expected to more effectively engage those children, youth“and families/caregivers who
may have difficulty engaging in traditional clinicsbased settings.

The clinical services provided under OLP are‘intended to help prevent the progression
of exhibited behavioral health needs through early identification and intervention and
may be provided to children/youth'in need of assessment for whom behavioral health
conditions have not yet been diagnosed, including but not limited to children ages birth-
5. In instances where behavioral health needs have been identified but a diagnosis is
not yet known and/or_not specified, providers can use an unspecified ICD-10 diagnosis
code, such as R694iliness; unspecified), F99 (mental disorder, not otherwise specified),
or an appropriate Z-code (see Appendix B) when billing for OLP. Throughout the course
of the screening andassessment process, should another diagnosis, or need outside of
behavioralshealth be identified, then that child/youth should be referred to the
appropriate service and/or resource for the condition identified (e.g., children/youth
assessed\as /DD should be referred to OPWDD; children/youth assessed for infant or
early childhood needs may be referred to Early Intervention).

Services are also intended to provide treatment for children/youth with an existing
diagnosis for whom flexible community-based treatment is needed to correct or
ameliorate conditions identified during an assessment process, such as problems in
functioning or capacity for healthy relationships. In addition, an assessment of needs
may result in the recommendation of further medically necessary services, such as
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rehabilitative services. Services are delivered in a trauma informed, culturally and
linguistically competent manner.

Children may be referred to any agency designated to provide clinical services upder
OLP. Referrals may come from a variety of routine sources such as schools,
pediatricians, etc., or may be a result of self-identification by a parent/caregiver or.the
child/youth. Under OLP, the NP-LBHP may conduct a comprehensive clinigal
assessment to diagnose, and/or determine medical necessity to develop a treatment
plan with the child/family to restore functioning and/or ameliorate behavioral health
symptoms.

In many instances, the treatment plan may also include servi¢e needs beyond those
provided by NP-LBHPs and incorporate medically necessary rehabilitative State Plan
services (such as those described below in this manual)to,effectively address the
needs of the child/family. By recommending and including rehabilitative services, the
treatment plan serves as the mechanism to develop a .comprehensive rehabilitative
service package and to support a child and family whese needs may be complex and/or
require flexible nontraditional approaches.

Service Components

Licensed Evaluation (Assessment)—process of identifying a child/youth individual’s
behavioral strengths and weaknesses, problems and service needs, through the
observation and a comprehensive‘evaluation of the child/youth current mental, physical
and behavioral condition,and history. The assessment is the basis for establishing a
diagnosis wheremeeded, and treatment plan, and is conducted within the context of the
child/youth self-identifiedbneeds, goals, and ethnic, religious and cultural identities.
Assessment sheuld result in the identification of services and practices medically
necessary to meetthe child/youth’s behavioral health needs, which may include other
services.

AILNP-LBHPs have the capacity to conduct a comprehensive assessment within the
scope,of their practice.

e Treatment Planning - process of describing the child/youth’s condition and
services needed for the current episode of care, detailing the scope/practices to
be provided, expected outcome, and expected frequency and duration of the
treatment for each provider. Treatment planning is part of the assessment



Department
of Health

Office of Office of Addiction Office of Children
Mental Health | services and Supports | and Family Services

process, with the child/family’s active participation. The services identified within
a treatment plan must be medically necessary to help the child/youth attain,

maintain or regain functional capacity. The treatment plan should be culturally
relevant, trauma informed, and child- and family-centered.

Individual and Family Psychotherapy - therapeutic communication and interaction for
the purpose of alleviating symptoms or functional limitations associated with a
child/youth’s diagnosed behavioral health disorder, reversing or changing maladaptive
patterns of behavior, encouraging personal growth and development, and supporting
the child/youth’s capacity to achieve age—appropriate developmental milestones.

Crisis Intervention Activities - If the child-youth experiences, psychiatric, behavioral,
or situational distress in which the NP-LBHP is contacted as the treatment provider, the
reimbursement categories below allow the NB-LBHP to"previde the necessary
interventions in crisis circumstances.

Crisis Triage (By telephone) - refetsite, activities provided by the treating
clinician through OLP which are designed to"address acute distress and
associated behaviors when the child/youth’s condition requires immediate
attention due to an unplanned event that requires a rapid response. As such,
crisis triage need not berantigipated in the treatment plan.

Crisis Off-Site (Insperson)<refers to activities provided by the treating clinician
through OLP which are designed to address acute distress and associated
behaviors when theschild/youth’s condition requires immediate attention due to
an unplanned event that requires a rapid response. As such, crisis off-site need
not betanticipated in the treatment plan.

Crisis Complex Care (Follow up) - an ancillary service to psychotherapy
provided by a clinician by telephone, with or without the child/youth. It is a clinical
level service which may be necessary as a follow up to psychotherapy or a crisis
episode for the purpose of preventing a change in community status or as a
response to complex conditions. It is not a stand-alone service. It is a non-routine
professional service designed to coordinate care.

10
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Modality
e Individual
e Family

o OLP service delivery may also include family contact with or without the
child/youth present, as long as the contact is identified on and directly related
to the child/youth’s goals, in the treatment plan.

e Collateral

o OLP service delivery may also include collateral contact with“er without the
child/youth present, as long as the contact is identified on and dire¢tly related
to the child/youth’s goals, in the treatment plan.

e Group

o Group limit refers to number of participants, regardless efqpayor. Groups
should not exceed 8 individuals.

o Consideration may be given to smaller limit ©f members if participants are
younger than 8 years of age.

o Consideration for group limits, or the inglusion of*an additional group clinician/
facilitator, should be based on, but net limited to, the purpose/nature of the
group, the clinical characteristics ofd4he participants, age of participants,
developmental level and _sewverity ofineeds of the participants, inclusion of family
and/or collaterals in greup, and\the experience and skill of the group
clinician/facilitator.

o Groups may incldde youth and/or family/collaterals including youth-only,
family-only, or beth as long as the contact is directly related to the
child/youth’s,treatment plan goals, for the benefit of the child/youth.

NOTE: The use oftelehealth must be conducted in accordance with state-issued
guidance. For,OMH,‘agencies must secure required licensure/designation approval
prior to telehealth utilization and adhere to 14 NYCRR 596 and Telehealth Services
Guidange for OMH Providers. In addition, OASAS-certified providers must obtain
OASAS cettification to offer services via telehealth, in accordance with 4 NYCRR PART
830.5¢

Setting
Services should be offered in the setting best suited for desired outcomes, including

site-based, home, or other community-based setting in compliance with State practice
law.

11
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Limits and Exclusions

e Inpatient hospital visits by these licensed practitioners are limited to those
ordered by the child’s physician. Visits to nursing facilities are allowed for
licensed professionals other than social workers if a Preadmission Screening and
Resident Review (PASSR) indicates it is medically necessary treatment. Social
worker visits are included in the Nursing Facility visit and many netwe billed
separately. Visits to Intermediate Care Facilities for individuals with Mental
Retardation (ICF-MR) are not covered.

e All NP-LBHP services provided while the person is a residentiof an Institution for
Mental Disease (IMD), such as free-standing psychiatricshospitalor psychiatric
residential treatment facility, are part of the Medicaid ifstitutional service and not
otherwise reimbursable by Medicaid.

e If a child requires medically necessary servicesithat,are best delivered in the
school setting by a community provider, the serviceneeds to be detailed on the
treatment plan.

¢ Individualized Education Plan (IEP) and504 plan services are separate and
apart from OLP and cannot be provided via CFTSS.

e Treatment services must be apart of a‘treatment plan including goals and
activities necessary to corfect or ameliorate conditions discovered during the
initial assessment visits.

Certification/Provider Qualifications

Provider Agency Qualifications:
Services provided under Other Licensed Practitioner (OLP) are provided by
identified nensphysician behavioral health practitioners (NP-LBHP) who are
licensed by the State of New York to treat mental illness or substance use
disorder, acting within the scope of all applicable State laws and their professional
licensenAgencies authorized to deliver services via OLP are expected to employ
licensed staff who, by their training and experience, are qualified to provide clinical
services as permissible under this section.

e Any practitioner above must operate within a child serving agency that is

licensed, certified, designated and/ or approved by OCFS, OMH, OASAS or DOH
or its designee, in settings permissible by that designation.

12
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NP-LBHPs include the following practitioners; each is permitted to practice
independently within his or her scope of practice under Title VIII of the Education
Law and in any setting permissible under State law:
(1) Licensed Psychologists
(2) Licensed Psychoanalysts;
(3) Licensed Clinical Social Workers (LCSWs);
(4) Licensed Marriage and Family Therapists (LMFT);
(5) Licensed Creative Arts Therapists; (LCAT); and
(6) Licensed Mental Health Counselors (LMHC).
(7) Licensed Master Social Workers (LMSWSs) under the supervision of
Licensed Clinical Social Workers (LCSWSs), Ligensed Psychologists, or
Psychiatrists.

NP-LBHPs with a provisional or limited license gan‘provide Other Licensed
Practitioner services under the supervision of.allewable licensed practitioners in
accordance with requirements from the New York State Education Department
Office of the Professions. When non-licensed staff are providing clinical services
under OLP, it is especially critical that regular and appropriate supervision is provided
and documented. Staff should enly provide services which are within their scope of
practice and level of competénce and under supervision which is commensurate
with their training, experience and identified needs.

State recognized Evidenced*based practice (EBP) models for the purposes of
the Children’sdMedicaid transformation plan, require approval, designations and
fidelity reviews on amongoing basis as determined necessary by New York
State. For mere‘information, see Appendix C.

NOTE: Im"addition to licensure, service providers that offer addiction services must
demonstrate competency as defined by the Department of Health, state law and
regulations,(14 NYCRR 853.2).

Traiming Requirements
Required Training: Mandated Reporter

Recommended Trainings: Practitioners are encouraged to review knowledge base and
skills the State recommended for providers who will be delivering OLP services to
children to demonstrate competency (See Appendix B).

13
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Definition:

CRISIS INTERVENTION (CI)

Crisis Intervention (Cl) services are mobile services provided to children/youth under
age 21 who are identified as experiencing an acute psychological/emotional change
which results in a marked increase in personal distress and which exceeds the ahilities
and the resources of those involved (e.g., family, provider, community member) to
effectively resolve it.

Cl services are designed to interrupt or ameliorate the crisis experience and result in
immediate crisis resolution. The goals of Cl are engagement, symptom-reduction,

stabilization, and restoring child/youth to a previous level of fanctioning or promoting
coping mechanisms within the family unit to minimize or pfeventegrises in the future.

Mobile Crisis Intervention:

Mobile Crisis Intervention is an intervention that.cameCcur in a variety of settings,
including community locations where the child/youth lives, attends school, engages in
services (e.g., office settings), socializes and/ar works. Cl services are delivered in a
person-centered, family-focusedraumasinformed, culturally and linguistically
responsive manner.

Cl includes engagement with‘the child/youth, family/caregiver and other collateral
sources (e.g., schoolpersonnel)‘as needed, to determine level of safety, risk, and plan
for the next level of'services. All activities must be delivered within the context of a
potential or actual'behavioral health crisis with a desired outcome of diverting an
emergency reemyvisitiand/or inpatient admission, when appropriate.

Cl services are provided through a multi-disciplinary team to enhance engagement and
meetithe unigue needs of the child/youth and family. Teams are encouraged to include
a range . of service providers as defined below (see: Individual Qualifications) to promote
theimulti-disciplinary approach, such as, the inclusion of a Credentialed Family Peer
Adyocate or Credentialed Alcoholism and Substance Abuse Counselor (CASAC). The
team should be comprised of at least two professionals for safety purposes. One
member of a two-person crisis intervention team must have experience with crisis
intervention service delivery and be a licensed behavioral health professional:
Psychiatrist, Physician, Physician Assistant, Licensed Psychoanalyst, Clinical Nurse
Specialist, Addictionologist/Addiction Specialist, Licensed Clinical Social Worker
(LCSW), Licensed Master Social Worker (LMSW), Licensed Mental Health Counselor

14
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(LMHC), Licensed Psychologist, Licensed Marriage and Family Therapist (LMFT), or
Nurse Practitioner with experience/background in treatment of mental health and/or
substance use disorders. The team may also be comprised of non-licensed behavioral
health professionals: Credentialed Alcoholism and Substance Abuse Counselor
(CASAC), Credentialed Family Peer Advocate, Certified Recovery Peer Advocate-
Family, Certified Rehabilitation Counselor, or a Registered Professional Nurse (RN). If
one member of the team is a Peer Advocate, the Peer Advocate must have a
credential/certification as either an OMH established Family Peer Advocate Credential
or an OASAS established Certified Recovery Peer Advocate-Family.

If determined through triage that only one team member is needed:te respond to a
psychiatric crisis, that team member must be a behavioral health’professional and have
experience with crisis intervention. If determined through triage that only one team
member is needed to respond, an unlicensed Psychologist.employed by state or county
government could respond. Similarly, a Credentialed Aleeholism and Substance Abuse
Counselor (CASAC) may respond to a Substance Use Disarder crisis with a licensed
behavioral health professional available via phone. A\Peer Support specialist or other
unlicensed practitioner may not respond alone, exeept for the CASAC as noted.

Substance use should be recognized and addressed in an integrated way as it elevates
risk and impacts both the crisis intefvention being delivered and the planning for
ongoing care, further demonstrating the necessity of a multi-faceted team approach. As
such, crisis services cannot be denied based upon substance use and crisis team
members should be trained‘@nscreening for substance use disorders.

Referrals for mobile Crisis Intervention services may be made through a number of
sources such asdamily members, school social workers, provider agencies, primary
care doctors, law enforcement, etc. Upon receiving a call/request for crisis services, a
preliminary assessment of risk and mental status is conducted. The preliminary
assessment will determine if crisis services are necessary to further evaluate, resolve,
and/or stabilize the crisis. This determination can be made by the following licensed
practitioners'of the healing arts, operating within their scope of practice, who may or
maysnot be part of the crisis team: Psychiatrist, Physician, Addictionologist/Addiction
Specialist, Licensed Psychoanalyst, Registered Professional Nurse, Nurse Practitioner,
Clinical Nurse Specialist, Physician Assistant, Licensed Master Social Worker (LMSW),
Licensed Clinical Social Worker (LCSW), Licensed Marriage and Family Therapist
(LMFT), Licensed Mental Health Counselor (LMHC), or a Licensed Psychologist.

Cl must provide 24/7/365 availability and respond within three (3) hours of the
completion of the initial call to the crisis provider and upon the determination an in-

15
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person contact is required. A crisis intervention episode begins with the provider’s initial
contact with the child.

The CI team uses methods and techniques to engage and promote symptom reduction
and stabilization to restore the child/youth to a previous level of functioning. Relevant
information is gathered from the child, family, and/or other collateral supports.te.assess
the risk of harm to self or others and to develop a crisis plan to address safety/mitigate
risk. The crisis plan is developed in collaboration with the child/family apd should follow
to the extent possible, any established crisis plan already developed for'the child/youth
if it is known to the team.

Care coordination is provided and must include at a minimum, afellow,up contact either
by phone or in person within 24 hours of the initial contact/response to assure the
child’s continued safety and confirm that linkage to needed sefvicés has taken place.
Follow up may, however, include further assessment of mental status and needs,
continued supportive intervention (face-to-face or by phone; as clinically indicated),
coordination with collateral providers, linkage to services.or other collateral contacts for
up to 14 days post-contact/response. The end ofithe Chepisode will be defined by the
resolution of the crisis and alleviation of the child/youth’s acute symptoms, and/or upon
transfer to the recommended level of care.

Crisis Intervention services must be doeumented in the individual’s case record in
accordance with Medicaid regulations. The child/youth’s case record must reflect
resolution of the crisis whichanarks the end of the episode. Warm handoff to follow up
services (such as CPST, orether identified supports) with a developed plan should be
clearly identified in the case reeord.

Service Components
Mobile Crisis Intervention may include the following components:

1. _,Assessment of risk, mental status and need for further evaluation and/or other
health/behavioral health services.

2. Crisis Planning. The crisis planning minimally addresses:
o Immediate safety/risk concerns
o Prevention of future crises
o Signing of appropriate consent for releases for follow up referrals to services
and/or collaboration with existing providers of recipients.
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3. Care Coordination, including:
o Consultation with a physician or other Licensed Practitioner of the Healing
Arts to assist with the child’s specific crisis and planning for future service
access.
o Contact with collaterals focusing on the child’s needs.
o Follow-up with the child and family/caregiver within 24 hours of initial
contact/response, including informing existing supports/providers, ofithe

developed crisis plan and up to 14 days post initial contact/response.
o0 Documentation of follow-up services.

4. Crisis resolution and debriefing (counseling) with child and/er family/caregiver and
treatment provider.

5. Peer Support, such as assisting in the resolution ofiissuesthrough instilling
confidence and support.

Modality
e All service components are meant to be‘provided by individual interventions to
the child and/or family. Contaet.with collaterals to benefit the treatment of the
child, with or without the child present, can be utilized but not in place of the
individual intervention te'the ehild and/or family.
¢ Follow-up may be candueted in‘person or by phone.

NOTE: The use of telehealth must be conducted in accordance with state-issued
guidance. For OMHyageneies must secure required licensure/designation approval
prior to telehealth utilization and adhere to 14 NYCRR 596 and Telehealth Services
Guidance fof@MH Praviders. In addition, OASAS-certified providers must obtain
OASAS gertification to offer services via telehealth, in accordance with 4 NYCRR PART
830.5.

Setting

Servige delivery can occur in a variety of settings or other community locations where
the ¢hild lives, attends school, works, engages in services, and/or socializes.

17


https://omh.ny.gov/omhweb/guidance/telehealth-guidance.pdf
https://omh.ny.gov/omhweb/guidance/telehealth-guidance.pdf

Department
of Health

Office of Office of Addiction Office of Children
Mental Health | services and Supports | and Family Services

Limitations/Exclusions

¢ Rehabilitative services do not include and FFP (Federal Financial Participation)
is not available for any of the following:

0 educational, vocational, and job training services,

o room and board,

o0 habilitation services such as financial management, suppertive housing,
supportive employment services, and basic skill acquisition services that
are habilitative in nature,

0 services to inmates in public institutions

services to individuals residing in institutions for mental diseases

0 recreational, or custodial (i.e., for the purpose 6f assisting in the activities
of daily living such as bathing, dressing, eating, and maintaining personal
hygiene and safety; for maintaining the récipient’s or anyone else’s
safety, and could be provided by persons without professional skills or
training).

0 Services that must be covered'underether Medicaid authorities (e.qg.
services within a hospital outpatient setting).

e Services also do not include.services, ‘supplies or procedures performed in a
nonconventional setting inCludingresorts, spas, therapeutic programs, and
camps.

(@]

Certification/Provider Qualifications

Provider Agency Qualifieation:

e Crisis Intervention practitioners must work within a child serving agency or agency
with childeen’sdbehavioral health and health experience that is licensed, certified,
designated, and/or approved by OMH, OASAS, OCFS, or DOH or its designee to
provide comparable and appropriate crisis services.

Individual staff qualifications:
Staff qualifications are categorized in accordance with Mobile Crisis Intervention Service
Coemponents.

Qualifications for service components 1-2 (Assessment, Crisis Planning):

Psychiatrist, Physician, Physician Assistant, Addictionologist/Addiction Specialist,
Licensed Psychoanalyst, Licensed Clinical Social Worker (LCSW), Licensed Master
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Social Worker (LMSW), Licensed Mental Health Counselor (LMHC), Licensed
Psychologist, Unlicensed Psychologist employed by State or County Government,
Licensed Marriage and Family Therapist (LMFT) or Nurse Practitioner with
experience/background in treatment of mental health and/or substance use disorgders,
Credentialed Alcoholism and Substance Abuse Counselor (CASAC), Certified
Rehabilitation Counselor, or a Registered Professional Nurse or Clinical Nurse
Specialist, Licensed Creative Arts Therapist (LCAT).

Qualifications for service component 3 (Care Coordination):

Psychiatrist, Physician, Physician Assistant, Addictionologist/Addiction‘Specialist,
Licensed Psychoanalyst, Licensed Clinical Social Worker (LEGSW), Licensed Master
Social Worker (LMSW), Licensed Mental Health Counselot(LMHC), Licensed
Psychologist, Unlicensed Psychologist employed by Stateyor County Government,
Licensed Marriage and Family Therapist (LMFT) ordNukse Practitioner with
experience/background in treatment of mental health and/er’substance use disorders,
Credentialed Alcoholism and Substance Abuse Counselor (CASAC), Certified
Rehabilitation Counselor, or a Registered Professional Nurse or Clinical Nurse
Specialist, Licensed Creative Arts Therapist (LCAT), or a practitioner not meeting the
qualifications of a Behavioral Health Professional including individuals with two-years’
experience, a limited staff permiit issued by New York State of Education Department
program, a Credentialed Al¢ohalism and Substance Abuse Counselor (CASAC) or a
Qualified Peer Specialist.

Qualifications for‘servicescomponent 4 (Crisis Resolution and Debriefing):

Psychiatrist, Rhysician, Physician Assistant, Addictionologist/Addiction Specialist,
LicensedsPSychoeanalyst, Licensed Clinical Social Worker (LCSW), Licensed Master
Social Worker (LMSW), Licensed Mental Health Counselor (LMHC), Licensed
Psyechologist, Unlicensed Psychologist employed by State or County Government,
Kicensed. Psychoanalyst, Licensed Marriage and Family Therapist (LMFT), or Nurse
Practitioner with experience/background in treatment of mental health and/or substance
use disorders, Credentialed Alcoholism and Substance Abuse Counselor (CASAC),
Credentialed Family Peer Advocate with lived experience as a family member, Certified
Recovery Peer Advocate-family, Certified Rehabilitation Counselor, Registered
Professional Nurse, Clinical Nurse Specialist. A practitioner not meeting the
qualifications of a Behavioral Health Professional including individuals with two-years’
experience, a limited staff permit issued by New York State of Education Department, a
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student within a Department of Health New York State of Education Department

program, a Licensed Practical Nurse (LPN); or a Qualified Peer Specialist may also
provide support during and after a crisis.

Qualifications for service component 5 (Peer Support):

NYS Credentialed Family Peer Advocate (FPA) or a Certified Recovery PeerAdvocate-
Family (CRPA-F)
e A Peer Advocate may not respond alone.

o If one member of the crisis intervention team is a Peer Advocate, the Peer
support provider must have a credential/certificatiofnl as.either: 1) an OMH
established Family Peer Advocate, or 2) an OASAS established Certified
Recovery Peer Advocate-Family.

e Services should be provided by a competent, trauma-informed, and linguistically
responsive multidisciplinary team, for programmaticyand safety purposes

NOTE: Individual staff qualifications for Crédential Family Peer Advocate or Certified
Peer Advocate can be found in Family Peer 'Support Service Section of this manual.

Supervisor Qualifications:

e The supervisor must providé regularly scheduled supervision and have the
qualifications of at least\a Lieefised Clinical Social Worker (LCSW), Licensed Mental
Health Counselor (BMHQC), Licensed Creative Arts Therapist (LCAT), Licensed
Marriage and¢Family Therapist (LMFT), Licensed Psychoanalyst, Licensed
Psychologist, Physician’s Assistant, Psychiatrist, Physician, Registered Professional
Nurse, or Nurse Practitioner operating within the scope of their practice, with at least
2 years of wotk experience. The supervisor must practice within the State of health
practice laws and ensure that providers are supervised as required under state law.
Supervisors must also be aware of and sensitive to trauma informed care and the
cultural needs of the population of focus and how to best meet those needs and be
capable of training staff regarding these issues.

Training Requirements
Required Training: All members of the Crisis Intervention Team are required to have

training in First Aid, Narcan training, CPR, Mandated Reporter, Crisis De-escalation,
Resolution and Debriefing, Suicide Prevention (e.g. SafeTALK), and Crisis Plan
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Development. For the trainings listed that require refreshers to remain current, retraining
must be provided at the required frequency to maintain qualifications.

Recommended Trainings: Practitioners are encouraged to review knowledge baseand
skills the State recommended for providers who will be delivering CI services to children
in order to demonstrate competency (See Appendix B).

COMMUNITY PSYCHIATRIC SUPPORTS AND TREATMENT SERVICES (CPST)
Definition:

CPST services are goal-directed supports and solution-focused‘ifnterventions intended
to address challenges associated with a behavioral healthgneedhand to achieve
identified goals or objectives as set forth in the child’s treatment plan. CPST services
must be part of the treatment plan, which includes the'activities necessary to prevent,
correct or ameliorate conditions discovered during the,initialassessment visits. CPST is
an intervention with the child/youth, family/caregiver or other collateral supports. This is
a multi-component service that consists of tRerapeutic interventions such as counseling,
as well as functional supports.

Activities provided under CPST are,intended to assist the child/youth and
family/caregivers to achievesstability and functional improvement in daily living, personal
recovery and/or resilience; family and interpersonal relationships in school and
community integration. The family/caregiver, therefore, is expected to have an integral
role in the support and treatment of the child/youth’s behavioral health need. In
instances where‘behavioral health needs have been identified but a diagnosis is not yet
known and/or, not.specified, providers can use an unspecified ICD-10 diagnosis code,
such as R69 (illness, unspecified), F99 (mental disorder, not otherwise specified), or an
appropriate Z-code (see Appendix B). Throughout the course of the screening and
assessment process, should another diagnosis or need outside of behavioral health be
identified, then that child/youth should be referred to the appropriate service and/or
reseurce for the condition identified (e.g., children/youth assessed as I/DD should be
referred to OPWDD,; children/youth assessed for infant or early childhood needs may be
referred to Early Intervention).

CPST is designed to provide community-based services to children and families who

may have difficulty engaging in formal office settings but can benefit from home and/or
community based rehabilitative services. CPST allows for delivery of services within a
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variety of permissible settings including, but not limited to, community locations where
the child/youth lives, works, attends school, engages in services, and/or socializes.

CPST is also a service which is easily complemented by the integration of additional
SPA services, such as Psychosocial Rehabilitation (PSR). For example, PSR can
support CPST by providing the more targeted skill building activities needed for the
child/youth to further objectives related to functioning within the communpity, CPST can
also be provided in coordination with clinical treatment services, such as these within
OLP, to address identified rehabilitative needs within a comprehensive treatment plan.
Services are delivered in a trauma informed, culturally and linguistically competent
manner.

Service Components

This service may include the following components:

1. Intensive Interventions
Individual, family and relationship-based counseling, supportive counseling,
solution-focused interventions, emotional'and behavioral management, and
problem behavior analysis with the iadividual, with the goal of developing and
implementing social, interpersonal, self-care and independent living skills to restore
stability, to support functionabgains'and to adapt to community living. These
interventions engagefthe child/youth and family/caregiver in ways that support the
everyday application of treatment methods as described in the child’s/youth’s
treatment plan?

2. Crisis Avoidance
Assisting the child/youth with effectively responding to or avoiding identified
precursorsyor triggers that would risk their remaining in a natural community
location, including assisting the child/youth and family members or other collaterals
with identifying a potential psychiatric or personal crisis, developing a crisis
management plan and/or, as appropriate, seeking other supports to restore
stability and functioning. It is an intervention to assist the child and family in
developing the capacity to prevent a crisis episode or the capacity to reduce the
severity of a crisis episode should one occur.

3. Intermediate Term Crisis Management Assisting families following a crisis
episode experienced by a child/family as stated in the crisis management plan. This
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component is intended to be stability-focused and relationship-based for existing
children/youth receiving CPST services. It is also intended for children in need of
longer-term crisis management services after having received a crisis intervention
service such as, mobile crisis or ER. The purpose of this activity is to:

a. Stabilize the child/youth in the home and natural environment

b. Assist with goal setting to focus on the issues identified from mobile crisis
or emergency room intervention, and other referral sourcess

4. Rehabilitative Psychoeducation
Educating the child/youth and family members or other collaterals,to identify
strategies or treatment options with the goal of minimizing thé negative effects of
symptoms, or emotional disturbances, substance use or agsociated environmental
stressors which interfere with the child/youth’s daily living, financial management,
housing, academic and/or employment progress, personal“recovery or resilience,
family and/or interpersonal relationships and community/integration.

5. Strengths Based Service Planning
Assisting the child/youth and family members or other collaterals with identifying
strengths and needs, resources, natural supports and developing goals and
objectives to utilize personal stfengths, resources and natural supports to address
functional deficits associated with their mental iliness.

6. Rehabilitative Supports
Restoration, rehabilitation, and support to minimize the negative effects of behavioral
health symptoms,or emetional disturbances that interfere with the child’s/youth’s
daily functioning. This may include improving life safety skills such as ability to
access emergency,services, basic safety practices and evacuation, physical and
behavioral health care (maintenance, scheduling physician appointments),
recognizingiwhen to contact a physician or seek information from the appropriate
provider todunderstand the purpose and possible side effects of medication
preseribed for conditions.

Modality
e Individual
e Family

0 CPST service delivery may also include family contact with or without the
child/youth present, as long as the contact is identified on and directly related
to the child/youth’s goals, in the treatment plan.
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e Collateral

0 CPST service delivery may also include family and/or collateral contact with
or without the child/youth present, as long as the contact is identified on and
directly related to the child/youth’s goals, in the treatment plan.

e Group may be delivered under Rehabilitative Supports and Rehabilitative
Psychoeducation

o Group limit refers to number of participants, regardless of payers Groups
cannot exceed 8 participants. Consideration should be given to smaller limit of
members if participants are younger than 8 years of age.

o Consideration for group limits, or, the inclusion of an additienal group
clinician/facilitator, should be based on, but not limited to:ithe"purpose/nature
of the group, the clinical characteristics of the parti€ipantssage of participants,
developmental level and severity of needs of théyarticipants, inclusion of
family and/or collaterals in group, and the experience and skill of the group
clinician/facilitator

o Groups may include family/collaterals,awith or withiout the child/youth present,

as long as the contact is directly telated tosthe child/youth’s treatment plan
goals, for the benefit of the child.

NOTE: The use of telehealth must be conducted in accordance with state-issued
guidance. For OMH, agencies’'must secure required licensure/designation approval
prior to telehealth utilization‘and@adhere to 14 NYCRR 596 and Telehealth Services
Guidance for OMH Providers.iin addition, OASAS-certified providers must obtain
OASAS certification t@ offer.services via telehealth, in accordance with 4 NYCRR PART
830.5.

Setting

Servicessshould be offered in the setting best suited for desired outcomes, including
site-based, home or other community-based settings where the child/youth lives, works,
attends sehool;, engages in services, socializes.

Limitations/Exclusions
¢ DA child with a developmental disability diagnosis without a co-occurring

behavioral health condition is ineligible to receive this rehabilitative service.
¢ Rehabilitative services do not include and FFP (Federal Financial Participation) is
not available for any of the following:
0 educational, vocational, and job training services,
o room and board,
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0 habilitation services such as financial management, supportive housing,
supportive employment services, and basic skill acquisition services that
are habilitative in nature,

0 services to inmates in public institutions

services to individuals residing in institutions for mental diseases

O recreational, or custodial (i.e., for the purpose of assisting in the activities
of daily living such as bathing, dressing, eating, and maintainingypersonal
hygiene and safety; for maintaining the recipient’s or anyane else’s safety,
and could be provided by persons without professional skills artraining).

0 Services that must be covered under other Medicaid authorities (e.g.
services within a hospital outpatient setting).

e Services also do not include services, supplies or procedures/performed in a
nonconventional setting including: resorts, spas, thérapeutic programs, and
camps.

e The provider agency will assess the child prier to,developing a treatment plan for
the child. Treatment services must be part,of the treatment plan including goals

and activities necessary to correct of'ameliorate conditions discovered during the
initial assessment visits.

@]

Certification/Provider Qualifications

Provider Agency Qualifications:

e CPST practitioners abhove must operate within a child serving agency that is
licensed, certified, designated.and/ or approved by OCFS, OMH, OASAS or DOH or
its designee, in séttings permissible by that designation.

e Recognized Evidenced-based practice (EBP) models under the children’s
transformation requite approval, designations and fidelity reviews on an ongoing
basis as detefmined necessary by New York State. For more information see

AppesdiX C.

Individual Practitioner Qualifications: Staff qualifications are categorized in
accordance with CPST Service Components.

Qualifications required for service components 1-3 (Intensive Interventions;
Crisis Avoidance; Intermediate Term Crisis Management):
e a Master’s degree in social work, psychology, or in related human services, plus
one year of applicable experience or who have been certified in an Evidenced
Based Practice (in lieu of one-year experience requirement).
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0 These practitioners may also include: Registered Professional Nurses with
one year of behavioral health experience, Licensed Occupational
Therapists, and Licensed Creative Arts Therapists (LCAT) to the extent
they are operating under the scope of their license.

OR
e a Bachelor’s degree and certification in an Evidenced Based Practice consistent
with the CPST component being delivered.
OR
e a Bachelor's degree and three years applicable experience,in children’s mental

health, addiction, and/or foster care/child welfare/juvenile justice or other related
human services field and no certification in an Evidenced Based"Practice

(Note: Individuals with the above qualifications may also_previde components 4- 6)

Qualifications required for service components 4-6(Rehabilitative
Psychoeducation; Strengths Based Service Rlanning;«Rehabilitative Supports):
0 a Bachelor's degree and two years applicable experience in children’s
mental health, addiction, foster care/child welfare/juvenile justice, and/or a
related human servicesifield and\no certification in an Evidenced Based
Practice

(Note: Individuals with the above'qualifications may only provide components 4- 6)

Supervisor Qualifications:

e The superviser must provide regularly scheduled supervision and have the
gualifications ofiat least a Licensed Clinical Social Worker (LCSW), Licensed
Master. Sogial\Worker (LMSW), Licensed Mental Health Counselor (LMHC),
Licensed Creative Arts Therapist (LCAT), Licensed Marriage and Family
Therapist (LMFT), Licensed Psychoanalyst, Licensed Psychologist, Physician’s
Assistant, Psychiatrist, Physician, Registered Professional Nurse, or Nurse
Practitioner operating within the scope of their practice, with at least 2 years of
work experience. Supervisors must also be aware of and sensitive to trauma
informed care and the cultural needs of the population of focus and how to best
meet those needs and be capable of training staff regarding these issues.
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Training Requirements
Required Training: Mandated Reporter

Recommended Trainings: Practitioners are encouraged to review knowledge base and
skills the State recommended for providers who will be delivering the new State Plan
services to children to demonstrate competency (See Appendix B).

PSYCHOSOCIAL REHABILITATION (PSR)
Definition:

Psychosocial Rehabilitation (PSR) services are designed to restere, rehabilitate, and
support a child’s/youth’s developmentally appropriate functioningsas necessary for the
integration of the child/youth as an active and productive member of their family and
community with the goal of achieving minimal on-going.professional intervention.
Services assist with implementing interventions on a treatment plan to compensate for,
or eliminate, functional deficits and interpersonal and/or Behavioral health barriers
associated with a child/youth’s behavioral health needs. Activities are “hands on” and
task oriented, intended to achieve the identified goals or objectives as set forth in the
child/youth’s individualized treatment plan.

These services must include assisting the child/youth to develop and apply skills in
natural settings. PSR is intended tofoster and promote the development of needed
skills identified in assessment or'through the ongoing treatment of a licensed
practitioner. PSR services areto be recommended by a licensed practitioner and a part
of a treatment plan. PSR agctivities are focused on addressing the rehabilitative needs of
the child/youth as part of a‘treatment plan and can be provided in coordination with
treatment interventions'by a licensed practitioner (e.g., OLP) or provider of CPST.
Services are deliveredyin a trauma informed, culturally and linguistically competent
manner,

Service Components
Service Components for PSR are defined broadly so that they may be provided to
children/youth within the context of each child’s treatment plan.

Personal and Community Competence — Using rehabilitation interventions and
individualized, collaborative, hands-on training to build developmentally appropriate
skills. The intent is to promote personal independence, autonomy, and mutual supports
by developing and strengthening the individual’'s independent community living skills
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and support community integration in the domains of employment, housing, education,
in both personal and community life. This includes:

e Social and Interpersonal Skills, with the goal to restore, rehabilitate and
support:

o

@]

Increasing community tenure and avoiding more restrictive treatment
settings

Building and enhancing personal relationships

Establishing support networks including support to establish and maintain
friendship/supportive social networks, improve interpersonal skills such as
social etiquette and anger management.

Increasing community awareness

Developing coping strategies and effective fdnctioning in the individual's
social environment, including home, work; and sehool locations.

Learning to manage stress, unexpected daily events, and disruptions,
behavioral health and physical health symptemts with confidence

e Daily Living Skills, with the goal to restore, rehabilitate and support the effect of
the child’s diagnosis and reestablish daily functioning skills:

o

Improving self-management of the negative effects of psychiatric,
emotional, physi€al health,/developmental, or substance use symptoms
that interfere with a'person’s daily living
Support the'individual'with the development and implementation of daily
routines,necessary to remain in the home, school, work and community.
Personal autenomy skills, such as:
O Learning self-care
0 Developing and pursuing personal interests
© Developing daily living skills specific to managing their own
medications and treatment consistent with the directions of
prescribers (e.g., setting an alarm to remind the child/youth when it
is time to take a medication, developing reminders to take certain
medications with food, writing reminders on a calendar when it is
time to refill a medication)
0 Learning about community resources and how to use them
o0 Learning constructive and comfortable interactions with health care
professionals
0 Learning relapse prevention strategies
0 Re-establishing good health routines and practices
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e Community Integration - with the goal to restore, rehabilitate and support to
reduce the effect of the child’s diagnosis:

0 Reestablish social skills so that the person can remain in a natural
community location and re-achieve developmentally appropriate
functioning including using collaboration, partnerships and mutual
supports to strengthen the child’s community integration insareas, of
personal interests as well as other domains of community:life including
home, work and school.

0 Assisting the individual with generalizing coping stratégies and social and
interpersonal skills in community settings

0 Assisting the individual with effectively responding to or avoiding identified
precursors or triggers that result in functionakimpairments.

o Implementing learned skills (that may have beer*developed through a
licensed practitioner providing treatment'services) in the following areas

= Social skills, such as:

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

e Developing conversation skills and a positive sense of self to
result inmore positive peer interactions

e Coaching on interpersonal skills and communication

e "\ Training on social etiquette

e Developing self-regulation skills including anger
management

= Health skills, such as:

e Developing constructive and comfortable interactions with
health-care professionals

e Relapse prevention planning strategies

e Managing symptoms and medications

e Re-Establishing good health routines and practices

= Assisting the individual with effectively responding to or avoiding
identified precursors or triggers that result in functional impairments

0 Supporting the identification and pursuit of personal interests

= identifying resources where interests can be enhanced and shared
with others in the community
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» identifying and connecting to natural supports and resources,
including family, community networks, and faith-based communities

Modality
e Individual
e Family

0 PSR service delivery may also include family contact with or without,the
child/youth present, as long as the contact is identified on and directly related
to the child/youth’s goals, in the treatment plan.

e Collateral

o Collateral contact with or without the child/youth and/or family present, as
long as the contact is identified on and directly related to the child/youth’s
goals and treatment plan. E.g., collateral contacts, maysinclude sharing
techniques and information with a collateral(§) se,they can better respond to
the needs of the child.

e Group

o Group limit refers to number of childiyouthsparticipants, regardless of
payor. Groups cannot exceed 8 children/youth.

o Consideration for group limits, or, the inclusion of an additional group
clinician/facilitator, should be based on, but not limited to: the purpose/nature
of the group, the clinical characteristics of the participants, age of participants,
developmental level and severity of needs of the participants, inclusion of
family and/or collaterals4n group, and the experience and skill of the group
clinician/facilitator

o Groups may include family/collaterals, with the child/youth present, as long as
the contact isidirectly related to the child/youth’s goals and treatment plan

NOTE: The use of telehealth must be conducted in accordance with state-issued
guidance. For OMH, agencies must secure required licensure/designation approval
prior to telehealth utilization and adhere to 14 NYCRR 596 and Telehealth Services
Guidaneesfor OMH Providers. In addition, OASAS-certified providers must obtain
OASAS certification to offer services via telehealth, in accordance with 4 NYCRR PART
330:5.

Setting
PSR can occur in a variety of settings including community locations where the
child/youth lives, works, attends school, engages in services, and/or socializes.
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Limitations/Exclusions

e A child with a developmental disability diagnosis without a co-occurring behavioral
health condition is ineligible to receive this rehabilitative service. The interventions
delivered under PSR are rehabilitative in nature. If an individual requires or would
benefit from habilitative supports, alternative or additional services must be soughts

¢ Rehabilitative services do not include and FFP (Federal Financial Partigipation) is
not available for any of the following:

0 educational, vocational, and job training services,

o room and board,

o0 habilitation services such as financial management, suppertive housing,
supportive employment services, and basic skill acquisition services that are
habilitative in nature,

0 services to inmates in public institutions

services to individuals residing in institutiensfor mental diseases

O recreational, or custodial (i.e., for the purpose ofassisting in the activities of
daily living such as bathing, dressing;.eating, and maintaining personal
hygiene and safety; for maintaining.the recipient’s or anyone else’s safety,
and could be provided by persons without professional skills or training).

0 Services that must be govered under other Medicaid authorities (e.g. services
within a hospital outpatient setting).

e Services also do not includesServices, supplies or procedures performed in a
nonconventional setting including: resorts, spas, therapeutic programs, and camps.

e The provider ageney will assess the child prior to developing a treatment plan for the
child. Treatment'servicés must be part of the treatment plan including goals and
activities necessaryto correct or ameliorate conditions discovered during the initial
assessment visits.

@]

Certification/Provider Qualifications

ProvidersAgency Qualifications:

e PSR practitioners must operate within a child serving agency that is licensed,
certified, designated and/ or approved by OCFS, OMH, OASAS or DOH or its
designee, in settings permissible by that designation.

Individual Staff Qualifications:
e At a minimum, staff must be 18 years old and have a high school diploma, high

school equivalency preferred, or a State Education Commencement Credential
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with a minimum of two years’ experience in children’s mental health, addiction,
foster care and/or a related human services field; or
0 a Bachelor’s degree in social work, psychology, or in related human
services; or
0 a Master’s degree in social work, psychology, or in related human services
0 The practice of PSR by unlicensed individuals does not includée those
activities that are restricted under Title XIII.

Supervisor Qualifications:

e The PSR provider must receive regularly scheduled supervisien from a Licensed
Clinical Social Worker (LCSW), Licensed Master Social Worker(LMSW),
Licensed Mental Health Counselor (LMHC), Licensed €reative Arts Therapist
(LCAT), Licensed Marriage and Family Therapist (MFT),\Licensed
Psychoanalyst, Licensed Psychologist, Physician’stvAssistant, Psychiatrist,
Physician, Registered Professional Nurse, opNurse Practitioner operating within
the scope of their practice. Supervisors must also besaware of and sensitive to
trauma informed care and the cultural'needs efthe population of focus and how
to best meet those needs and be capable of training staff regarding these issues.

Training Requirements
Required Training: Mandated Reporter

Recommended Trainingsa Pragtitioners are encouraged to review knowledge base and
skills the State recommended fargproviders who will be delivering the new State Plan
services to children,to"demaonstrate competency (See Appendix B).

FAMILY PEER SUPPORT SERVICES (FPSS)
Definition:

Family PeerSupport Services (FPSS) are an array of formal and informal activities and
supports provided to families caring for/raising a child who is experiencing social,
emotional, medical, developmental, substance use, and/or behavioral challenges in
theirrhome, school, placement, and/or community. FPSS provide a structured, strength-
based relationship between a Family Peer Advocate (FPA) and the parent/family
member/caregiver for the benefit of the child/youth. Services are delivered in a trauma
informed, culturally and linguistically competent manner.
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The need for FPSS must be recommended by a Licensed Practitioner of the Healing
Arts and included within a treatment plan. Activities included must be intended to

achieve the identified goals or objectives as set forth in the child’s/youth’s treatment
plan.

Family is defined as the primary caregiving unit and is inclusive of the wide diversity of
primary caregiving units in our culture. Family is a birth, foster, adoptivegor,self-created
unit of people residing together, with significant attachment to the individual, consisting
of adult(s) and/or child(ren), with adult(s) performing duties of parenthood/carégiving for
the child(ren) even if the individual is living outside of the home.

Service Components:

e Engagement, Bridging, and Transition Suppeort

0 Serving as a bridge between families and\serviee providers, supporting a
productive and respectful partnership by assisting the families to express
their strengths, needs and goals:

0 Based on the strengths and needs of the youth and family, connecting
them with appropriate_services and supports. Accompanying the family
when visiting programs.

o Facilitating meetings hetween families and service providers.

0 Assisting the f#amily'to gather, organize and prepare documents needed
for specific services.

0 Addressing any concrete or subjective barriers that may prevent full
participationtin services

o Supperting and assisting families during stages of transition which may be
unfamiliar (e.g. placements, in crisis, and between service systems etc.).

0" Pramoting continuity of engagement and supports as families’ needs and
sérvices change.

o ( Self-Advocacy, Self-Efficacy, and Empowerment

o Coach and model shared decision-making and skills that support
collaboration, in addition to providing opportunities for families to self-
advocate.

o Supporting families to advocate on behalf of themselves to promote
shared decision-making.

o Ensuring that family members inform all planning and decision-making.

0 Modeling strengths-based interactions by accentuating the positive.
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0 Supporting the families in discovering their strengths and concerns. Assist
families to identify and set goals and short-term objectives.
o Preparing families for meetings and accompany them when needed.
o Empowering families to express their fears, expectations and anxieti€sSyto
promote positive effective communication.
0 Assisting families to frame questions to ask providers.
o Providing opportunities for families to connect to and suppert,one anather.
0 Supporting and encouraging family participation in community, regional,
state, national activities to develop their leadership skills and expand their
circles of support.
o Providing leadership opportunities for families wh@ are receiving Family
Peer Support Services.
o Empowering families to make informed decisions regarding the nature of
supports for themselves and their child through:
= Sharing information about resources, services and supports and
exploring what might be appropriate fertheir child and family
= Exploring the needs andwpreferences of the family and locating
relevant resources.
= Helping families.understand eligibility rules
» Helping families understand the assessment process and identify
their child’s strengths, needs and diagnosis.

e Parent Skill Development
0 Supporting the efforts of families in caring for and strengthening their
children’s mental, and physical health, development and well-being of their
children.
0 “Helpingithe family learn and practice strategies to support their child’s
positive behavior.

Assisting the family to implement strategies recommended by clinicians.

©__Assisting families in talking with clinicians about their comfort with their
treatment plans.

o Providing emotional support for the family on their parenting journey to
reduce isolation, feelings of stigma, blame and hopelessness.

o Providing individual or group parent skill development related to the
behavioral and medical health needs of the child (i.e., training on special
needs parenting skills).

0 Supporting families as children transition from out of home placement.

0 Assisting families on how to access transportation.

@]
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Supporting the parent in their role as their child’s educational advocate by
providing: information, modeling, coaching in how to build effective
partnerships, and exploring educational options with families and school
staff.

e Community Connections and Natural Supports

o

Modality:

Enhancing the quality of life by integration and supports forfamilies in their
own communities

Helping the family to rediscover and reconnect to natural supports already
present in their lives.

Utilizing the families’ knowledge of their community in.developing new
supportive relationships.

Helping the family identify and become involved in leisure and recreational
activities in their community.

In partnership with community leaders; encouraging families who express
an interest to become more involved in faith @r'cultural organizations.
Arranging support and training as,needed to facilitate participation in
community activities.

Conducting groups with.families'to strengthen social skills, decrease
isolation, provide emotionahsupport and create opportunities for ongoing
natural support.

Working collaboratively with schools to promote family engagement.

e Individual
o FPSS is'directed to the Family/Caregiver for the benefit of the child, as

e Collateral

outlinedyin the child’s goals and treatment plan

o Collateral contact with or without child/youth/family present, as long as the

contact is identified on and directly related to the child/youth’s goals, in
the treatment plan.

e Group
o Group limit refers to number of participants, regardless of payor. Groups

cannot exceed 12 individuals. Consideration should be given to group size
when collaterals are included.

o Consideration for group limits or the inclusion of an additional group

facilitator should be based on, but not limited to: the purpose/nature of the
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group, inclusion of collaterals in group, and the experience and skill of the
group facilitator
o Groups may include family/collaterals, with or without the child/youth

present, as long as the contact is directly related to the child/youth's"geals
and treatment plan goals, for the benefit of the child.

NOTE: The use of telehealth must be conducted in accordance with state=issued
guidance. For OMH, agencies must secure required licensure/designation approval
prior to telehealth utilization and adhere to 14 NYCRR 596 and Telehealth Sefvices
Guidance for OMH Providers. In addition, OASAS-certified providers. must obtain
OASAS certification to offer services via telehealth, in accordance withid NYCRR PART
830.5.

Setting:

Services should be offered in a variety of settings ineluding community locations, the
family or caregiver's home, or where the beneficiary lives, works, attends school,
engages in services, and/or socializes.

Limitations/Exclusions
e A child with a developmental disability diagnosis without a co-occurring
behavioral health condition is‘ineligible to receive this rehabilitative service.

The following activities are notteimbursable for Medicaid family support programs:

e 12-step programs.run by peers.

e General autreach and education including participation in health fairs, and other
activities designed to increase the number of individuals served or the number
of serviges received by individuals accessing services; community education
Services, such as health presentations to community groups, PTAs, etc.

e Contacts that are not medically necessary.

e . Time spent doing, attending, or participating in recreational activities.

e Services provided to teach academic subjects or as a substitute for educational
personnel such as, but not limited to, a teacher, teacher's aide, or an academic
tutor.

e Time spent attending school (e.g., during a day treatment program) with the
exception of attending school meetings with the parent/caregiver on behalf of
the child.
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e Habilitative services for the beneficiary (child) to acquire self-help, socialization,
and adaptive skills necessary to reside successfully in community settings.

e Child care services or services provided as a substitute for the parent or other
individuals responsible for providing care and supervision.

e Respite care.

e Transportation for the beneficiary or family.

e Services not identified on the beneficiary’s authorized treatments/plan.

e Services not in compliance with the service manual and not in compliance with
State Medicaid standards.

e Services provided to children, spouse, parents, or siblings of'the eligible
beneficiary under treatment or others in the eligible bengfigiary’s life to address
problems not directly related to the eligible beneficiary’s issues and not listed on
the eligible beneficiary’s treatment plan.

e Any intervention or contact not documented or consistent with the approved
treatment/recovery plan goals, objectives, and approyved services will not be
reimbursed.

¢ Rehabilitative services do not include anehEFP (Federal Financial Participation)
is not available for any of the following:

0 educational, vocational,"and job'training services,

o room and board,

o0 habilitation senvices suechqas financial management, supportive housing,
supportive emplayment services, and basic skill acquisition services that
are habilitative imature,

0 servicesio inmates in public institutions

services to individuals residing in institutions for mental diseases
O _ recreational, or custodial (i.e., for the purpose of assisting in the activities
offdaily fiving such as bathing, dressing, eating, and maintaining personal
hygiene and safety; for maintaining the recipient’s or anyone else’s
safety, and could be provided by persons without professional skills or
training).
0 Services that must be covered under other Medicaid authorities (e.g.
services within a hospital outpatient setting).
¢ Services also do not include services, supplies or procedures performed in a
nonconventional setting including: resorts, spas, therapeutic programs, and
camps.

e The provider agency will assess the child prior to developing a treatment plan for
the child. Treatment services must be part of the treatment plan including goals

(@]
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é
and activities necessary to correct or ameliorate conditions discovered during
the initial assessment visits.

Certification/Provider Qualifications

Provider Agency Qualifications:

Must operate within a child serving agency that is licensed, certified, designatedwand/ or
approved by OCFS, OMH, OASAS or DOH or its designee, in settings permissible by
that designation.

Individual Staff Qualifications:
Family Peer Support will be delivered by a New York State Credentialed Family Peer
Advocate (FPA). To be eligible for the FPA Credential, the individual must:

o Demonstrate ‘lived experience’ as a parent @r primary caregiver who has
navigated multiple child serving systems on behalf/of their child(ren) with
social, emotional, developmental, health,and/or behavioral healthcare needs.

o At a minimum, have a high school diplema, high school equivalency preferred
or a State Education Commencement Credential. This educational
requirement can be waived by the State if the person has demonstrated
competencies and has‘televant life experience sufficient for the peer
credential.

o0 Complete Level One@nd Level Two of the Parent Empowerment Program
Training for Family Peer’Advocates or approved comparable training.

o0 Submit threesletters of reference attesting to proficiency in and suitability for
the role of'a,Family Peer Advocate (FPA) including one from the FPAs
supervisor.

o Document 1000 hours of experience providing Family Peer Support Services.

Agree 1o, practice according to the Family Peer Advocate Code of Ethics.
0. Complete 20 hours of continuing education and renew their FPA credential
every two years.

@]

A FPA may obtain a provisional credential that will allow services they provide to be
pilled if the applicant has:

o Demonstrated ‘lived experience’ as a parent or primary caregiver who has
navigated multiple child serving systems on behalf of their child(ren) with
social, emotional, developmental, health and/or behavioral healthcare needs.

o A high school diploma, high school equivalency preferred or a State
Education Commencement Credential. This educational requirement can be
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waived by the State if the person has demonstrated competencies and has
relevant life experience sufficient for the peer credential.

o0 Complete Level One of the Parent Empowerment Program Training for
Family Peer Advocates or approved comparable training.

o Submit two letters of reference attesting to proficiency in and suitability*for the

role of a Family Peer Advocate (FPA).
0 Agree to practice according to the Family Peer Advocate Code=ef Ethics.

An FPA with a Provisional Family Peer Advocate Credential must complete all
other requirements of the Professional Family Peer Advocate credential within 18
months of commencing employment as a FPA.

OR
Family Peer Support will be delivered by a Certified Recovery:Peer Advocate with a
Family Specialty (CRPA-F). To be certified as CPRA-Family; the individual must be at
least 18 years of age and have the following:

o Demonstrate lived experiencé as,a primary caregiver of a youth who has
participated in (or navigated) thes@&ddiction services system. They provide
education, outreach, advocacy and recovery support services for families
seeking and sustaining recevery on behalf of a child or youth.

0 Have a high scheol diploma or General Equivalency Degree (GED)
preferred or adState’"Education Commencement Credential.

o Complete a'minimum¢of 46 hours of content specific training, covering the
topics: .advocacy, mentoring/education, recovery/wellness support and
ethicahresponsibility

o Document 500 hours of related work or volunteer experience,

o “Provideevidence of at least 25 hours of supervision in a peer role.

0" Pass the NYCB/IC&RC Peer Advocate Exam or other exam by an OASAS
désignated certifying body

0__Demonstrate a minimum of 20 hours in the area of Family Support
(combined online and classroom training)

o Complete 24 hours recovery-specific continuing education; plus, 4 hours
peer ethics earned every three years and renews their certification every
three years.
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Supervisor Qualifications:

For a Credentialed Family Peer Advocate (FPA):

1. Individuals who have a minimum of three years’ experience providing FPSS "at
least one year of which is as a credentialed FPA with access to clinical
consultation as needed. The clinical consultation may be provided by a staff
member or through a contract

OR

2. A qualified behavioral health staff person:

a. Who meets the criteria for a "qualified mental health staff person” found in
14 NYCRR 594 or 14 NYCRR 595 (refer to Appendices for criteria);

b. with training in FPSS and the role of FPAs; and

c. wherein efforts are made as the FPSS service gains maturity in NYS to
transition to supervision by an experienced ¢redentialed FPA within the
organization.

For a Certified Recovery Peer Advocate‘with Family Specialty (CRPA-F):
1. A credentialed or licensed clinical staff member as defined in 14 NYCRR 800 that
has training in FPS services and the role of the CRPA-F.

Additional Supervision Guidance:
The individual providing comsultation, guidance, mentoring, and on-going training need
not be employed by the same agency.

0 Supervision of.these activities may be delivered in person or by distance
communication methads. One hour of supervision must be delivered for every 40
hours of Family'Reer Support Services duties performed.

o0 There‘may’bean administrative supervisor who provides administrative oversight
ineltding time, signs the family peer specialist’s timesheet and attendance
responsibility and is the primary contact on other related human resource
management issues.

04 Supervisors must also be aware of and sensitive to the cultural needs of the
population of focus and how to best meet those needs and be capable of training
staff regarding these issues.

Training Requirements for Credentialed Family Peer Advocates

Completion of Level One and Level Two of the Parent Empowerment Program Training
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For Family Peer Advocates or approved comparable training. Contact Families

Together of NYS (www.FTNYS.org) or CTAC (www.ctacny.orq) for detailed training
requirements.

OR

Family Peer Support will be delivered by a Certified Recovery Peer Advocate (CRPA)
with a Family Specialty. Complete a minimum of 46 hours of content speeificitraining,
covering the topics: advocacy, mentoring/education, recovery/wellness support and
ethical responsibility. For more information on the CRPA-F. www.asapnys.org/ny-
certification-board/

Other Required Training: Mandated Reporter

Other Recommended Trainings: Practitioners are encouraged to review knowledge
base and skills the State recommended for providers who will be delivering the new
State Plan services to children in order to demonstrate cempetency (See Appendix B).

YOUTH.PEER SUPPORT (YPS)
Definition:

Youth Peer Support (YPS) services are‘formal and informal services and supports
provided to youth with mental healthsneeds in their home, school, placement, and/or
community centered services. Thése services provide the support necessary to ensure
engagement and agtive"participation of the youth in the treatment planning process and
with the ongoing‘implementation and reinforcement of skills. Services are delivered in a
trauma informed, eulturally and linguistically competent manner.

The need for YPS'must be determined by a licensed practitioner of the healing arts and
included within‘a treatment plan. Youth Peer Support activities must be intended to
develop and achieve the identified goals and/or objectives as set forth in the youth’s
individualized treatment plan.

The structured, scheduled activities provided by this service emphasize the opportunity
for the youth to expand the skills and strategies necessary to move forward in meeting
their personal, individualized life goals, develop self-advocacy skills, and to support their
transition into adulthood.

41


http://www.ftnys.org/
http://www.ctacny.org/
http://www.asapnys.org/ny-certification-board/
http://www.asapnys.org/ny-certification-board/

=4

Department
of Health

Office of Office of Addiction Office of Children
Mental Health | services and Supports | and Family Services

Service Components:

e SKkill Building:

o

O O O O

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

Developing skills for wellness, resiliency and recovery support
Developing skills to independently navigate the service system
Developing goal-setting skills

Building community living skills

e Coaching: Enhancing resiliency/recovery-oriented attitudesgi.e.; hope,
confidence, and self-efficacy

(0]
(0]

Promoting wellness through modeling.

Providing mutual support, hope, reassuranee and advocacy that include
sharing one's own "personal recoveryifresiliency story" as the Youth Peer
Advocating (YPA) deems appropriate as,benéficial to both the youth and
themselves. YPA’'s may also sharte their recovery with parents to engage
parents and help them “see” youth possibilities for future in a new light.

e Engagement, Bridging, and Transition Support:

(0]

Acting as a peer/partner indransitioning to different levels of care and into
adulthood; helpingfyouth'understand what to expect and how and why
they should be activelin developing their treatment plan and natural
supports;

e Self-Advocacy, Self-Efficacy, & Empowerment:

(0]

Deyeloping, linking, and facilitating the use of formal and informal

services, including connection to peer support groups in the community
Serving as an advocate, mentor, or facilitator for resolution of issues
Assisting in navigating the service system including assisting with
engagement and bridging during transitions in care

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

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

0 Assisting youth in developing skills to advocate for needed services and
benefits and seeking to effectively resolve unmet needs.

0 Assisting youth in understanding their treatment plan and help to'ensure
the plan is person/family centered

e Community Connections and Natural Supports:

o Connecting youth to community resources and services. The'YPA may
accompany youth to appointments and meetings for the purpose of
mentoring and support but not for the sole’ purpose of providing
transportation for the youth.

0 Helping youth develop a network for information and support from others
who have been through similar experiénces,“including locating similar
interest programs, peer-run programs; and support groups.

o Facilitating or arranging youth peenresiliency/recovery support groups.

Modality:
e Individual
e Group

o Group limit refersrto number of child/youth participants, regardless of
payor. Groups capnot exceed 8 children/youth.

o Consideration for group limits or the inclusion of an additional group
facilitator should be based on, but not limited to: the purpose/nature of the
groupyage of,participants, developmental level and severity of needs of
the participants, and the experience and skill of the group facilitator.

NOTE: Thewse of telehealth must be conducted in accordance with state-issued
guidance. For{©OMH, agencies must secure required licensure/designation approval
priorto telehealth utilization and adhere to 14 NYCRR 596 and Telehealth Services
Guidance for OMH Providers. In addition, OASAS-certified providers must obtain
OASAS certification to offer services via telehealth, in accordance with 4 NYCRR PART
830.5.

Setting:
YPS can occur in a variety of settings including community locations where the youth
lives, works, attends school, engages in services, and/or socializes.
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Limitations/Exclusions

e A youth with a developmental disability diagnosis without a co-occurring
behavioral health condition is ineligible to receive this rehabilitative service.

The following activities are not reimbursable for Medicaid peer support programs:

e 12-step programs run by peers.

e General outreach and education including participation in healthsfairs, and other
activities designed to increase the number of individuals served or the number
of services received by individuals accessing services; community education
services, such as health presentations to community groupS;PTAS, etc.

e Contacts that are not medically necessary.

e Time spent doing, attending, or participating in recreational.activities.

e Services provided to teach academic subjects or,asia substitute for educational
personnel such as, but not limited to, a teachef, teacher's aide, or an academic
tutor.

e Time spent attending school (e.g., during'a daytreatment program), with the
exception of attending meetings (e.g. CSE) with a Youth.

e Habilitative services for the beneficiary (youth) to acquire self-help, socialization,
and adaptive skills necessaryto,reside successfully in community settings.

e Childcare services or services pravided as a substitute for the parent or other
individuals responsiblé for previding care and supervision.

e Respite care.

e Transportation for the benéficiary (youth) or family.

e Services not identified on the beneficiary’s authorized treatment plan.

e Serviceshot m,compliance with the service manual and not in compliance with
State,Medicaid standards.

e Services provided to children, spouse, parents, or siblings of the eligible
beneficiaryrunder treatment or others in the eligible beneficiary’s life to address
problems not directly related to the eligible beneficiary’s issues and not listed on
the eligible beneficiary’s treatment plan.

e Any intervention or contact not documented or consistent with the approved
treatment/recovery plan goals, objectives, and approved services will not be
reimbursed.

¢ Rehabilitative services do not include and FFP (Federal Financial Participation)
is not available for any of the following:

0 educational, vocational, and job training services,
o room and board,
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o0 habilitation services such as financial management, supportive housing,
supportive employment services, and basic skill acquisition services that
are habilitative in nature,

0 services to inmates in public institutions

services to individuals residing in institutions for mental diseases

o0 recreational, or custodial (i.e., for the purpose of assisting in the activities
of daily living such as bathing, dressing, eating, and maintaining.personal
hygiene and safety; for maintaining the recipient’s or anyone else’s
safety, and could be provided by persons without professional skills or
training).

0 Services that must be covered under other Medicaid authorities (e.qg.
services within a hospital outpatient setting).

0 Services also do not include services, supplies or procedures performed
in a nonconventional setting including: reSorts, spas, therapeutic
programs, and camps.

e The provider agency will assess the childypriorito developing a treatment plan for
the child. Treatment services must bewpart ofithe treatment plan including goals

and activities necessary to correct or.ameligrate conditions discovered during
the initial assessment visits.

(@]

Certification/Provider Qualifications

Provider Agency Qualifications"

Any child serving ageneéy,or.agency with children’s behavioral health and health
experience that iSJlicensed, certified, designated and/ or approved by OCFS, OMH,
OASAS or DOH or its designee, to provide services outlined in the service definition.

Individdal Qualifications:

YPS is delivered by a New York State Youth Peer Advocate Credential. To be eligible
fonthe Youth Peer Advocate (YPA) Professional Credential, an individual must:
¢ ,Be an individual 18 to 30 years old who has self-identified as a person who
has first-hand experience with, emotional (mental health), behavioral
challenges, and/or co-occurring disorders
e Be able to use lived experience with a disability, mental iliness, and involvement
with juvenile justice, special education, substance use disorder, and/or foster
care to assist in supporting youth in their resiliency/recovery and wellness
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e At a minimum, have a high school diploma, high school equivalency or a State
Education Commencement Credential. This educational requirement can be
waived by the certifying agency if the person has demonstrated competencies
and has relevant life experience sufficient for the peer certification.

e Complete Level One (online component) and Level Two (online and in-person)
training of State approved training for YPAs. Submit three letters of réference
attesting to proficiency in and suitability for the role of an YPA inclading,one from
YPAS supervisor.

e Agree to practice according to the Youth Peer Advocate Code of Ethies.

e Document 600 hours of experience providing Youth Peer Support services

e Complete 20 hours of continuing education and renew their.eredential every 2
years

e Demonstrate qualities of leadership, including:

o Knowledge of advocacy
o0 Group development and/or facilitation‘ef peer-t@-peer groups or activities
e Be supervised by a credentialed YPA withithreewears direct service experience

or an individual who meets the criteria fopa, “qualified mental health staff person
found in 14 NYCRR 591 or 14NYCRR 595.

A YPA may obtain a provisional ¢redential that will allow services they provide to be
billed if the applicant:

o Is an individual 18,t030 years old who has self-identified as a person who
has first-hand ‘experience with emotional (mental health), behavioral
challengesiand/ar co-occurring disorders

0 Be able touse lived experience with a disability, mental iliness, juvenile
justice, special education, substance use disorder, and/or foster care to assist
in supporting youth in their resiliency/recovery and wellness

o Has a‘high school diploma, high school equivalency or a State Education
Commencement Credential. This educational requirement can be waived by
therCertifying agency if the person has demonstrated competencies and has
relevant life experience sufficient for the peer certification.

0 Has completed Level One of the State approved training for YPASs.

o0 Submits two letters of reference attesting to proficiency in and suitability for
the role of a YPA

0 Agrees to practice according to the Youth Peer Advocate Code of Ethics.

o Demonstrates qualities of leadership, including:

o Knowledge of advocacy
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o Group development and/or facilitation of peer-to-peer groups or
activities
e Is supervised by a credentialed YPA or FPA with three years direct service
experience OR an individual who meets the criteria for a “qualified mental s1€alth

staff person found in 14 NYCRR 591 or 14NYCRR 595 (refer to Appendices for
criteria).

A YPA with a provisional credential must complete all other requirements of the full
credential within 18 months of employment as an YPA.

OR

Youth Peer Support will be delivered by a Certified Recovéry Peer Advocate with a
Youth Specialty (CRPA-Y). To be eligible as a CRPA-Y0uth, an individual must be 18 to
30 years of age and has the following:
e Lived experience defined as having beendimpacted«er affected by substance use
disorders and/or be in recovery from substanee use disorders
e A high school diploma, high school equivalency preferred or a State Education
Commencement Credential
e Completed 46 hours of required training, covering topics of: advocacy,
mentoring/education, recovery/wellness support and ethical responsibility
e Demonstrate a minimumgof 20 hours in the area of Youth Support (combined
online and classroom training)
e Completed atdeast 500 hours of related volunteer or work experience
e Provide evidence of at least 25 hours of supervision specific to the performance
domains of advoeacy, mentoring/education, recovery/wellness, and ethical
responsibility. Supervision must be provided by an organization documented and
gualified toyprovide supervision per job description.
e Pass the NYCB/IC&RC Peer Advocate Exam or other exam by an OASAS
designated certifying body
o/ Complete 24 hours recovery-specific continuing education; plus, 4 hours peer
ethics earned every three years and renews their certification every three years.
¢" The youth requires education, support, coaching, and guidance in age-
appropriate behaviors, interpersonal communication, problem-solving and conflict
resolution, and relating appropriately to others to address daily living, social, and
communication needs.
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Supervisor Qualifications:

For Credentialed Youth Peer Advocates (YPA):

1) A credentialed YPA, with three years of direct YPS service experience with
access to treatment plan consultation by a licensed practitioner as needed: The
treatment plan supervision may be provided by a staff member or thrgughta
contract with another organization.

OR

2) A credentialed FPA with three years of experience providing FPSS that has been
trained in YPS services and the role of YPAs, and efforts aremade as the YPST
service gains maturity in NYS to transition to supervisiondby experienced
credentialed YPAs within the organization.

OR

3) A “gualified mental health staff person” found indT4NYCRR 594 or 14 NYCRR
595 that has training in YPS services and the,role of YPAs and efforts are made
as the YPS service gains maturity to transition te supeérvision by an experienced
credentialed YPA within the organization.

For a Certified Recovery Peer Advocate with Youth Specialty (CRPA-Y):
1. A credentialed or licensed€linical staff member as defined in 14 NYCRR 800 that
has training in YPS/FPS'services and the role of the CRPA-Y/CRPA-F.

Additional Supervision Guidance:
e Supervisors must also be'aware of and sensitive to the cultural needs of the
population ofifocustand how to best meet those needs and be capable of training
staff regarding these issues.

Training Requirements

Youth'Peer Advocates (YPAs) must complete the Youth Peer Support Services Council
recommended and State Approved Level One and Level Two YPA training or
comparable training that has been approved by the Youth Peer Support Services
Council and State.

OR

For the Credentialed Youth Peer Advocates: Complete a minimum of 46 hours of
content specific training, covering the topics: advocacy, mentoring/education,
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recovery/wellness support and ethical responsibility and 20 hours in the area of Youth
Peer Support.

Specific components of Level One and Level Two can be found on the Families (L: >

Together in NYS web site (www.ftnys.org) or CTAC (www.ctacny.orqg)

Other Required Training: Mandated Reporter Q

Other Recommended Trainings: Practitioners are encouraged to review kn ge
base and skills the State recommended for providers who will be deliveringthe new
State Plan services to children in order to demonstrate compet% Appendix B).

)
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IV. Guidelines for Medical Necessity Criteria
THE SIX NEW CHILDREN AND FAMILY SUPPORT AND TREATMENT SERVICES (CFTSS)

Guidelines for Medical Necessity Criteria

Other Licensed Practitioner (OLP): OLP service is delivered by a Non-physician licensed behavioral health practitioner(NP-LBHP) who is licensed in the state of New York operating
within the scope of practice defined in State law and in any setting permissible under State practice law. OLP does notrequire a DSM diagnosis in order for the service to be delivered.
NP-LBHPs include individuals licensed and able to practice independently as a:

e Licensed Psychologist
Licensed Psychoanalyst
Licensed Clinical Social Worker (LCSW)
Licensed Marriage & Family Therapist (LMFT)
Licensed Mental Health Counselor (LMHC)
Licensed Creative Arts Therapist (LCAT)
An NP-LBHP also includes the following individuals who are licensed under supervision or direction ofia-licensed Clinical Social Worker (LCSW), a Licensed Psychologist, or a
Psychiatrist:

e Licensed Master Social Worker (LMSW)
In addition to licensure, service providers that offer addiction services must demanstrate competency as defined by state law and regulations. Any practitioner above must operate within
a child serving agency that is licensed, certified, designated and/or approved by, OCFS, OMH, OASAS OR DOH or its designee, in settings permissible by that designation.

Please refer to the “Medicaid State Plan Children and FamilySupport and #reatmént Services Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic
Treatment (EPSDT) Services” for additional information regarding this.service. This service is available for children from birth to 21 years of age.

Guidelines for Medical Necessity Criteria

Admission to OLP Continued Stay Discharge

Criteria 1 or 2 must be met: Chiteria 1'OR 2 and 3, 4, 5, 6: Any one of criteria 1-6 must be met:

The child/youth is being assessed by the NP-LBHP to 410, The child/youth is making some progress but has not fully | 1. The child/youth no longer meets continued stay

determine the need for treatment. The NP-LBHP teached established service goals and there is expectation criteria OR
develops a treatment plan for goals and activities that if the child/youth continues to improve, then the service
necessary to correct or amorliorate conditions continues OR

2. The child/youth has successfully reached

discovered during the initial assessment visits that: N - . h
9 individual/family established service goals for

. 4 2. Continuation of the service is needed to prevent the loss of discharge: OR
1. Corrects or ameliorates conditions that are found functional skills already achieved AND 9
through an EPSDT screening; OR
3. The child/youth continues to meet admission criteria AND 3. The child/youth or parent/caregiver(s) withdraws
2. Addresses the prevention*, diagnesis, and/or consent for services; OR

treatment of health impairmenits; the ability to

50




Office of Addiction Office of Children

of Health Mental Health | services and Supports | and Family Services

Department ‘ Office of

Other Licensed Practitioner (OLP): OLP service is delivered by a Non-physician licensed behavioral health practitioner (NP-LBHP) who,is licensed'in the state of New York operating
within the scope of practice defined in State law and in any setting permissible under State practice law. OLP does not require a DSMdiagnesis in order for the service to be delivered.
NP-LBHPs include individuals licensed and able to practice independently as a:
Licensed Psychologist
Licensed Psychoanalyst
Licensed Clinical Social Worker (LCSW)
Licensed Marriage & Family Therapist (LMFT)
Licensed Mental Health Counselor (LMHC)

e Licensed Creative Arts Therapist (LCAT)
An NP-LBHP also includes the following individuals who are licensed under supervision or direction of a licensed,Clinical Social Worker (LCSW), a Licensed Psychologist, or a
Psychiatrist:

e Licensed Master Social Worker (LMSW)
In addition to licensure, service providers that offer addiction services must demonstrate competency as defined by:state law and regulations. Any practitioner above must operate within
a child serving agency that is licensed, certified, designated and/or approved by OCFS, OMH, OASAS OR DOH.or its designee, in settings permissible by that designation.

Please refer to the “Medicaid State Plan Children and FamilySupport and Treatment Senvices Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic
Treatment (EPSDT) Services” for additional information regarding this service. This servicels.available for children from birth to 21 years of age.

Guidelines for Medical Necessity Criteria v -

Admission to OLP Continued Stay Discharge
achieve age-appropriate growth and 4. The child/youth and/or\family/caregiver(s) continue to be | 4. The child/youth is not making progress on
development, and the ability to attain, maintain, engaged in,services AND established service goals, nor is there expectation of
or regain functional capacity.** any progress with continued provision of services;

* Prevention is focused on the promoton of protective 5. An altérnative service(s) would not meet the child/youth needs OR

factors, development of healthy behaviors and reduction AND

of risk factors that can help prevent the onset of a , 5. The child/youth is no longer engaged in the service,

diagnosable behavioral health disorder. 6., The treatment plan has been appropriately updated to despite multiple attempts on the part of the provider

** |n instances where behavioral health needs have been establish or modify ongoing goals.

identified but a diagnosis is not yet known and/or not
specified, providers can use an unspecified ICD-10 6
diagnosis code, such as R69 (iliness, unspecified), F99 '
(mental disorder, not otherwise specified), or an
appropriate Z-code. Throughout the course of the
screening and assessment process, should another
diagnosis or need outside of behavioral health be
identified, then that child/youth should be referred,to.the
appropriate service and/or resourcefor the/condition
identified (e.g., children/youth assessed as 1/DD'should
be referred to OPWDD; children/youth assessed for Early
Intervention). See Appendix B'formere information.
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Limits/Exclusions:

e  Group limit refers to number of child/youth participants, regardless of payor. Groups should not exceed 8 children/youth.

e Consideration may be given to smaller limit of members if participants are younger than 8 years of age. Consideration should be given to,group size when family/collaterals are
included.

e Consideration for group limits, or, the inclusion of an additional group clinician/facilitator, should be based on, but not limited to: the purpose/nature of the group, the clinical
characteristics of the participants, age of participants, developmental level and severity of needs of the participants, inclusion,of family/collaterals in group; as well as the experience
and skill of the group clinician/facilitator

e Inpatient hospital facilities are allowed for licensed professional other than social workers if a Preadmission Screening and Resident Review (PASRR) indicate it is medically necessary
treatment. Social worker visits are included in the Nursing Facility Visits and may not be billed separately.

e Visits to Intermediate Care Facilities for individuals with Mental Retardation (ICF-MR) are not covered.

e Al NP-LBHP services provided while the person is a resident of an institution for Mental Disease, such(a free'standing psychiatric hospital or psychiatric residential treatment facility,
are part of the institutional service and not otherwise reimbursable by Medicaid.

e If a child requires medically necessary services that are best delivered in the school setting by accommunity pravider the service needs to be detailed on the treatment plan.

e If a child needs assistance in the schools (educationally necessary) and a school employee will be providing the service, the service must be on the child’s Individualized Education
Plan (IEP)(504 plan services are not reimbursable by Medicaid).

e Evidence based practices (EBP) require approval, designations, and fidelity reviews on an ongoing basis as determined necessary by New York State. Treatment services must be a
part of a treatment plan including goals and activities necessary to correct or ameliorate conditions discovered during the initial assessment visits.

Crisis Intervention: Crisis Intervention (Cl) Services are provided to childrén/youth whoare identified as experiencing an acute psychological/emotional change which results in a
marked increase in personal distress and which exceeds the abilities andthe resources of those involved (e.g. collateral, provider, community member) to effectively resolve it. A
child/youth in crisis may be referred by a family member or other collateral cantact who has knowledge of the child/youth’s capabilities and functioning.

The goals of Cl are engagement, symptom reduction, stabilization, and restoring individuals to a previous level of functioning or developing the coping mechanisms to minimize or
prevent the crisis in the future.

Please refer to “Medicaid State Plan Children and Family‘Support and Treatment Services Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this serviceaThis service is available for children from hirth to 21 years of age.

Guidelines for Medical Necessity Criteria

Admission to Crisis Intervention Continued Stay Discharge
All criteria must be met: N/A Any one of criteria 1-or 2 must be met:
e The child/youth experiencing aeute psychological/emotional change which results in a marked increase
in personal distress and which exceeds the abilities and the resources of those involved (e.g. collateral, 1. The child/youth no longer meets
provider, community member) toeffectively resolve it; AND admission criteria (demonstrates
symptom reduction, stabilization, and
e The child/youth demonstrates at least one of the following: restoration, or developing the coping
mechanisms to pre-crisis levels of
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Crisis Intervention: Crisis Intervention (Cl) Services are provided to children/youth who are identified as experiencing an acute psychological/emotional change which results in a
marked increase in personal distress and which exceeds the abilities and the resources of those involved (e.g. collateral, provider g€ommunity member) to effectively resolve it. A
child/youth in crisis may be referred by a family member or other collateral contact who has knowledge of the child/youth’s capabilities and functioning.

The goals of Cl are engagement, symptom reduction, stabilization, and restoring individuals to a previous level of functioning or developing the coping mechanisms to minimize or
prevent the crisis in the future.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BHzEarly and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birth to,21years of age.

Guidelines for Medical Necessity Criteria

Admission to Crisis Intervention Continued Stay Discharge
o0 Suicidal/assaultive/destructive ideas,threats, plans or actions that represent a risk to self(or functioning) and/or meets criteria for
others; or another level of care, either more or
o0 Impairment in mood/thought/behavior disruptive to home,school, or the community or less intensive; OR

0 Behavior escalating to the extent that a higher intensity of services will likely be required;/AND
2. The child/youth or parent/caregiver(s)

¢ The intervention is necessary to further evaluate, resolve, and/or stabilize the; AND withdraws consent for services

e The services are recommended by the following Licensed Practictioners of thexHealing Arts operating
within the scope of their practice under State License:

e  Psychiatrist

e  Physician

e Licensed Psychoanalyst

e Registered Professional Nurse

e Nurse Practitioner

e Clinical Nurse Specialist

e Licensed Clinical Social Worker

e Licensed Marriage and Family Therapist
e Addictionologist/Addiction Specialist

e  Physician Assistant

e Licensed Master Social Worker (LMSW)
e Licensed Mental Health Gounselorer

e Licensed Psychologist
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Crisis Intervention: Crisis Intervention (Cl) Services are provided to children/youth who are identified as experiencing an acute psychological/emotional change which results in a
marked increase in personal distress and which exceeds the abilities and the resources of those involved (e.g. collateral, provider g€ommunity member) to effectively resolve it. A
child/youth in crisis may be referred by a family member or other collateral contact who has knowledge of the child/youth’s capabilities and functioning.

The goals of Cl are engagement, symptom reduction, stabilization, and restoring individuals to a previous level of functioning or developing the coping mechanisms to minimize or
prevent the crisis in the future.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BHsEarly and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birth to,21years of age.

Guidelines for Medical Necessity Criteria

Admission to Crisis Intervention Continued Stay Discharge

Limits/Exclusions:

e Within the 72 hour time-frame of a crisis, de-escalation techniques are utilized in an attemptite,calm the child; information is gathered from the child, family, and/or other collateral
supports on what may have triggered the crisis; information is gathered on the child’s history; review of medications occurs, as appropriate, and a crisis plan is developed with the
child/family. Warm handoff to providers of needed services should also be occurring following these expectations.

e The following activities are excluded: financial management, supportiveiousing)supportive employment services, and basic skill acquisition services that are habilitative in nature.

e Services may not be primarily educational, vocational, recreational, or‘¢ustodial (i.e., for the purpose of assisting in the activities of daily living such as bathing, dressing, eating,
and maintaining personal hygiene and safety; for maintaining the recipient’'s or'anyone else’s safety, and could be provided by persons without professional skills or training).
Services also do not include services, supplies or procedures pérformed in anonconventional setting including: resorts, spas, therapeutic programs, and camps. Once the current
crisis episode and follow up exceeds 72 hours, then it shallbe‘considered,a new crisis intervention episode or will be transferred to a longer term service for rehabilitation skill-
building such as CPST. An episode is defined as starting with, the‘initial face to face contact with the child.

e The child/youth’s chart must reflect resolution of the crisis which marks the end of the episode. Warm handoff to follow up services with a developed plan should follow.

Substance Use should be recognized and addresséd,in an‘integrated fashion as it may add to the risk and increase the need for engagement in care. Crisis services cannot be
denied based upon substance use. Crisis Team‘members should be trained on screening for substance use disorders.
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Community Psychiatric Supports and Treatment (CPST): CPST services are goal-directed supports and solution-focused interventions intended'to address challenges associated
with a behavioral health need and to achieve identified goals or objectives as set forth in the child/youth’s treatment plan. This includes'the implementation of interventions using
evidenced-based techniques, drawn from cognitive-behavioral therapy and/or other evidenced-based psychotherapeutic interventions approved by New York State.

CPST includes the following components: Rehabilitative Psychoeducation, Intensive Interventions, Strengths Based Treatment Planning, Rehabilitative Supports, Crisis Avoidance, and

Intermediate Term Crisis Management.

CPST is service designed for children and families who may have difficulty engaging in formal office settings, but can benefit from community based rehabilitative services. CPST allows
for delivery of services within a variety of permissible settings including community locations where the member lives, works, attends school, engages in services (e.g. provider office

sites), and/or socializes.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birthito 21 \years of age.

Guidelines for Medical Necessity

Admission to Community Psychiatric Supports and Treatment

Continued Stay

Discharge

All criteria must be met:

1. The child/youth has a behavioral health diagnosis that demonstrates
symptoms consistent or corresponding with the DSM OR the
child/youth is at risk of development of a behavioral health diagnosis*;
AND

2. The child/youth is expected to achieve skill restoration in one of the
following areas:

a. participation in community activities and/or positive peer support
networks

personal relationships;

personal safety and/or self-regulation
independence/productivity;

daily living skills

symptom management

coping strategies and effective functioning.n the home, school,
social or work environment; AND

@~ oaoo

3. The child/youth is likely to benefit from and respond to the service to
prevent the onset or the worsening of symptoms, AND

4. The services are recommended by thé follewing Licensed
Practictioners of the Healing Arts‘@perating within the scope of their
practice under State License;

e Licensed Master Social Worker

All criteria must be.met:
1. The child/youthieontinues to meet admission criteria; AND

2. The child/youth shows evidence of engagement toward
resolution of symptoms but has not fully reached
established service goals and there is expectation that if
the service continues, the child/youth will continue to
improve; AND

3.4 The child/youth does not require an alternative and/or
higher, more intensive level of care or treatment; AND

4. The child/youth is at risk of losing skills gained if the
service is not continued;AND

5. Treatment planning includes family/caregiver(s) and/or
other support systems, unless not clincally indicated or
relevant

Any one of criteria 1 -6 must be met:

1. The child/youth no longer meets
admission criteria and/or meets
criteria for another level of care,
either more or less intensive; OR

2. The child/youth has successfully
met the specific goals outlined in
the treatment plan for discharge;
OR

3. The child/youth or
parent/caregiver(s) withdraws
consent for services; OR

4. The child/youth is not making
progress on established service
goals, nor is there expectation of
any progress with continued
provision of services; OR

5. The child/youth is no longer
engaged in the service, despite
multiple attempts on the part of
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Community Psychiatric Supports and Treatment (CPST): CPST services are goal-directed supports and solution-focused interventions intended'to address challenges associated
with a behavioral health need and to achieve identified goals or objectives as set forth in the child/youth’s treatment plan. This includes theimplementation of interventions using
evidenced-based techniques, drawn from cognitive-behavioral therapy and/or other evidenced-based psychotherapeutic interventions approved by New York State.

CPST includes the following components: Rehabilitative Psychoeducation, Intensive Interventions, Strengths Based Treatment Planning, Rehabilitative Supports, Crisis Avoidance, and
Intermediate Term Crisis Management.

CPST is service designed for children and families who may have difficulty engaging in formal office settings, but can benefit from community based rehabilitative services. CPST allows
for delivery of services within a variety of permissible settings including community locations where the member lives, works, attends school, engages in services (e.g. provider office
sites), and/or socializes.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birthyto 21 years of age.

Guidelines for Medical Necessity

Admission to Community Psychiatric Supports and Treatment Continued Stay Discharge
e Licensed Clinical Social Worker the provider to apply_ reasonable
e Licensed Mental Health Counselor engagement strategies;OR

e Licensed Creative Arts Therapist

e Licensed Marriage and Family Therapist 6. The child/youth and/or

family/caregiver(s) no longer

e Licensed Psychoanalyst needs this service as he/she is
e Licensed Psychologist obtaining a similar benefit through
e Physicians Assistant other services and resources.

e  Psychiatrist

e Physician

e Registered Professional Nurse or
e Nurse Practitioner

* In instances where behavioral health needs have been identified'but a
diagnosis is not yet known and/or not specified, providers,can‘use an
unspecified ICD-10 diagnosis code, such as R69 (iliness, unspecified), F99
(mental disorder, not otherwise specified), or an appropriate Z=code.
Throughout the course of the screening and assessmentqprocess; should
another diagnosis or need outside of behavioralsh@alth be, identified, then
that child/youth should be referred to the appropriate service and/or
resource for the condition identified (e.g., children/youth assessed as I/DD
should be referred to OPWDD; children/youth‘assessed for Early
Intervention). See Appendix B for more information:
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Limits/Exclusions:

The provider agency will assess the child prior to developing a treatment plan for the child.
Treatment services must be part of the treatment plan including goals and activities necessary to correct or ameliorate conditionsdiscovered during the initial assessment visits.
e A child with a developmental disability diagnosis without a co-occuring behavioral health condition is ineligible to receive this rehabilitative service.

e  Group face-to-face may be delivered under Rehabilitative Supports and Rehabilitative Psychoeducation

e  Group limit refers to number of child/youth participants, regardless of payor. Groups cannot exceed 8 children/youths

e Consideration should be given to smaller limit of members if participants are younger than 8 years of age. Consideration,should be given to group size when family/collaterals are
included.

e Consideration for group limits, or, the inclusion of an additional group clinician/facilitator, should be based an, but'net limited to: the purpose/nature of the group, the clinical
characteristics of the participants, age of participants, developmental level and severity of needs of the participants, inclusion of family/collaterals in group; as well as the experience
and skill of the group clinician/facilitator

e Evidence-Based Practices (EBP) require prior approval, designations, and fidelity reviews on an ongoing basis\as determined necessary by New York State The Institute of
Medicine (IOM) defines "evidence-based practice" as a combination of the following three factors: (1)ibest research evidence, (2) best clinical experience, and (3) consistent with
patient values (IOM, 2001).1 o Implemented interventions using evidence-based technigues may,ameliorate targeted symptoms and/or recover the person’s capacity to cope with or
prevent symptom manifestation.

Psychosocial Rehabilitation (PSR): Psychosocial Rehabilitation Services (PSR) are designed for children/youth and their families/caregivers to assist with implementing interventions
outlined in the treatment plan to compensate for or eliminate functional deficits and, interpersonal and/or behavioral health barriers associated with a child/youth’s behavioral health needs.
The intent of PSR is to restore, rehabilitate, and support a child/youth’s fufictional level as possible and as necessary for the integration of the child/youth as an active and productive
member of their community and family with minimal ongoing professional interventions. Activities included must be intended to achieve the identified goals or objectives as set forth in the
child/youth’s individualized treatment plan.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birth to 21 years of age.

Guidelines for Medical Necessity

Admission to Psychosocial Rehabilitation Continued Stay Discharge

All criteria must be met: All criteria must be met: Any one of criteria 1-6 must be met:

1. The child/youth has a behavioral health diagnosis that 1. The child/youth continues to meet admission criteria; | 1. The child/youth no longer meets admission
demonstrates symptoms consistent or corresponding with the AND criteria and/or meets criteria for another level
DSM; AND of care, either more or less intensive; OR

2. The child/youth shows evidence of engagement

2. The child/youth is likely to benéfit fromandyrespond to the service toward resolution of symptoms but has not fully 2. The child/youth has successfully met the
to prevent the onset or the worsening of symptoms; AND reached established service goals and there is specific goals outlined in the treatment plan

3. The service is needed tomeetrehabilitative goals by restoring, expectation that if the service continues, the for discharge; OR
rehabilitating, and/or supporting aehild/youth’s functional level to child/youth will continue to improve; AND
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child/youth’s individualized treatment plan.

Psychosocial Rehabilitation (PSR): Psychosocial Rehabilitation Services (PSR) are designed for children/youth and their families/caregivers t@\assist with implementing interventions
outlined in the treatment plan to compensate for or eliminate functional deficits and interpersonal and/or behavioral health barriers@ssociated with a child/youth’s behavioral health needs.
The intent of PSR is to restore, rehabilitate, and support a child/youth’s functional level as possible and as necessary for the integration of the child/youth as an active and productive
member of their community and family with minimal ongoing professional interventions. Activities included must be intended to achieve the itlentified goals or objectives as set forth in the

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BH Early and"Periodic Screening and Diagnostic Treatment

Guidelines for Medical Necessity

(EPSDT) Services” for additional information regarding this service. This service is available for children from birth to 21 Eears ofae.

Admission to Psychosocial Rehabilitation

Continued Stay

Discharge

facilitate integration of the child/youth as participant of their
community and family AND

4. The services are recommended by the following Licensed

practice under State License:

e Licensed Master Social Worker

e Licensed Clinical Social Worker

e Licensed Mental Health Counselor
e Licensed Creative Arts Therapist

e Licensed Marriage and Family Therapist
e Licensed Psychoanalyst

e Licensed Psychologist

e Physicians Assistant

e  Psychiatrist

e  Physician

e Registered Professional Nurse or
e Nurse Practitioner

Practictioners of the Healing Arts operating within the scope of their

3. The child/youth does not require,an alternative and/or
higher, more intensive level of care,or treatment; AND

4. The child/youth is atirisk oflesingskills gained if the
service is nobeontinued; AND

5. Treatment planning includes family/caregiver(s)
and/or other support systems, unless not clincially
indicated, or relevant.

3. The child/youth or parent/caregiver(s)
withdraws consent for services; OR

4. The child/youth is not making progress on
established service goals, nor is there
expectation of any progress with continued
provision of services; OR

5. The child/youth is no longer engaged in the
service, despite multiple attempts on the part
of the provider to apply reasonable
engagement strategies;OR

6. The child/youth and/or family/caregiver(s) no
longer needs this service as he/she is
obtaining a similar benefit through other
services and resources.
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Psychosocial Rehabilitation (PSR): Psychosocial Rehabilitation Services (PSR) are designed for children/youth and their families/caregivers t@\assist with implementing interventions
outlined in the treatment plan to compensate for or eliminate functional deficits and interpersonal and/or behavioral health barriers@ssociated with a child/youth’s behavioral health needs.
The intent of PSR is to restore, rehabilitate, and support a child/youth’s functional level as possible and as necessary for the integration of the child/youth as an active and productive
member of their community and family with minimal ongoing professional interventions. Activities included must be intended to achieve the itlentified goals or objectives as set forth in the
child/youth’s individualized treatment plan.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BH Early and'Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from bhirth to 21 years of.age.

Guidelines for Medical Necessity

Admission to Psychosocial Rehabilitation Continued Stay Discharge

Limits/Exclusions:

e The provider agency will assess the child prior to developing a treatment plan for the child., with the PSR-workerimplementing the intervention identified on the treatment plan.

e A child with a developmental disability diagnosis without a co-occurring behavioral health condition is ineligible, to receive this rehabilitative service.

e  Group limit refers to number of child/youth participants, regardless of payor. Groups cannot exceeth8 children/youth.

e Consideration for group limits, or, the inclusion of an additional group clinician/facilitator, shouldibe based ongbut not limited to: the purpose/nature of the group, the clinical
characteristics of the participants, age of participants, developmental level and severity @fjneeds ofithe participants, inclusion of family/collaterals in group; as well as the experience
and skill of the group clinician/facilitator

e Treatment services must be a part of a treatment plan including goals and activities necessary to correct or ameliorate conditions discovered during the initial assessment visit

Family Peer Support Services (FPSS): Family Peer Support Servicésy(FPSS) are an array of formal and informal activities and supports provided to families caring for/raising a child
who is experiencing social, emotional, medical, developmental, substance use, and/or behavioral challenges in their home, school, placement, and/or community. FPSS provide a
structured, strength-based relationship between a Family Peer Advocate (FRA) and the parent/family member/caregiver for the benefit of the child/youth.

The service is needed to allow the child the best opportunity:to remain.in the community. Activities included must be intended to achieve the identified goals or objectives as set forth in
the child/youth’s treatment plan.

This service is needed to achieve specific outcome(s), such as: strengthening the family unit, building skills within the family for the benefit of the child, promoting empowerment within the
family, and strengthening overall supports in the child’s‘environment

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birth to 21 years of age.

Guidelines for Medical Necessity

Admission to Family Peer Support Services Continued Stay Discharge

Criteria 1 OR 2, AND 3 AND,4 AND 5/must be met: All criteria must be met: Any one of criteria 1-6 must be met:
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Family Peer Support Services (FPSS): Family Peer Support Services (FPSS) are an array of formal and informal activities and supports providedto families caring for/raising a child

who is experiencing social, emotional, medical, developmental, substance use, and/or behavioral challenges in their home, schogl, placement, and/or community. FPSS provide a
structured, strength-based relationship between a Family Peer Advocate (FPA) and the parent/family member/caregiver for the benefit of the child/youth.

The service is needed to allow the child the best opportunity to remain in the community. Activities included must be intended to achieve'the identified goals or objectives as set forth in
the child/youth’s treatment plan.

This service is needed to achieve specific outcome(s), such as: strengthening the family unit, building skills within the familysfor the benefit of the child, promoting empowerment within the
family, and strengthening overall supports in the child’s environment

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for‘Children’s BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birth‘te,21 years of age.

Guidelines for Medical Necessity

Admission to Family Peer Support Services Continued Stay Discharge
1. The child/youth has a behavioral health diagnosis that | 1. The child/youth continues to meétiadmission criteria; AND 1. The child/youth and/or family no
demonstrates symptoms consistent or corresponding longer meets admission criteria OR
. e child/youth is making progfess but has not fully reached establishe
with the DSM OR 2. The child/youth is maki but h fully reached established
he child/ h displ d d evid ¢ service goals and there is a‘reasonable expectation that continued 2. The child/youth has successfully met
2. 1 € chi youth displays demonstrated evi ence o services will increase the Child/youth meeting services goals; AND the specific goals outlined in the
skill(s) lost or undeveloped as a result of the impact of ; .
. . : ) treatment plan for discharge; OR
their physical health diagnosis; AND ) L o ) )
3. Family/caregiver(s) participation in treatment is adequate to meaningfully
3. The child/youth is likely to benefit from and respond contribdte to theehild/youth’s progress in achieving servicegoals; AND 3. The family withdraws consent for
to the service to prevent the onset or the worsening of services; OR
symptoms; AND 4. Additional psychoeducation or training to assist the family/caregiver
understanding the child’s progress and treatment or to care for the child 4. The child/youth and/or family is not
4. The child/youth’s family is available, receptive to and would contribute to the child/youth’s progress; AND making progress on established
demonstrates need for improvement in the following service goals, nor is there expectation
areas such as but not limited to: 5.9, The child/youth does not require an alternative and/or higher, more of ar)y.progfress with 'cgntlnued
a. strengthening the family unit intensive level of care or treatment; AND provision of services; OR
b.  building skills within the family for the benefit,of ) o
the child 5. The child/youth and/or family is no
c. promoting empowerment within the family 6. The child/youth is at risk of losing skills gained if the service is not longer engaged in the service, despite
. . . A multiple attempts on the part of the
d. strgngthennryg overall supports in the child’'s continue; AND provider to apply reasonable
environment; AND engagement strategies;OR
7. Treatment planning includes family/caregiver(s) and/or other support
5. The services are recommended by the following systems, unless not clinically indicated or relevant. 6. The family/caregiver(s) no longer

Licensed Practictioners gfithe Healihg Arts operating
within the scope of their practiceyunder State License:

needs this service as they are
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Family Peer Support Services (FPSS): Family Peer Support Services (FPSS) are an array of formal and informal activities and supports providedto families caring for/raising a child
who is experiencing social, emotional, medical, developmental, substance use, and/or behavioral challenges in their home, schogl, placement, and/or community. FPSS provide a
structured, strength-based relationship between a Family Peer Advocate (FPA) and the parent/family member/caregiver for the benefit of thechild/youth.

The service is needed to allow the child the best opportunity to remain in the community. Activities included must be intended to achieve'the identified goals or objectives as set forth in
the child/youth’s treatment plan.

This service is needed to achieve specific outcome(s), such as: strengthening the family unit, building skills within the familysfor the benefit of the child, promoting empowerment within the
family, and strengthening overall supports in the child’s environment

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for‘Children’s BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birth to.21 years of age.

Guidelines for Medical Necessity

Admission to Family Peer Support Services Continued Stay Discharge
o Licensed Master Social Worker obtaining a similar benefit through
e  Licensed Clinical Social Worker other services and resources.
o Licensed Mental Health Counselor
e Licensed Creative Arts Therapist
e Licensed Marriage and Family Therapist
e Licensed Psychoanalyst
e Licensed Psychologist
e Physicians Assistant
e  Psychiatrist
e  Physician
e Registered Professional Nurse or
e Nurse Practitioner

Limits/Exclusions:
e The provider agency will assess thé child priorte developing the treatment plan for the child.
e Treatment services must be part of the treatment plan including goals and activities necessary to correct or ameliorate conditions discovered during the initial assessment visits.
e Achild with a developmentalddisability diagnosis without a co-occurring behavioral health condition is ineligible to receive this rehabilitative service.
e A group cannot exceed more than 12 individuals in total.
Medicaid family support programs, will nétireimburse for the following:
e 12-step programs run by peers.
e General outreach and‘education,including participation in health fairs, and other activities designed to increase the number of individuals served or the number of services
received by individuals accessing services; community education services, such as health presentations to community groups, PTAs, etc.
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Contacts that are not medically necessary.

Time spent attending school (e.g., during a day treatment program).

Respite care.
Transportation for the beneficiary or family.

Time spent doing, attending, or participating in recreational activities.
Services provided to teach academic subjects or as a substitute for educational personnel such as, but not limited to, a teacher, teacher's aide, or an academic tutor.

Services not identified on the beneficiary’s authorized treatment plan.
Services not in compliance with the service manual and not in compliance with State Medicaid standards.
Services provided to children, spouse, parents, or siblings of the eligible beneficiary under treatment,orothers in the eligible beneficiary’s life to address problems not directly

related to the eligible beneficiary’s issues and not listed on the eligible beneficiary’s treatment plan.
e Any intervention or contact not documented or consistent with the approved treatment/recovery plan goals, objectives, and approved services will not be reimbursed.

Habilitative services for the beneficiary (child) to acquire self-help, socialization, and adaptive skills necessary toxreside successfully in community settings.
Child Care services or services provided as a substitute for the parent or other individuals responsible for providingicare and supervision.

Youth Peer Support (YPS): Youth Peer Support (YPS) services are formal and informal services and supports provided to youth, who are experiencing social, medical, emotional,
developmental, substance use, and/or behavioral challenges in their home, school, placement, and/or community centered services. These services provide the training and support
necessary to ensure engagement and active participation of the youth in the treatment,planning process and with the ongoing implementation and reinforcement of skills.

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

The structured, scheduled activities provided by this service emphasize the opportunity for the youth to expand the skills and strategies necessary to move forward in meeting their
personal, individualized life goals, develop self-advocacy skills, anddo support their transition into adulthood.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this serviée.. This service is available for children from birth to 21 years of age.

Guidelines for Medical Necessity

Admission to Youth Peer Support

Continued Stay

Discharge

Criterial OR 2, AND 3, 4, 5, 6 must be met :

1. The youth has a behavioral health diagnosis thatdemonstrates
symptoms consistent or corresponding with the DSM; OR

2. The youth displays demonstrated evidence of skill(s) lost or undeveloped
as a result of the impact of their physical health diagnosis; AND

All criteria must be met:
1. The youth continues to meet admission criteria; AND

2. The youth shows evidence of engagement toward
resolution of symptoms but has not fully reached
established service goals and there is expectation that if
the service continues, the youth will continue to improve;
AND

Any of criteria 1-6 must be met:

1. The youth no longer meets
admission criteria ; OR

2. The youth has successfully met
the specific goals outlined in the
treatment plan for discharge;
OR
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Youth Peer Support (YPS): Youth Peer Support (YPS) services are formal and informal services and supports provided to youth, who'are experiencing social, medical, emotional,
developmental, substance use, and/or behavioral challenges in their home, school, placement, and/or community centered servigeés. These services provide the training and support
necessary to ensure engagement and active participation of the youth in the treatment planning process and with the ongoing implementation-and reinforcement of skills.

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

The structured, scheduled activities provided by this service emphasize the opportunity for the youth to expand the skills.and strategies necessary to move forward in meeting their
personal, individualized life goals, develop self-advocacy skills, and to support their transition into adulthood.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s'BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birth to 21 years of age.

Guidelines for Medical Necessity

Admission to Youth Peer Support

Continued Stay

Discharge

3. The youth requires involvement of a Youth Peer Advocate to implement
the intervention(s) outlined in the treatment plan, AND

4. The youth demonstrates a need for improvement in the following areas
such as but not limited to:

a) enhancing youth’s abilities to effectively manage comprehensive
health needs

b) maintaining recovery
c) strengthening resiliency, self-advocacy
d) self-efficacy and empowerment

e) developing competencecy to utilize resources and supports
in the community

f)  transition into adulthood or participate in treatment; AND

5. The youth is involved in the admission process and helps determine
service goals; AND

6. The youth is available and receptive toseceiving this service; AND

7. The services are recommended bysthe following/Licensed Practictioners
of the Healing Arts operating within the scope of their practice under
State License:

e Licensed Master Social Worker
e Licensed Clinical Social Worker
e Licensed Mental Health .Counselor

3. The youth does notjrequire an alternative and/or higher,
more intensive level of care or treatment; AND

4. The youth is at risk of losing skills gained if the service is

not continued.; AND

5. Treatment planning includes family/caregiver(s) and/or
other support systems, unless not clinically indicated.

3. The youth or parent/caregiver
withdraws consent for services;
OR

4. The youth is not making

progress on established service
goals, nor is there expectation
of any progress with continued
provision of services; OR

5. The youth is no longer
engaged in the service,
despite multiple attempts on
the part of the provider to
apply reasonable engagement
strategies;OR

6. The youth no longer needs this
service as they are obtaining a
similar benefit through other
services and resources.
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Youth Peer Support (YPS): Youth Peer Support (YPS) services are formal and informal services and supports provided to youth, who'are experiencing social, medical, emotional,
developmental, substance use, and/or behavioral challenges in their home, school, placement, and/or community centered servigés. These seryvices provide the training and support
necessary to ensure engagement and active participation of the youth in the treatment planning process and with the ongoing implementation and reinforcement of skills.

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

The structured, scheduled activities provided by this service emphasize the opportunity for the youth to expand the skills.and strategies necessary to move forward in meeting their
personal, individualized life goals, develop self-advocacy skills, and to support their transition into adulthood.

Please refer to “Medicaid State Plan Children and Family Support and Treatment Services Provider Manual for Children’s'BH Early and Periodic Screening and Diagnostic Treatment
(EPSDT) Services” for additional information regarding this service. This service is available for children from birth to 21 years of age.

Guidelines for Medical Necessity

Admission to Youth Peer Support Continued Stay Discharge
e Licensed Creative Arts Therapist
e Licensed Marriage and Family Therapist
e Licensed Psychoanalyst
e Licensed Psychologist
e Physicians Assistant
e Psychiatrist
e Physician
o Registered Professional Nurse or
o Nurse Practitioner

Limits/Exclusions:

e The provider agency will assess the child prior to developing the treatment plan for the child.

e Treatment services must be part of the treatment plan including goals and activities necessary to correct or ameliorate conditions
discovered during the initial assessment visits.

* A youth with a developmental disability diagnosis without a co-occuring behavioral health condition is ineligible to receive this
rehabilitative service.

e Group limit refers to number of child/youth participants, regardless of payor. Groups cannot exceed 8 children/youth.

e Consideration for group limits, org'the inclusionsof an additional group clinician/facilitator, should be based on, but not limited to: the
purpose/nature of the group, the clinical.characteristics of the participants, age of participants, developmental level and severity of
needs of the participants, inclusion'of family/collaterals in group; as well as the experience and skill of the group clinician/facilitator.

Medicaid family support programs will not reimburse for the following:
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e 12-step programs run by peers.
General outreach and education including participation in health fairs, and other activities designed to increase the number of
individuals served or the number of services received by individuals accessing services; community education services, such,as
health presentations to community groups, PTAS, etc.
Contacts that are not medically necessary.
Time spent doing, attending, or participating in recreational activities.
e Services provided to teach academic subjects or as a substitute for educational personnel such as, but not limited tofa teacher,
teacher's aide, or an academic tutor.
Time spent attending school (e.g., during a day treatment program).
Habilitative services for the beneficiary (child) to acquire self-help, socialization, and adaptive skills necessary to reside successfully
in community settings.
e Child Care services or services provided as a substitute for the parent or other individuals responsiblesfor providing care and
supervision.
Respite care.
Transportation for the beneficiary or family.
Services not identified on the beneficiary’s authorized treatment plan.
Services not in compliance with the service manual and not in compliance with State Medicaidistandards.
Services provided to children, spouse, parents, or siblings of the eligible beneficiary under.treatment or others in the eligible
beneficiary’s life to address problems not directly related to the eligible beneficiary’s issuesiand not listed on the eligible beneficiary’s
treatment plan
e Any intervention or contact not documented or consistent with the approveéd treatment/recovery plan goals, objectives, and approved
services will not be reimbursed.

The state assures that rehabilitative services do not include and FFP'is not'avalilable for any of the following in accordance with section 1905(a0(13) of the Act.
e Educational, vocational and job training services;
e Room and board
e Habilitation services
e  Services to inmates in public institutions as definedin42 CFR 435.1010;
e Services to individuals residing in institutionsfor mental disease as described in 42 CFR 435.1010
e Recreational and social activities
e Services that must be covered elsewhere in the state Medicaid plan
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V. Utilization Management Guidelines for Children’s State Plan for Medicaid Managed Care Plans

Note: Below are guidelines, Plans may opt not to conduct Authorization activities. Provider agencies should coordinate with
Plans to determine requirements and workflows.

Service Prior Concurrent Additional Guidance
Authorization | Authorization

Other No Yes As indicated in the SPA all treatment plans* must have authorization from DOH or its designee,

Licensed in this case that designee is MMCP. Therefore, the MMCP will review the treatment plan,

Practitioner inclusive of the provider assessmeft, atileast before the 4™ visit to evaluate medical necessity

(OLP) for authorization prior to receipt of further services. Where the MMCP has determined
continued services are medically necessary, the authorization period following the initial 3 visits
must be inclusive of at least, 30 servieevisits. The MMCP will review services at reasonable
intervals thereafter aStdetermined by the MMCP and consistent with the child’s treatment plan
and/or Health Home plan-ofieare. The MMCP must ensure that prior and concurrent review
activities do not violate parity law.
Note: the80-visit count should not include: a) FFS visits or visits paid by another MMCP; or b)
psychiatric:assessment and medication management visits. Multiple services received on the
same daysshall.eount as a single visit.
* Treatment plan in this context indicates the needed clinical or functional information the
MMCO needs from the treating provider in order to evaluate medical necessity for each service
imthe applicable MMCO benefit package.

Crisis No No None

Intervention

Community No Yes As indicated in the SPA all treatment plans* must have authorization from DOH or its designee,

Psychiatric in this case that designee is MMCP. Therefore, the MMCP will review the treatment plan,

Supports and inclusive of the provider assessment, at least before the 4™ visit to evaluate medical necessity

Treatment for authorization prior to receipt of further services. Where the MMCP has determined

(CPST) continued services are medically necessary, the authorization period following the initial 3 visits

must be inclusive of at least 30 service visits. The MMCP will review services at reasonable
intervals thereafter as determined by the MMCP and consistent with the child’s treatment plan
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Authorization

Authorization

and/or Health Home plan of care. The MMCP must'ensure that prior and concurrent review
activities do not violate parity law.

Note: the 30-visit count should not include: aFFSyvisits or visits paid by another MMCP; or b)
psychiatric assessment and medication management visits. Multiple services received on the
same day shall count as a single visit.

* Treatment plan in this context indicatesithe needed clinical or functional information the
MMCO needs from the treating provider.in order to evaluate medical necessity for each service
in the applicable MMCO benefitpackage.

Psychosocial
Rehabilitation
(PSR)

No

Yes

As indicated in the SPA all'treatment‘plans* must have authorization from DOH or its designee,
in this case that designee.is MMCP. Therefore, the MMCP will review the treatment plan,
inclusive of the provider asseéssment, at least before the 4™ visit to evaluate medical necessity
for authorization prior to.receipt of further services. Where the MMCP has determined
continued services are medically necessary, the authorization period following the initial 3 visits
must be inclusive 'of at least 30 service visits. The MMCP will review services at reasonable
intervals thereafter as determined by the MMCP and consistent with the child’s treatment plan
and/or Health"Home plan of care. The MMCP must ensure that prior and concurrent review
activities do not violate parity law.

Note: the 30-visit count should not include: a) FFS visits or visits paid by another MMCP; or b)
psyehiatric assessment and medication management visits. Multiple services received on the
same day shall count as a single visit.

* Treatment plan in this context indicates the needed clinical or functional information the
MMCO needs from the treating provider in order to evaluate medical necessity for each service
in the applicable MMCO benefit package.

Family Peer
Supports and
Services
(FPSS)

No

Yes

As indicated in the SPA all treatment plans* must have authorization from DOH or its designee,
in this case that designee is MMCP. Therefore, the MMCP will review the treatment plan,
inclusive of the provider assessment, at least before the 4™ visit to evaluate medical necessity
for authorization prior to receipt of further services. Where the MMCP has determined
continued services are medically necessary, the authorization period following the initial 3 visits
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Service

Prior
Authorization

Concurrent
Authorization

Additional Guidance

must be inclusive of at least 30 service visits. The MMCP will review services at reasonable
intervals thereafter as determined by the MMCP and consistent with the child’s treatment plan
and/or Health Home plan of care. The MMCP must ensure that prior and concurrent review
activities do not violate parity law.

Note: the 30-visit count should not include: a)sEFS visits or visits paid by another MMCP; or b)
psychiatric assessment and medication management visits. Multiple services received on the
same day shall count as a single wisit.

* Treatment plan in this contextjindieates the needed clinical or functional information the
MMCO needs from the treating previder in order to evaluate medical necessity for each service
in the applicable MMCOsbenefitspackage.

Youth Peer
Support (YPS)

No

Yes

As indicated in the SPA all treatment plans* must have authorization from DOH or its designee,
in this case that designee is MMCP. Therefore, the MMCP will review the treatment plan,
inclusive of the provider'assessment, at least before the 4" visit to evaluate medical necessity
for authorization prior to receipt of further services. Where the MMCP has determined
continyed services are medically necessary, the authorization period following the initial 3 visits
must be inclusive of at least 30 service visits. The MMCP will review services at reasonable
intervals thereafter as determined by the MMCP and consistent with the child’s treatment plan
and/or Health Home plan of care. The MMCP must ensure that prior and concurrent review
activities do not violate parity law.

Note: the 30-visit count should not include: a) FFS visits or visits paid by another MMCP; or b)
psychiatric assessment and medication management visits. Multiple services received on the
same day shall count as a single visit.

* Treatment plan in this context indicates the needed clinical or functional information the
MMCO needs from the treating provider in order to evaluate medical necessity for each service
in the applicable MMCO benefit package.
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Administrative Standards

These Standards of Care are applicable to the following Children and Family Treatment and Support Services (CFTSS):

I. Agency Administration of Services:
Principle — Services are outcome focused and delivered by qualified staff in accordance with appropriate policies, procedures and guidelines to

Other Licensed Practitioner (OLP)

Community Psychiatric Supports and Treatment (CPST)

Psychosocial Rehabilitation (PSR)

Family Peer Support Services (FPSS)

Youth Peer Support (YPS)
Crisis Intervention (Cl)

ensure child/youth’s needs are met in a responsive, effective, integrated, and culturally competent, trauma informed manner.

Standard Expected Practice

A. Agency Assurances: Provider Policies and procedures include, at a minimum, standards related to Administrative Compliance;
has written Policies and ServiceyxOperations; Records Management; Employee/Staffing; Orientation and Training of Staff;
Procedures to ensure Quality Management; and Health and Safety, Fiscal Compliance.
compliance with regulatory and Policiesiand procedures are made available in written format to all staff (employees, contractors,
quality of care standards and to volunteers and student interns) to access as needed and are a source for ongoing notification,
provide a reference for all training and orientation to ensure adherence.
aspects of operation.

B. Administrative Compliance; Policies and Procedures are modified as significant operational changes are implemented, as new
Policies and proceduresiare services and programs are put into effect, and/or as changes in requirements occur.
developed, reviewedwand
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Standard

Expected Practice

revised to reflect up-to-date
regulatory compliance and
service operations.

Policies and procedures include a written up-to-date description of the’services offered by the
agency and ensure that services implemented are consistent with sérvices described.

Policies and procedures include a written staffing planithat addresses the types, roles and
numbers of staff available to provide the services offerediand coverage plan for staff absences or
vacancies.

Service Operations: Policies and
Procedures support the
availability and delivery of
services that uphold the
child/youth’s rights, are
culturally and linguistically
responsive and adhere to clinical
quality standards.

Policies and procedures ensure that services are deliveréd within the scope of practice as per

service designation.

Policies and procedures ensure clear protocols.are in place that support child/youth’s rights and

protections, as a mandatory component of.allservices provided by provider staff. Provider has

protocols in accordance with the requirements«f the oversight agency(ies) that has licensed,

certified, authorized, or designated the,provider and ensures:

a. consent to receive servicesis®btained

b. orientation to service information is provided

c. individual’s rights are‘explained (including the right to file grievances)?

Policies and procedures in place to help improve meaningful access to care for people of diverse

backgroundsthat includes

a. Recruiting.and assigning multicultural and/or multilingual clinicians and staff to match
child/youth’s,cultural groups whenever possible.

b. Pfoviding services in a culturally competent manner for all children, youth and families

Policies and"procedures ensure that language interpretation/translation services are available for

verbal and written correspondence to serve families with Limited English Proficiency (LEP) or

withlanguage-based disabilities, and takes reasonable steps to provide meaningful access to

agency services? This also includes specialized information/access to youth who are sight/visually

impaired, deaf or hard of hearing.

2 OMH website: Rights of Outpatients OMH Bureau of Policy, Regulation and Legislation https://www.omh.ny.gov/omhweb/patientrights/outpatient.htm
https://www.oasas.ny.dev/régsidoctments/815.pdf

3 Section 527.4 of 14 NYCRR: 527.4 Communication needs; Title VI of the Civil Rights Act of 1964 (42 USC 2000d)
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Standard Expected Practice

5. Policies and procedures are developed that define how services\will'be‘delivered, documented
and reflect clinical quality of care standards.

6. Policies and procedures describe the process for, and support thé importance of, information
sharing in a timely manner in order to provide coordinated services for child/youth and
integrated services among child serving systems.

7. Policies and procedures define and address prompt intefvention in the event of a crisis or a
behavioral, medical, or psychiatric emergencywhen it occurs.

D. Records Management: Policies | 1. Provider’s policies ensure all understand @andadhere to the requirements of Health Insurance

and Procedures describe the Portability and Accountability Act (HIPAA)(Pub. L. No. 104-191, 110 Stat. 1936 (1996)), 42 CFR
requirements for establishing a Part 2. This includes employees, contracters, stildents, interpreters/translators.

legal record for, service 2. Provider defines, by policy, all'recordsitsnaintains that address an individual’s care and
documentation and billing, and treatment and what each recordontains, and implements a system of documentation that
meet standards and regulatory supports appropriate service planning, coordination, and accountability.

requirements related to proper | 3. Policies and proceddres include a records management policy that describes confidentiality,
storage and management of accessibility, security, and retention and destruction of paper and electronic records pertaining
case records. This includes to individualss'consistentwith applicable state and federal laws and regulations.*

Electronic Health Records (EHR).

E. Employee/Staffing: Provider 1. Provider maintainsd@@n Organizational Chart that provides a visual description outlining the
maintains documentation of orgafiizational relationships in the agency. The chart clearly identifies the line of authority and is
administrative oversight to distributed toall staff (employees, contractors, volunteers and student interns).
include: hiring, retention, and 2. Each position has a written job description. As employees are hired, they are provided with a
supervision of qualified staff. detailed job description and clearly defined expectations of the position are communicated.

3. "Agency Management clearly communicates with new staff the policies and procedures of the
agency. The employee manual contains the materials that staff will refer to throughout their

4 42 CFR Part 2 Confidentiality of Alcohol and Drug Abuse records; The Health Insurance Portability and Accountability Act (Public Law 104-191); regulations (45 CFR
Parts 160, 162, 164); 423LUSC 290dd — United States Code; The Public Health and Welfare; Public Health Service; Substance Abuse and Mental Health Services
Administration; Confidentiality @f,records) NY State Mental Hygiene Law Section 33.13
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Expected Practice

employment. Staff signs written attestation acknowledging review and'understanding of
contents and policies via employee manual. All staff are kept informied of policy changes that
affect performance of duties and the provider has a written process to advise them of policy
changes.

Provider maintains documentation that staff have current NYS licensure, certification, or
registration, as appropriate, and are appropriatelyzqualified to deliver CFTSS services within the
scope of their practice.

Provider provides that staffing is adequaté toimeet the needs of the population served and
assigns cases based on presenting needs, acuity, preferences and staff expertise; caseload size
and supervision ratios are monitored.

Provider maintains policies afidhprocedures for conducting background checks in accordance
with the requirements of the oversight agency(ies) that has licensed, certified, authorized, or
designated the provider for all staff (employees, contractors, volunteers and student interns)
who has regular and'substantial contact with child/youth, family/caregiver.®

Orientation and Training of
Staff: Provider has a training and
orientation plan in place for all
staff.

Provider hasavritten pelicies and procedures that describe staff orientation, mandatory training
and otheroffered trainings for staff.

Provider maintains‘a record of staff's completion of trainings to demonstrate agency
requifements being met.

Provider ensures that staff have the required experience and training to provide care that is
traumaiinformed, culturally competent, and appropriate to the developmental level of the
population served and in accordance with ethical standards per scope of practice.

Provider has written protocols to address personal safety of staff and provides appropriate
training in de-escalation techniques.

5 NYS Social Service Lawi424-a
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G. Health and Safety: Policies and
procedures that address
clinical/client emergencies, crisis
events or disasters, prevention
of abuse and/or neglect and
incident reporting.

Provider has written protocol for delivery of services in a manner whieh protects the health and
safety of the child/youth.

Provider has policies and procedural requirements regarding management, reporting, and
response to client related incidents and other client complaints, which include allegations of
suspected client abuse, neglect, and exploitation.®

Provider has policy and procedural requirements tegarding the management, reporting,
documentation, and response to clinical/medical emergencies and incidents of elevated client
risk as determined by the requirements of thelead provider that has licensed, certified,
authorized, or designated the providen

Provider has written emergency preparedness,and response plan for all of its services and
locations that includes respofises.to envifonmental and natural disasters.

H. Quality Management: Policy
and procedures are in place to
monitor the quality and
evaluate the effectiveness of
services on a systematic basis,
and to implement quality
improvements when indicated.

Provider has policies and proceduresthat clearly describes a quality management plan, and
implementation processes for that plan. This includes clear documentation of indicators and
monitoring processés forthose indicators.

Provider implements methods to monitor quality and assess outcome of services by gathering,
tracking, and@nalyzingdata on the following:

service perfarmance

participant feedback

disparities in care across cultural groups

clinical supervision

grievances and complaints

critical incidents

Provider implements quality improvement measures when indicated by:

Ho e o0 T o

6 Reference for mandatedireporting: http:/public.leginfo.state.ny.us/lawssrch.cgi?NVLWO:
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Standard Expected Practice ‘L ‘ v

Linking outcome/analysis data to determine needed actions and initiatives related to
effectiveness, timeliness, person centeredness, cultural and linguistic competence, safety or any
other aspect of quality of care standards to improve sékvices.

4. The provider monitors the time from first call for appeintment to first service appointment and
utilizes this process data as part of a quality improvement plan.

I. Fiscal Compliance: Provider has | 1. Provider has written procedures for billing practices ineltuding timely billing, reconciliation, and

written policies and procedures denial procedures.

regarding billing and compliance | 2. Provider has the ability to verify the sourée ofipayment and bill accordingly.

with all applicable funding 3. Provider is legally and fiscally sound and capable of maintaining a system of operations to deliver
sources. services.

Il. Initial Contact and Engagement:
The child/youth and family/caregiver are provided with person-centered, trauma informed, culturally and linguistically appropriate care upon initial
contact and barriers are identified and addressed to enhance.connectedness.

A. Service is initiated in a timely 1. Qutreach is made to child/youth and family/caregiver to establish initial contact and engage in
manner to meet the needs of scheduling appointment.
the child/youth and 2.,/An appointment is made in the established time per service and per service type, in accordance
family/caregiver and collaterals. with agency standards and/or MCO requirements.

3.| Contact is maintained and continued engagement efforts are made with the child/youth and
family/caregiver until the appointment occurs.

4. To meet the needs of child/youth, family/caregiver and collaterals, flexibility in scheduling an initial
appointment is demonstrated. This includes identifying barriers and problem solving toward
removing barriers to treatment, e.g., childcare, transportation, etc.
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See additional guidance in Provider Manual for Crisis Intervention

B. The child/youth and 1. The scope of services to be rendered and service guidelines are ¢clearly described to the child/youth
family/caregiver are oriented to and family/caregiver. This information is provided verbally and in writing in a language/format that
services and provided with the is understandable to the child/youth and family/caregivér.
necessary information and 2. The child/youth and family/caregiver are clearly informed when/how information is shared within
documentation regarding the the agency, with outside agencies/providers, and other collateral sources (consent to share
scope of services, confidentiality information) and circumstances when consent.to share information is not required.
and information sharing 3. All orientation procedures are demonstrated through appropriate documentation completed and
protocols. maintained in child/youth’s record:s
An integrated approach to 1. The child/youth, family/caregiver.andeellaterals are provided with the information necessary to
service delivery is demonstrated contact the appropriate service provider for both routine follow-up and immediate access in times
by the coordination of care and of crisis.
collaboration among the 2. The purpose of a mdltidiseiplinary team is clearly explained to the child/youth and family/caregiver
multidisciplinary team (service including their role‘as active participants. The multidisciplinary team works together to coordinate
providers, child/youth, the medical, psychosoeial, emotional, therapeutic, and recovery support needs of the child/youth
family/caregiver and collaterals) and family/caregiver, both within and outside the provider agency.
to achieve safe and effective 3. Appropriate releases are obtained and information is shared in a timely manner in order to provide
care safe,“@ppropriate, and effective care; the child/youth’s and family/caregiver’s needs and

preferences'related to sharing information are elicited ahead of time.
4. Alleommunication with referral sources, family/caregivers, the multidisciplinary team and other
collaterals is HIPAA compliant and documented in the child/youth's case record.
. The child/youth and 1. "Provider has an understanding of the cultural perspectives of the child/youth and family/caregiver
family/caregiver are provided and seeks out/includes individuals and/or information to enhance the understanding and
care that reflects the awareness responsiveness to cultural perspectives.
2. Provider’s assessment and interventions acknowledge, respect and integrate the child/youth’s and

family/caregiver’s beliefs, cultural values and practices.
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and responsiveness of cultural Provider has awareness and understanding of social diversi
differences and diversity.”’ sexual orientation, gender identity or expression, religion, immigration status and its impact on

engagement, experience with the service system and satisfacti ith care.
4. Provider utilizes competent interpretation/translati ices as needed to ensure the child/youth,

parent/caregiver with limited English proficiency o%ge-based disabilities can participate
meaningfully in services. 0

t to race, ethnicity, sex,

Ill. Assessment:

An assessment is conducted with the child/youth and family/caregiver to identify the ths, needs and preferences that inform the delivery of
the services.

A. A service specific assessment is The assessment is relevant to t
done based on the needs of the | 2. Information is gathe
child/youth the delivery of the

child/youth’s age/developmental stage.
assess'the strengths, needs and preferences of the child/youth related to

outh are identified through the assessment and provider protocols are

followed if s of risk arise.
4. Linkage to service is expedited if indicated by clinical presentation.
5. Thes documentation (including frequency, scope and duration) that substantiates the need

for service is maintained in the child/youth’s record.

IV. Care and Retention:

The child/youth and family/caregivér are e ed throughout the service process to maintain involvement and promote successful outcomes for
the child/youth and family/caregiver.

7 National Standa turally and Linguistically Appropriate Services (CLAS) in Health and Health Care, US Dept. of Health and Human Services, EPDST: A Guide
for States
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family/caregiver in the most
appropriate setting(s) for desired
outcomes, as identified in the
treatment plan.
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Services are provided in home and community settings, aslappropriate, making full use of natural
environments and supports, such as community, school, family, and friends.

The determination of the appropriate setting by the multidisciplinary team includes the child/youth
and family/caregiver’s preferences and addresses issuesof safety, accessibility. The setting is
conducive to the provision of services in meeting treatment goals/objectives.

Use of appropriate setting(s) is clearly documented throughout service process.

To effectively maintain engagement, re-assessment'of the appropriate setting is conducted
throughout the service process as the child/youth and family/caregiver’s needs and situation
change.

Consistent and personalized
follow-up is provided and
concrete steps taken to
encourage ongoing participation
in services.

Confirmation contacts prior to appointments,@and/or use of other effective methods to reduce “no-
shows” and offer the child/y@uth altemnatives and choices and consistent follow-up is made on missed
appointments.

Scheduling is flexible so that services are accommodating and accessible to children and families and
must include evenings and weekends.
Barriers to participation in services are
family/caregiver.

identified and addressed with child/youth and

A trauma informed approach to
care is utilized; the impact of
trauma is understood, signs and
symptoms of trauma are
recognized and the knowledge
about trauma is integrated into
policies, procedures and
practices.?

Services incorperate principles of safety, trustworthiness/transparency, collaboration,
empoewerment, and respect for cultural and gender differences.

Provider has an understanding of the interconnection between cultural factors and the experience
ofitrauma and trauma reactions

Provider uses culturally responsive assessment and treatment approaches and/or makes
appropriate resources available for the child/youth and family/caregiver on trauma exposure, its
impact, treatment for traumatic stress and associated behavioral health symptoms.

8 http://www.nctsngesg/The National Child Traumatic Stress Network; and SAMSHA
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Provider engages in efforts to strengthen the resilience and pr
family/caregiver.
5. Provider emphasizes continuity of care and collaboratien across'child serving systems and the

prevention of re-traumatization.
6. Provider maintains environment for staff that add%secondary trauma and increases staff
resilience.

V. Child/Youth-and Family-Centered Services:
Services emphasize shared decision-making approaches that empower families, provi e, maximize strengths and are attuned to the
relationship between family/caregiver and child, relevant to the child’s d veIo@a . This is reflected through treatment/service planning
best practice approaches to service delivery and documentation.

A. Every child/youth has an 1. The planis individda circumstances and preferences of the child/youth and
individualized, strength based, family/caregiver.a entifies/includes:
culturally competent, a. goals and outcomes.

developmentally appropriate b frequency and duration of service

treatment/service plan. c. i indicate the child/youth’s readiness for discharge.

d. ‘Signatures of child/youth and/or family/caregiver to ensure their participation and
monstrate agreement.

ices are delivered in accordance with best practice principles and approaches, are child and

entered and appropriate to the child's presenting needs and stage of development.

a. Family/caretaker or other natural supports significant to the child/youth’s care and
recovery, are involved in the treatment/service as identified and agreed upon by the
child/youth and legal guardian.

b. The treatment/service plan is reviewed, approved and signed by a licensed practitioner
to ensure quality and appropriateness of care.

See Health Record Documentation Guidance for specific information related to CFTSS treatment

planning.
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. Services are provided in

accordance with the
treatment/service plan and
documented in the child/youth’s
record using a child/youth and
family centered approach.
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Services are provided as identified in the plan and reflected in contémporaneous or collaborative
progress notes.

Notes are directly linked to goals and objectives at a minimum, by summarizing the services provided,
interventions utilized, the child/youth and family caregiver’s response, and evidence of progress
made toward goals.

Notes include any significant information impacting services, including child/youth and family
caregivers’ preferences, coordination with theimultidisciplinary team, and consideration of the
need for changes to the plan.

. Treatment/service planning is an
active process that engages the
child/youth, family/caregiver and
collaterals in ongoing review of
progress toward goals and
objectives

Ongoing coordination with the multidisciplinary team and active participation in the plan review
occurs with the family, to refleet progress of the child/youth toward goals/objectives.

Shared decision making occurs related to changes in goals, objectives and continuing service needs
relevant to progress being made, the child/youth and family/caregiver preferences, and/or
readiness for discharge

Treatment/service planning
includes the development of a
safety plan for all at-risk
child/youth (with moderate to
high risk factors) that
incorporates strengths and
preferences of the child/youth
and family/caregiver

Child/youth@and family/caregiver are assisted in implementing a written, individualized safety/crisis
plan thatscontains atdeast the following elements: identification of triggers, warning signs of
increased'symptoms, management techniques of self-regulation, contact information for supportive
persons and plan to get emergency help as needed; a copy is provided.

Awareness'is maintained regarding changes or updates to the safety/crisis plan made by the
multidisciplinary team and recommendations are provided for needed changes to reflect
¢child/youth or family/caregiver’s preferences

Education is routinely provided to the child/youth and family/caregiver about available community
supports and crisis services.

See additional guidance regarding the safety plan for Crisis Intervention (to be issued).

Discharge planning is a dynamic
process throughoutthe course of

1. The discharge plan is part of the treatment/service plan and is developed at the start of service

delivery and is regularly reviewed and amended as needed.
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Discharge plan considers the child/youth and family/caregiver’
Shared decision making occurs with the child/youth, family/ca

readiness for discharge and needed follow up servicmg

tances and preferences.
r and collaterals regarding
services is facilitated (e.g.,
identification of alternative providers, assistance with obtaining appointments, contact names and
numbers provided, etc.). é
Discharge summaries are completed that identifyysenvices provided, the child/youth’s response,
progress toward goals, circumstances of discharge and efforts to re-engage if the discharge was not
planned.
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VII. BILLING AND CODING FOR CFTSS

A. Overview

This section outlines the claiming requirements necessary to ensure proper claim
submission for CFTSS and is intended for use by Medicaid Managed Care Rlans
(MMCP) and CFTSS providers.

This section provides billing guidance only. It does not supersede applicable regulatory
requirements or procedures for admission to a program, record keeping, service
documentation, initial and on-going treatment planning and reviews, etc.

Appendix A includes listing of rate codes, procedure codes and‘modifiers to be used for
each service.

B. Fundamental Requirements
Provider Designation to Deliver Services

Providers are required to receive a designation from NYS to provide and be reimbursed
for CFTSS. CFTSS may require additional licensure, certification or approvals from
State agencies based on population(s) served. For agencies seeking to serve the
general mental health population, refer to6 NYCRR Part 511-1 and Part 511-2 for license
and designation requirements. €CFTSS agencies will be overseen by the respective
state agency(ies) based on population served and must follow oversight requirement
and procedures. Forimore information regarding oversight of OMH licensed and
designation agencies, referto NYS OMH Bureau of Inspection and Certification for
agencies authorized pursuant to Part 511-2 and for OMH unlicensed CFTSS agencies,
refer to PolicyongNYS.OMH Oversight and Monitoring of Unlicensed CFTSS
Designate@Providers.

Forf more infermation on how to apply to become a Designated Provider of CFTSS, refer
tQthef@hildren’'s CFTSS and HCBS Provider Designation webpage.

Medicaid-Enrolled Provider

CFTSS agencies must enroll as a Medicaid provider agency. In addition, to be paid for
delivering a Medicaid service, all providers eligible to enroll in Medicaid are required to
enroll in Medicaid as an Ordering, Prescribing, Referring, or Attending (ORPA) non-
billing practitioner. Information on how to become a Medicaid provider is available on
the eMedNY website: https://www.emedny.org. These requirements are outlined in
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more detail at;
https://www.health.ny.gov/health care/medicaid/redesign/behavioral health/children/da
cs/provider enrollment npi memo.pdf°

Additional information specific to Medicaid provider enrollment for children/youth/s
services is available at the following MCTAC webinar: Training - Medicaid Prewider
Enrollment for New Children's SPA and HCBS Providers | CTACNY

Medicaid Managed Care Plan Contracting

To be paid for services delivered to a child/youth enrolled in a Medicaid Managed Care
Plan, a provider must be contracted and credentialed with that MMEP for the service
rendered (i.e. in the MMCP’s network).

A Medicaid Managed Care Plan has discretion to deny.a elaimfrom an out of network
provider.

Single Case Agreements (SCA) may be executedhbetween'a MMCP and a provider
when an out of network provider has been appreved®y a MMCP to deliver specific
services to a specific MMCP enrollee. Medicaid Managed Care Plans must execute
SCAs with non-participating providers.to meetclinical needs of children/youth when in-
network services are not availabled The MMCP must pay at least the NYS government
rates for 24 months from the serviee implementation date.

Medicaid Managed Care Plansfare held to specific network requirements for services
described in this manual. NYS'monitors MMCP contracting regularly to ensure network
requirements are met:

C. Rates

Child Health Plus

As of January 1, 2023, CFTSS became a covered benefit under Child Health Plus
(CHP). CHP Plans are required to pay 100% of the Medicaid fee-for-service (FFS) rate
(also'known as, “government rates”). For questions specific to CHP, providers should
contact their contracted Plans or email chplus@health.ny.gov.

9 This memo is only effective until such time provider types that currently cannot enroll in Medicaid are
able to enroll in Medicaid. Please refer to the eMedNY site for updates and information on Medicaid
enrollable provider types. Link: eMedNY: Provider Enrollment & Maintenance
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Government Rates

NYS law requires that Medicaid Managed Care Plans pay government rates (otherwise
known as Medicaid fee-for-service rates) for certain services administered by a MMCP.
MMCPs will be required to pay government rates for CFTSS until March 31,2027, or as
long as governed by State law.

Please refer to the “Rate” section in following link for the latest reimbursement rates for
CFTSS: Children and Family Treatment and Support Services (ny,gov)

Regions

Regions are assigned to providers based upon the geographic location of the provider’s
headquarters, and are defined by the Department of Health,as follows:
e Downstate: 5 boroughs of New York City, counties,of Nassau, Suffolk,
Westchester, Rockland, Putnam, Orange, Dutchess,.Sullivan and Ulster
Upstate: all other counties

D. Claims Information
General Claim Requirements#?

Electronic claims will be submitted ysing the 837i claim form to both Medicaid FFS and
Medicaid Managed Care. Paperlaims (UB-04) and web-based claiming will also be
accepted by MMCPs.

Each servicethas@ unique rate code. If a child/youth receives multiple services in the
same daywith the same CPT code, but separate rate codes and modifiers, all services
would be payable.

CFTSS.is paid based on the county in which services were provided. Providers must
include the Federal Information Processing Standards (FIPS) code (and if submitting
electronically) or proxy locator county code (if submitting on paper) on all claims. The

10 Note: NYS will be reviewing claim and encounter data periodically and annually, or upon information
that there has been fraud or abuse, to determine if inappropriate CFTSS combinations were
provided/allowed. In instances where such combinations are discovered, NYS will make the appropriate
recoveries and referrals for judicial action.
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list of applicable codes and further information is located under the CFTSS Rates tab on
the DOH website (Children and Family Treatment and Support Services (ny.gov))
located here and included in the table in Appendix A

Enrollment Status

Before delivering services to a child/youth, providers are responsible for cheekingthe
Electronic Provider Assisted Claim Entry System (ePaces)*! to verify the child/ieuth’s:
e Medicaid enrollment status,
e Medicaid Managed Care Plan enrollment status

Providers should ensure child/youth enroliment with Medicaid, and appropriate MMCP,
through the NYS system. Claims will not be paid if a claim,_is submitted for a child/youth
who is not enrolled with Medicaid or the claim was submittedyto/an incorrect MMCP.

Providers should always verify that claims are submittedto the correct MMCP.
Medicaid Fee-For-Service Claiming (eMedNY)

Claims for services delivered to a_ehild/youth in receipt of fee-for-service Medicaid are
submitted by providers to eMedNY¥. See htips://www.emedny.org for training on use of

the eMedNY system. Claim submissions need to adhere to the 90-day timely filing rules
for Medicaid FFS.

Managed Care Plan Claiming

MMCPs and providers must adhere to the rules in this billing and coding manual.

The MMCP.must support both paper and electronic submission of claims for all claim
types. The MMCPymust offer its providers an electronic payment option including a web-
based claim submission system. MMCPs rely on CPT codes and modifiers when
processing claims. Therefore, all MMCPs will require claims to be submitted with the
CPRI code and modifier (if applicable), in addition to the NYS assigned rate code.

Providers will enter the rate code in the header of the claim as a value code. This is
done in the value code field by first typing in “24” followed immediately with the

1 ePaces is a web-based application which will allow Providers to create/submit claims and other
transactions in HIPAA format.
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appropriate four-digit rate code. This is the standard mechanism historically and
currently used in Medicaid FFS billing.

Billing requirements depend on the type of service provided; however, every claim
submitted will require at least the following:

e Use of the 837i (electronic) or UB-04 (paper) claim format,
¢ Medicaid fee-for-service rate code,

e Valid CPT code(s),

e CPT code modifiers (as needed),

e Units of service, and

e Revenue codes

Sample institutional claim form can be found through MCTAC/CTAC:
http://billing.ctacny.org/

MMCPs will not pay claims if submitted without the applicable rate code, CPT code, and
modifiers. If an individual service has multiple medifiers listed, they must all be included
on the claim submission.

Providers must adhere to timely filing guidelines as outlined in their contract with the
MMCP. When a clean claim is received by the MMCP they must adjudicate per prompt
pay requlations.

If a provider does not have a centract or a Single Case Agreement in place with the
MMCP, the claim cartbe denied.

Multiple Services Provided on the Same Date to the Same Child/Youth

In some/Cases, achild/youth can receive multiple services on the same day. This can
include 'multiple services within the same program type (e.g., an evaluation and a family
counselingssession or an individual session and group session), or services provided by
Separatesprograms (e.g., OLP and Family Peer Support). If these services are allowed
per the service combination grid in Section E below, they would both be reimbursable
when billed using the appropriate rate code and CPT code.

Services Provided While in Transit

Services that are delivered in transit are allowable and may be billed within the daily
limits of the service.
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For example, a Family Peer Advocate escorts a family to a destination where the family
will implement a strategy supported by the Family Peer Advocate; while in route, the
Family Peer Advocate talks through the plan to help prepare the family. The timesSspent
in transit would be considered part of the billable service. Transportation is not
reimbursable.

Submitting Claims for Services When the Child/Youth is Not Present

Services delivered on behalf of a child/youth to collateral contacts (family members,
caregivers, and other stakeholders identified on the child/youth’s plan of'care) without
the child/youth present, are allowable and may be billed in aceordance with service
contact allowances.

Such services may include sharing techniques and.infermation so the collateral can
better respond to the needs of the child/youth, meetings with employers or prospective
employers regarding the child/youth’s needsywer. edueation and training for family
members/caregivers.

For example, a child/youth receives therapy via OLP on Mondays at 5pm. During the
OLP session, the PSR provider conducts a 30-minute session with the child/youth’s
parent/caregiver to review skills already practiced in the community with the child/youth
to reinforce appropriate applicationdn the home. The service provider may bill for PSR
services for the 30-minute session with the parent/caregiver, even though the
child/youth was not'present,when the service was delivered and even though the
child/youth was reegeiving another service (OLP) at the time that PSR was delivered on
the child/youth’s behalf; this is not considered double billing because the child/youth is
receivingstwo separate services.

Sepviees Delivered by Multiple Staff Members

If two practitioners are required to deliver a service to a child/youth and family on the
same date and at the same time, the provider must delineate what service and what

goals each practitioner is addressing directly with the child/youth and on behalf of the
child/youth in the child/youth’s progress notes. The claim should reflect the total time
spent for each practitioner in a single claim.
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For Example: Practitioner A meets with the child/youth directly to deliver CPST from
10:00 am to 10:30 am and Practitioner B meets with a family member to also deliver
CPST addressing a need on the behalf of the child/youth from 10:00 am to 10:30 am!
The combined claim would reflect the 60-minute combined duration of the services

Submitting Claims for Non-Sequential Time for the Same Service, on the Same
Day

If the same service is delivered to the same child/youth on the same day but.at non-
sequential times, the total time spent on the service may be submitted as a combined
claim.

For example, from 10:00am to 10:15am, a PSR service isfrovided to the child/youth.

If, later in the same day, another PSR session is conducted with the child/youth from
1:15 pm to 1:45 pm, the service provider would document the multiple services provided
during the day and bill for a combined time of 454minutes (34Units).

Timed Units per Encounter of Service \

Range of Minutes per Face-to-

Rillable Minutes Billable Units (15

Face Encounter Minutes per Unit)
Under 8 minutes 1-7 minutes Not billable
8-22 minutes 15 minutes 1 unit
23-37 minutes 30 minutes 2 units
38-52 minutes 45 minutes 3 units
53-67 minutes 60 minutes 4 units
638-82 minutes 75 minutes 5 units
83-97 minutes 90 minutes 6 units
98-112 minutes 105 minutes 7 units
113-127 minutes 120 minutes 8 units
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Submitting Claims for Daily Billed Services
Services that are billed on a daily basis should be submitted on separate claims.
Claims Coding Table

Appendix A show the rate code, CPT code, and modifier code combinations that are
required under Medicaid Managed Care. Providers will use these coding combinations
to indicate to the MMCP that the claim is for a children/youth’s seryice and is#0 be paid
at the government rate. The procedure and modifier code combinations must be
adhered to by both provider and MMCP to ensure appropriate rate payment.

In acknowledgement of the need for checks against fraud @and abuse, but to ensure a
child/youth ‘s access to services, service utilization in gxcess of the “soft” unit (i.e.
annual, daily, dollar amount) limits must be based on medical necessity. Documentation
of the medical necessity for extended durations must be kept on file in the child/youth ‘s
record. In addition to concurrent utilization réview and‘authorization as per this Manual,
and any subsequent edits, the MMCP may cenduct post-payment administrative
reviews to ensure services were provided appropriately.

Please refer to Section V. Utilization Management Guidelines for Children’s State Plan
and Demonstration Services forMedicaid Managed Care Plans for details on annual
and daily limits.

Provider Assistance

MMCPs are fequiredto develop and implement provider training and support programs
for netwark®providers. This training and support will allow network providers to gain the
appropriate knéwledge, skills, and expertise, and receive technical assistance to comply
with'the MMCPS’ requirements. Training and technical assistance shall be provided to
netwoark.providers on billing/claims submission, coding, data interface, documentation
requirements, and UM requirements.

Network providers shall be informed in writing regarding the information requirements
for UM decision making, procedure coding and submitting claims. MMCPs will provide
technical assistance in other areas such as claim submission as indicated by provider
performance identified through the quality management and provider profiling programs
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put in place by the MMCP. MMCPs will ensure providers receive prompt resolution to
their inquiries.

Where to Submit Questions and Complaints : >
a
services:

Questions and complaints related to billing, payment, or claims should be di
follows:

Specific to Medicaid Managed Care and for behavioral health providers an
NYSDOH.BCS.Behavioral.Health.Complaints@health.ny.gov
Specific to a mental health provider/service: OMH-Managed-Care
Specific to a substance use disorder provider/service: PICM
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E. Service Combinations:

To promote greater flexibility and service access, co-enrollment in multiple programs is permitted for individuals enrolled
in CFTSS. Co-enroliment is expected to be informed and guided by individual choiceybe clinically indicated with distinct
and separate

objectives; and, inclusive of coordination and collaboration between service providers.

At the onset of program admission and throughout the treatment episodeginformation should be collected to understand
what, if any, additional programs or services the individual/family are enrolled.in. Coordination of care and consultation are
critical aspects of co-enroliment not just with other CFTSS providers, hut with additional programming as well.
Documentation should reflect occurrences of co-enroliment including, the agency(ies) and program(s) in which the
individual is enrolled, the goals and objectives of the co-enrolled pregram treatment plan, and record of coordination
between program staff. Monitoring instances of co-enroliment'aid with

avoiding service duplication and maximizing program outcomes through a coordinated approach to care.

When determining which service should be utilized, MMEPs, providers, families, and care managers should discuss which
services best meet the individual needs of ¢hechild/yeuth.

Co-Enrollment between CFTSS and other Program Types
For programs with limited co-enrollment allowances, review the program specific information for more detail.

Program/Service Servige Combinations with Program Considerations
Type CFTSS
(OLP, CPST, PSR, FPS, YPS)

OMH Programs

Assertive Community | Youth ACT — Not Allowable Adult ACT- Individuals cannot be co-enrolled in Adult ACT and
Treatment (ACT) Adult ACT — Limited Allowance receive CPST or PSR.
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Office of Children

Note: Adult ACT services available to youth age 18 and older

Children’s Community
Residence

Limited Allowance

All services for the exception of PSR are allowable for co-
enrollment, see the CFTSS Rrayisions in Community Residence
memo for more information.

Certified Community
Behavioral Health
Clinic (CCBHC)

Not Allowable

Community Oriented
Recovery and
Empowerment (CORE)

Not Allowable

Continuing Day
Treatment

Limited Allowance

Individuals cannot be co-enrolled in CDT and receive OLP, CPST,
or PSR.

Note: These services available to youth age 18 and older

Crisis Residence

Yes

Children’s Day
Treatment

Limited Allowance

CFTSS and Day Treatment co-enrollment is permissible however,
CFTSS providers must render services outside of Day Treatment
hours. The exception to this is for services that allow for provision
with the parent/caregiver and/or collateral without the child present.
For instance, an FPS provider can meet with the parent/caregiver
while the child is receiving services through Day Treatment
programming.

MHOTRS/Clinic

Limited Allowance

An individual may simultaneously receive CFTSS Family Peer
Support or Youth Peer Support and MHOTRS pre-admission Peer
Support. However, once the individual is admitted to a MHOTRS

91



https://omh.ny.gov/omhweb/bho/docs/cftss_community_residences.pdf
https://omh.ny.gov/omhweb/bho/docs/cftss_community_residences.pdf

=4

Department
of Health

Office of
Mental Health

Office of Addiction Office of Children
Services and Supports | and Family Services

program, they can no longer continue to receive the same service
from both programs.

Please Note: In MHOTRS Programs, “Peer Support Services” is an
umbrella term to emeompass the various types of peer services
including, youth peer, family peer and adult/older adult peer
support services:ilt is possible for an individual to receive one type
of peer serviceywia a MHOTRS program while receiving a different
type through/€FTSS. It is important that providers identify the type
of PeenSupport Service rendered via a MHOTRS Program to
ensure duplication of service does not occur.

Partial Hospital
Program

Yes

Personalized Recovery
Oriented Services
(PROS)

Limited Allowance

Individuals cannot be co-enrolled in PROS and receive OLP,
CPST, or PSR. Care Managers and others who are coordinating
care should be aware that there are two types of PROS Programs:
PROS with Clinic and PROS without Clinic. Some individuals
attend a PROS with Clinic and choose not to participate in the clinic
treatment component. To verify whether an individual is enrolled in
Clinic Treatment at a PROS, you can check their Medicaid RRE
Codes in eMedNY/ePaces; RE Code 84 indicates that an individual
is enrolled in Clinic Treatment in PROS.

Note: These services are available to individuals 18 years and
older.
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Residential Treatment | Not Allowable
Facility (RTF)

Inpatient Hospital, Not Allowable
Psychiatric Center

OASAS Programs

Clinic Yes
OASAS Outpatient Yes
Rehab

Opioid Treatment Yes
Program

OCES Programs

Core Limited Health Yes
Related Services
(CLHRS)

29-| Other Limited Yes
Health Related
Services (OLHRS)

DOH Programs

Children’s Home and Yes
Community Based
Services (HCBS)
Waiver
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F. CFTSS Billing:

CFTSS Off-Site

The off-site rate compensates provider agencies for staff travel costs directly related to
service provision. The off-site rate must only be used when services are delivered off-
site (community location; the off-site rate cannot be used when services. are delivered at
an agency designated/licensed site) and can only be reimbursed in conjunction with a
completed CFTSS service claim. Only one off-site rate can be billed per service, per
claim.

The off-site rate cannot be reimbursed for situations when praeviders travel off-site but a
service was not delivered. If multiple staff travel to provideddifferent services by each
staff, the off-site rate can be reimbursed per service. \When multiple service sessions
occur at the same community location (e.g., schoolglibrary, €ommunity center, etc.) for
multiple children/families, the off-site rate shouldonlybe hilled for one session/identified
child unless sessions where it's separated Gystravelk

Telehealth

The use of telehealth must be.gonducted in accordance with state-issued guidance. For
OMH, agencies must secure required licensure/designation approval prior to telehealth
utilization and adhere to 14 NYCRR'596 and Telehealth Services Guidance for OMH
Providers. In addition, OASAS-certified providers must obtain OASAS certification to
offer services via telehealth, in accordance with 4 NYCRR PART 830.5.

Billing Limitations

There are no daily'or annual claim limits associated with any of the CFTSS listed below.
All determinations of scope, frequency and duration must be in accordance with medical
necessity and an individualized treatment plan.

Other'Licensed Practitioner (OLP)

When submitting claims for any of the OLP services the following rules apply:

OLP — Licensed Evaluation
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Licensed Evaluation (Assessment) is the process of identifying a child/youth’s strengths
and weaknesses, problems and service needs, through a comprehensive evaluation of
the child/youth’s current mental, physical and behavioral condition and history. The
assessment is the basis for establishing a behavioral health diagnosis where needed,
and treatment plan, and is conducted within the context of the child/youth self-identified
needs, goals, and ethnic, religious and cultural identities. In instances where a
diagnosis is not yet known and/or not specified, providers can use an unspecified ICD-
10 diagnosis code, such as R69 (illness, unspecified), F99 (mental disarder, not
otherwise specified), or an appropriate Z-code. Appendix B contains a listing.0f z-codes
that may be appropriate to use in such instances; please note that#ete that this list is
not intended to be exhaustive of all z-codes that could potentially be used.

e Claims for OLP initial evaluation are defined using a distinct rate code (see
Appendix A)

o Off-site services will be billed with one claim fortheiservice rate code and a
second claim for the off-site rate code. These,would'beth have the same
procedure code and different modifiers (as,described’in Appendix A),

e Claims are billed daily, in 15-minute ‘units

e Assessments may be provided on-site.or off-site (Off-site delivered in a
community-based location other.than the agency’s designated address),

e Each claim must include the appropriate procedure code and modifier as noted in
the rate table

e Off-site is billed dailyiin 15-minute units

OLP — Counseling

Psychotherapy (Caunseling) is the therapeutic communication and interaction for the
purpose of alleviating'symptoms or functional limitations associated with a child/youth’s
behavioral healthhneeds, reversing or changing maladaptive patterns of behavior,
encouraging personal growth and development, and supporting the child/youth’s
capacity torachieve age—appropriate developmental milestones.

OLPy- Individual and/or Family Counseling
e Claims for OLP individual and/or family counseling services are defined using a
distinct rate code. This service may be provided to the child/youth and/or to the
child/youth’s family (with or without the child/youth present). See Appendix A for
the list of rate codes and descriptions,
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e Claims are billed daily, in 15-minute units. If a child/youth counseling service and
family counseling service are provided on the same day, each service must be
listed on the claim using the appropriate CPT/modifier combination,

e Each counseling claim must include the CPT code,

e Counseling claims must also include the appropriate modifier(s) in addition to
CPT code,

e A separate claim is submitted for off-site,
e Off-site is billed daily, in 15-minute units.

Note: When submitting a fee-for-service or Managed Care claim for hoth child/youth and
family counseling occurring on the same day, the provider must inelude both services
on one claim with all appropriate modifiers and combined service units (e.g., rate code
7901, CPT code — H0004, modifiers EP, HS, 8 units — indicates a child/youth counseling
session AND a family counseling session without the ¢hild/youth, for combined total
units of 8).

OLP — Evidence Based Practice (EBP)

To bill the EBP rate, authorized EBP providers'must: 1) meet the required OLP
qualifications; 2) obtain NYS EBP authorization; 3) implement the EBP in fidelity to each
model for which designation is saught and 4) maintain certification in the EBP for the
length of time enhanced ratesfare billed and paid.

Authorized programs may beginfbilling the enhanced Medicaid rate upon completion of
initial EBP training. Providers 'should not bill the standard OLP rates for services
provided via EBPs and should instead only bill the appropriate combinations listed in
Appendix A: CFTSSWRate"@@de Descriptions.

All billing rules as outlined under OLP — Individual and/or Family Counseling (above)
apply, in alignment and accordance with fidelity requirements.

If services are provided offsite to a Medicaid Managed Care or Fee-for-Service enrollee,
providers'should bill two separate claims, one claim for the OLP-EBP service provided,
and a‘'seeond claim to indicate the service was delivered offsite.

Please reference Appendix A for the appropriate rate codes, procedure codes, and
modifiers.

OLP — Group Counseling
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e OLP group services are claimed using a distinct rate code. See Appendix A for
the list of rate codes and descriptions,

e Group sessions are billed daily, with a separate claim for each member in the
group, in 15-minute units

e Each group counseling claim must include the CPT code and modifier(s),

e Group size may not exceed more than eight members,

e Group sessions may be provided on-site or off-site,

e When group sessions are provided off-site, each member of the ‘group bills using
two claims: the first using the service rate code and the secend usingsthe off-site

group add-on rate code, and
e Off-site is billed daily in 15-minute units.

Crisis Under OLP

Note: The three crisis services described below are®NOT, part of the separate Crisis
Intervention. Any child/youth receiving this service,must have already been evaluated
and under the care of the practitioner deliveringsthe OLP (counseling and evaluated)
prior to using the crisis components.

Crisis under OLP is used if the child/youth experiences psychiatric, behavioral, or
situational distress in which the Non=Physician Licensed Behavioral Health Practitioner
(NP-LBHP) is contacted as‘the treatment provider. The reimbursement categories-
Crisis Triage (By telephone), Ciisis Off-Site (In-person) and Crisis Complex Care
(Follow up) allow the®NB-LBHP to provide the necessary interventions in crisis
circumstances.

OLP - Crisis Off-site
e Claims areybilled daily, in 15-minute units.
e Each crisis claim must include the appropriate CPT code and modifier(s),
e May'enly be provided off-site, and
o Only one claim is submitted for OLP Crisis; a separate off-site claim is not
permissible
OLP™- Crisis Triage (by telephone)
e Claims are billed daily, in 15-minute units, and
e Each crisis claim must include the appropriate CPT code and modifier(s)
OLP - Crisis Complex Care (follow-up to Crisis)
e Claims are billed daily, in five-minute units,
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e Each Crisis Complex Care claim must include the appropriate CPT code and
modifier(s), and
e Crisis Complex Care is provided by telephone

Crisis Intervention

As of May 1, 2024, Crisis Intervention rates and billing guidance has been conselidated with
Mobile Crisis to further support greater flexibility and access across the lifespan. For rates and
billing for Crisis Intervention, visit Medicaid Managed Care (ny.gov).

For information specific to this change see Mobile Crisis and Crisis ResideneesAuthority and
Reimbursement Changes memo, State Plan Amendment Updates todMebile Crisis Services
memo and State Plan Amendment Updates for Crisis Residence Reimbu#Sement Standards
memo.

Community Psychiatric Support and Treatment (CRST)

Claims for CPST services are defined basethen childiyouth and/or family and collateral
(with or without the child/youth present) or group and where the service is provided (i.e.,
on-site or off-site). See Appendix A for the list of rate codes and descriptions.

When submitting claims for CRST services the following rules apply:

CPST - Service Professional

Individual and/or Family

e CPST claims reguire the use of the appropriate rate code (see Appendix A),

e CPSTéseryices,are billed daily, in 15-minute units. If a child/youth CPST service
andfamily, CPST service are provided on the same day, each service must be
listed on'the claim using the appropriate CPT/modifier combination,

e yEaeh CPST claim must include the CPT code and modifier(s),

e £ GPST may be provided on-site or off-site,

e, Off-site CPST claims will be billed with one claim for the service rate code and a
second claim for the off-site rate code, and

e Off-site CPST is billed daily in 15-minute units.

Group
e Requires the use of the appropriate rate code (see Appendix A),
e CPST group services are billed daily, in 15-minute units,
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e Each CPST group claim must include the CPT code and modifier(s),

e Group size may not exceed more than eight members,

e CPST group sessions may be provided on-site or off-site,

e When group sessions are provided off-site, each member of the group bills using
two claims: the first using the service rate code and the second using the off-site

group add-on rate code, and
e Off-site CPST is billed daily in 15-minute units.

CPST - EBP

To bill the EBP rate, authorized EBP providers must: 1) meet the required CPST
qualifications; 2) obtain NYS EBP authorization; 3) implementithe EBP in fidelity to each
model for which designation is sought and 4) maintain certification in the EBP for the
length of time enhanced rates are billed and paid.

Authorized programs may begin billing the enhanced Medicaid rate upon completion of
initial EBP training. Providers should not bill the Standard CPST rates for services
provided via EBPs and should instead only billithe appropriate combinations listed in
Appendix: CFTSS Rate Code Descriptions.

All billing rules as outlined under CPST,— Service Professional (above) apply, in
alignment and accordance with fidelity reguirements.

If services are provided offSite to'a Medicaid Managed Care or Fee-for-Service enrollee,
providers should bill two separate €laims, one claim for the CPST-EBP service
provided, and a secong. claim to indicate the service was delivered offsite.

Please reference Appendix A for the appropriate rate codes, procedure codes, and
modifiers.

Psychosoeial Rehabilitation (PSR)

PSRuis divided into two different types of sessions: Individual and Group. Claims for
PSRyservices are defined using distinct rate codes based on the type of service
provided (i.e., individual or group). See Appendix A for the list of rate codes and
descriptions.

When submitting claims for PSR services the following rules apply:

PSR - Service Professional
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Individual

e Requires the use of the appropriate rate code (see Appendix A),

e PSR individual services are billed daily in 15-minute units,

e Each PSR claim must include the appropriate CPT code and modifier(s),

¢ PSR may be provided on-site or off-site,

e Off-site PSR is billed using two claims: the first using the servicesfate cade and
the second using the off-site add-on rate code. Both will include the same
procedure code and different modifiers (see Appendix A), and

e Off-site PSR is billed daily in 15-minute units.

e PSR Group services are billed daily, in 15-minutequnits,

e Each PSR Group claim must include the CPT code and modifier(s),

e Group size may not exceed more than eight members,

e PSR Group sessions may be provided on-site or’off-site,

e When group sessions are provided off-sitemeach member of the group bills using
two claims: the first using the service rate code and the second using the off-site
group add-on rate code, and

e Off-site PSR is billed daily in. 15-minute units

Family Peer Support Segrvices (FPSS)

FPSS is divided intg twendifferent types of sessions: Individual and Group. Services can
be provided on-site onoff-site. See Appendix A for the list of rate codes and
descriptions.

When submitting claims for FPSS services the following rules apply:

FPSS Service Professional

Individual
¢ ), Requires the use of the appropriate rate code (see Appendix A),
e FPSS services are billed daily, in 15-minute units,
e Each FPSS claim must include the CPT code and modifier(s),
e FPSS may be provided on-site or off-site,
e Off-site FPSS billed using two claims: the first using the service rate code and
the second using the off-site add-on rate code, and
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e Off-site FPSS is billed daily in 15-minute units

Group

e Requires the use of the appropriate rate code (see Appendix A),

e FPSS group services are billed daily, in 15-minute units,

e Each FPSS group claim must include the CPT code and modifier(s),

e Group size may not exceed more than 12 members,

e FPSS group sessions may be provided on-site or off-site,

e When group sessions are provided off-site, each member of the group bills using
two claims: the first using the service rate code and the second, using the off-site
group add-on rate code, and

e Off-site FPSS is billed daily in 15-minute units

Youth Peer Support (YPS)

YPS is divided into two different types of sessionsg Individual and Group. Claims for
YPS services are defined using distinct rate codes based on the type of service
provided (i.e., individual or group.). See Appendix A for the list of rate codes and
descriptions.

When submitting claims for YPS‘services the following rules apply:

YPS Service Professional

Individual

e YPS claims require the use of the appropriate rate code (see Appendix A),

e YPS servicesyarebilled daily, in 15-minute units,

e Each YRS claim must include the CPT code and modifier(s),

e Services provided by a bachelor’s level practitioner must include the modifier

o YRS may be provided on-site or off-site,

e Off-site YPS billed using two claims: the first using the service rate code and the
second using the off-site add-on rate code, and

o L Off-site is billed daily in 15-minute units

Group
e YPS claims require the use of the appropriate rate code (see Appendix A),
e YPS group services are billed daily, in 15-minute units,
e Each YPS group claim must include the CPT code and modifier(s),
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e Group size may not exceed more than eight members,
e YPS group sessions may be provided on-site or off-site,
e When group sessions are provided off-site, each member of the group bills us

two claims: the first using the service rate code and the second using the gff-site
group add-on rate code, and
o Off-site is billed daily in 15-minute units ‘

VIIl. APPENDICES

A. CFTSS Rate Code Descriptions: \

Appendix A shows the rate code, CPT code, and modifier co nations that will
be required under Medicaid Managed Care. Providers willése coding
combinations to indicate to the MMCP that the claim i ildren/youth’s service and
is to be paid at the government rate. The procedure,a ifier code combinations
must be adhered to by both provider and MMCP@I’ propriate rate payment.

In acknowledgement of the need for checks fraud and abuse, but to ensure a
child/youth's access to services is appropriate, service utilization must be based on

' edical necessity for extended durations must
be kept on file in the child/yo n addition to concurrent utilization review and

Support Services Provid Children’s Behavioral Health Early and Periodic
Screening and Diagnostic nt (EPSDT) Services, the MMCP may conduct post-
S to ensure services were provided appropriately.

payment administrx i
Note: There are nit (i.e., annual, daily, dollar amount) limits for CFTSS. All

determinations of scope, frequency and duration must be in accordance with medical
necessity and dividualized treatment plan.

ensed Practitioner

Service Rate Code Procedure Modifier Sl Unit Limit
Code Measure

OLP Licensed
Evaluation

15 Minutes
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Service Rate Code Fraeeeine Modifier ! Unit Limit
Code Measure
OLP Counseling —
Individual
HR — Family :
OLP Counseling — 7901 H0004 with 15Minutes N/A
Family (with or without child/youth
the child/youth
present) HS — Fami
without
child/yo
Other Licensed
Practitioner (OLP)
EBP, FFT12 _
7981 H0004 U A 15 Minutes N/A
Other Licensed
Practitioner (OLP)
Counseling, EBP, 9 HO004 ULl,UB | 15 Minutes | N/A
PCIT13

S

2 eMedNY Naming Convention:

LP FFT: OTH LLC PRACT CNSL INDIVL: EBP, FFT
3 eMedNY Naming Convention:

OLP PCIT: OTH LIC PRACT CNSL INDIVL: EBP, PCIT

103




NEW
YORK
STATE

Service

Other Licensed

Department
of Health

Rate Code

Office of

Procedure
Code

Office of Addiction
Mental Health | services and Supports and Farnlly Services

Modifier

Office of Children

Unit
Measure

Unit Limit

Practitioner (OLP) 7984 H0004 Ul, UA 15 minut /
EBP, MDFT
OLP Crisis -Offsite (In- .
person only) 7902 H2011 EP, ET 5 Minutes N/A
OLP Crisis Triage 7903 H2011 EP, 5Minutes|  N/A
-- Telephone
OLP Crisis Complex 7904 90882 5Minutes | N/A
Care (Follow up)
OLP Counseling - 7905 HO004 P | 15Minutes | N/A
Group
0791- EP,
SC

- Evaluation
Offsite — OLP H&%?;aﬁg )
Evaluation Individual 90791 or
or Family with HO004
child/youth present 79 depending on |-SIOC094F;r:|R' 15 Minutes

service with y N/A

Family without provided .
childiyouth pres chila/youth

HO0004 — HS,

SC — Family

without

child/youth

Oifyge - OLP 7927 HO004 | EP, HQ, SC | 15 Minutes | N/A
eling Group
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OLP Counseling (Family and Individual) Fee-for-Service billing Only

OLP Counseling if Family AND Individual are provided on same day, combine
both services on one claim line and submit.

Service Rate Code Unit Meast're Unit Limit
Fee-for-Service Only - OLP Counseling — Two ‘. y
Services — Family AND Individual provided on same 7901 15 Mi S N/A

day — combine both services on one claim line

Community Psychiatric Support and Treatment

Service Rate Code Procedure Code Modiiier ‘Unit Measure I_Lfrrr]:}t
CPST Service Professional — N\
Individual and/or Family (with 7911 HO036 . P 15 Minutes N/A
or without the child/youth) A
Community Psychiatric
Support and Treatment 7983 UL, UA | 15Minutes | N/A
(CPST) Service Professional, '
EBP, FFT4
Community Psychiatric
Support and Treatment .
(CPST) Service Professional, 985 HO0036 Ul, UA 15 minutes N/A
EBP, MDFT
gfosug Service Profess| 7912 H0036 EP,HQ | 15Minutes | N/A
Offsite - CPST Individ
[ 7921 HO0036 EP, SC 15 Minutes N/A
7928 H0036 "o | 15 Minutes | N/A

Procedure
Code

Modifier Unit Measure Unit Limit

Service Rate Code

14 eMedNY Naming Convention:

CPST FFT: COMM PSYCH SUPP TRTMNT SRVC PROF: EBP, FFT
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PSR Service 7913 H2017 EP 15 Minutes N/A
Professional
PSR Service 7914 H2017 EP,HQ | 15 Minutes N
Professional - Group
Offsite - PSR Individual 7922 H2017 EP, SC 15 Minutes
Offsite — PSR Group 7929 H2017 EP, HQ, SC | 15 Minutes

Family Peer Support

Procedure

Service Rate Code Code Modifier Unit Measure Unit Limit
FPS Service 7915 HO038 EP, UK | N/A
Professional
FPS Service 7916 HO038 | EP, UK, H ' N/A
Professional - Group
Offsite — FPS 7923 HO038 | EP, 15 Minutes N/A
Individual
Offsite — FPS Group 7930 HO038 15 Minutes N/A

Youth Peer Supports

Service Rate Code Erocedyre Modifier Unit Measure Unit Limit

YPS Service EP 15 Minutes N/A
Professional

YPS Service .

Professional - Group EP, HQ 15 Minutes N/A
Offsite - YPS .

Individual HO0038 EP, SC 15 Minutes N/A
Offsite =YPS HO038 EP, HQ, SC | 15 Minutes N/A

ntial Z-Codes:

s (used in the ICD-10), also known as Other Conditions That May Be a Focus of
linical Attention, are codes used to identify issues that are a focus of clinical attention
r affect the diagnosis, course, prognosis, or treatment of an individual's behavioral
health disorder. However, these codes are not a diagnosis.
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When an individual is presenting with significant impairment, Z-codes must be reflected
in a child/youth's case record when there is no evidence of a diagnosis. Rationale for
use of Z-codes should be directly tied to a clinical assessment.

The following list of Z-codes may be used in instances where a diagnosis is not yet
known and/or not specified; please note that this list is not intended to be exbhaustive of
all Z-codes that could potentially be used.

Code Cateqgory ICD- ICD-10 Code Description
10 Code

Child in welfare custody (in care of non-
Problems Related to Upbringing | Z62.21 parental family"member, in foster care)

Personal histery of physical and sexual
abysein childhood [Excludes current
Problems Related to Upbringing | Z62.810 physical or sexual abuse

Personal history of psychological abuse in
childhood [Excludes current psychological
Problems Related to Upbringing | 262.811 abuse in childhood

Personal history of neglect in childhood
Problems Related to Upbringing {,262:812 [Excludes current neglect]

Parent-biological child conflict (parent-
Problems Related to Upbringing® | Z62.820 child problem)

Problems Related to,Upbringing | 262.821 Parent-adopted child conflict
Problems Related to,.Upbringing | 262.822 Parent-foster child conflict
Problems Related to Primary

Support Group, including Family Disappearance and death of family
Circumstances 763.4 member

Prablems Related to Primary
Support Group, including Family Disruption of family by separation and
Circumstances Z63.5 divorce

Problems Related to Primary
Support Group, including Family
Circumstances Z63.72 Alcoholism and drug addiction in family
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Code Category ICD- ICD-10 Code Description
10 Code

Problems Related to Primary
Support Group, including Family

Other specified problems related to
primary support group (family discordj
estrangement, high expressed emotional
level within family, inadequate family
support, inadequate’ or distorted

Circumstances Z63.8 communicated within family)

Problems Related to other Victim of crime and terrorism (victim of

Psychosocial Circumstances Z65.4 torture)

Problems Related to other Exposure toydisaster, war, and other

Psychosocial Circumstances Z65.5 hostilities

Problems Related to

Employment and Unemployment | Z59.5 Extremepoverty

Problems Related to Housing Problem related to housing and economic

and Economic Circumstances Z59.9 circumstances, unspecified

Problems Related to other Problem related to unspecified

Psychosocial Circumstances Z65.9 psychosocial circumstances

Problems Related to certain

Psychosocial Circumstanges 264.0 Problems related to unwanted pregnancy

Problems Related tQUpbrinaging | Z62.898 Other specified problems related to
upbring

ProblemssRelated to

Employment and"Unemployment | Z56.0 Unemployment, unspecified

Problems*Related to Housing

and’Economic Circumstances Z69.6 Low income

Problems Related to Housing Insufficient social insurance /welfare

and Economic Circumstances Z59.7 support

Problems related to education

and literacy Z55.0 llliteracy and low level literacy
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Code Category ICD- ICD-10 Code Description
10 Code

Problems Related to Housing
and Economic Circumstances Z59.0 Homelessness
Problems Related to Housing
and Economic Circumstances Z59.1 Inadequate housing
Problems Related to Housing Lack of adequate food andssafe drinking
and Economic Circumstances Z59.4 water

Acculturation difficulty (problem with
Problems related to social migration;problems with social
environment Z60.3 transplantation
Problems Related to Upbringing Inadequate parental supervision and

Z62.0 control
Problems Related to Upbringing | 262.22 IAStitutional upbringing
Persons encountering health Encounter for mental health services for
services in other circumstances #| Z69.010 victim of parental child abuse
Persons encountering health Encounter for mental health services for
services in other circumstances |.Z69.020 victim of non-parental child abuse
Other problems related to Absence of family member due to military
primary support groeup Z63.31 deployment
Screening Z13.40 Developmental delay screening
Screening Z13.41 Autism screening
Screening Z13.9 Health risk assessment screening
Screening Z13.89 Screenings, other (social emotional)
Screening Encounter for maternal depression
Z13.32 screening

C. Evidence Based Practices (EBPSs):

|. BACKGROUND
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An integral design element of Children and Family Treatment and Supports (CFTSS) is
the allowance for state endorsed Evidence Based Practices (EBPs) for specific
interventions and services. New York State (NYS) is committed to the promotion and
support of EBP models under the Children’s Medicaid Redesign by implementing-a
process for agencies to apply and be approved for the provision of recognizeéd EBPs
under the Early and Periodic Screening and Diagnostic Treatment (EPSPT) CETSS
State Plan services.

In a cross-agency effort comprised of the Office of Mental Health (OMH), Office of
Addiction Services and Supports (OASAS), Office of Children and Family Services
(OCFS), and the Department of Health (DOH), NYS identifiedya list of allowable EBPs
and mechanisms to guide and inform implementation within, CFTSS programming. The
use of EBPs within CFTSS is intended to improve quality ef care, outcomes, reduce
length of stay, and enhance practitioner competencies., This effort was informed by
peer-reviewed research, stakeholder feedback, and consultation with proprietary
organizations and other states with EBP implementation.

EBPs in CFTSS will be conducted via.a phased implementation. NYS is committed to
continually researching and monitoring EBP outcomes and as appropriate, expanding
the type of EBPs in CFTSS.

II. INTRODUCTION

Through the implementation of the CFTSS array of services, NYS intended to offer
providers greater ¢apaeity to individualize care to children and families at the right time,
in the right way and inthe right amounts. To further assist providers in offering
specializedcare,NYS is creating greater flexibilities, by enabling agencies to augment
CFTSSithrough the provision of targeted EBP approaches for children and their
families. This_ allows clinicians to apply evidence-based strategies in ways that best
meetthe client’s needs and preferences.

CRISS designated agencies that provide Other Licensed Practitioner (OLP) and
Community Psychiatric Supports and Treatment (CPST) will be able to provide EBP
options through an application process, offering a wider range of treatment approaches
to meet the needs of children/youth and families. CFTSS provider agencies have the
flexibility to consider a child/youth and family’s unique and individualized needs within
the context of the overall service array, as not every child/youth and family either needs
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or will benefit from a specific EBP. Therefore, enrollment in CFTSS is not contingent
upon appropriateness for an EBP; instead, by embedding EBPs within the CFTSS

construct, families may remain enrolled within a service before needing the EBP and/or
after completing the EBP short term intervention.

[1l. NYS Endorsed EBPs in CFTSS
What are EBPs?

The term ‘evidenced-based practice’ is commonly used in a variety of settings and
contexts. For the purpose of NYS-endorsed EBPs for CFTSS, the termvrefers to a
specific list of NYS identified practices and programs supported by credible research
evidenced as effective. While regulations, guidance, and standards of care may
reference ‘best practice,” select EBPs require substantial training, consultation, and
other associated activities to meet fidelity measures., These figorous standards warrant
additional resources and compensation to suppoft agencysefforts to comply with fidelity
and program requirements. Because of this,"EBPs are identified as practice models that
are recognized as achieving the highest standard of research evidence; require
specialized training and credentialling; and maintain a structure to enable outcome
replication in alignment with fidelity.

In alignment with the definition of’'evidénced-based care by The American Psychological
Association, NYS-endorsed EBPs for CFTSS considers available research with clinical
expertise in the context of patient characteristics, culture, and preferences (APA, 2006).
EBPs are intended‘te be applied flexibly, within model fidelity, to accommodate client
culture and preferences, as informed by training organizations, supervisors, cultural
diversity consultants,and clinicians’ informed judgment. This approach assumes that
cliniciangsare conducting treatment in a manner conducive to therapeutic rapport, client-
directed care, and cultural humility.

Becoming a NYS Endorsed CFTSS EBP Provider

Getting Started

Provider Qualifications: To promote flexible service and intervention options for
children/youth and families, EBP authorization is only available to provider agencies
with existing OLP and CPST designation. In addition, eligible EBP CFTSS applicants
are required to have fully implemented the full range of OLP and CPST service
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components and demonstrate active provision at the time of application submittal. Not
all children/youth and families eligible for CFTSS will be appropriate for treatment via
EBP; therefore, agencies must have the ability to offer services in a manner that adapts
to the needs and preferences of the population(s) served. Agencies must be ableto
deliver CFTSS both with and without the EBP; OLP and CPST via EBP cannot be the
only option available to CFTSS enrolled children/youth and families.

Given EBPs will be delivered via OLP and CPST, it is critical that provideragencies not

only have existing designation authorization but also demonstrate adherence to service
standards, requirements, and positive quality of care measures.

NOTE: Depending upon the authorizing state agency, specific cfiteria to'verify a
provider agency’s compliance to verify “good standing” may apply.

NYS Endorsed EBPs

Evidence Based NYS NYS Staff Qualifications
Practice Contracted Reeognized
Proprietary Credentialling
Organization Organizations
Functional Family FFT, LLC FFT'Partners OLP: All current service
Therapy (FFT) staff qualifications
allowable

CPST: a Master’s degree
in social work,
psychology, counseling or
other related human
service field that supports
EBP intervention delivery,
plus one year of
applicable experience

Parent-Child PCIT OLP: All current OLP
Interaction Therapy | International licensed practitioner types
(PCIT) allowable
Multidimensional MDFT MDFT OLP: All current OLP
Family Therapy International International practitioner types

(MDFT) allowable.

CPST: a Master’s degree
in social work,
psychology, counseling,
or other clinical field, plus
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one year of applicable
experience

OR

a CASAC with at least,a
Bachelor’s degree
working within their scope
of practice under the
supervisiop#ofia‘licensed
practitioner, plus three
years applicable
experience.*

*Providersimust consult with MDFT
International and receive approval
from the State prior to launching a
program that includes therapists
without Master’'s degrees in a
clinical field.

How to Apply

CFTSS provider agencies seeking to provide & state endorsed EBP must apply and
receive authorization. Authorizationdsspopulation and site specific.

Prior to applying, agencies aresenceuraged to complete a self-assessment to
understand if the necessarysStructuresd@are in place to support EBP implementation and
determine if the needs of gheichildren/youth and families served via the program aligns
with allowable EBPs. It is critical that agencies are aware of the credentialing
obligations, fidelity measures, and other billing and program requirements prior to
beginning the application process.

Requests forlEBP authorization will be evaluated by the New York State EBP Review
Team. ThesNYS EBP Review team is comprised of representatives from four state
agencies (DOH, OMH, OASAS, and OCFS); however, NYS reserves the right to seek
input. and advice from other experts through the application review process.

The Stateswill make a determination following the review of all required documentation.
It iSINYS’ expectation that all EBPs operate within fidelity of the EBP model. All EBP
mogdels have different required documentation. It is the responsibility of the applicant,
not the NYS EBP Review Team, to understand all requirements needed to be approved
for a particular EBP. Authorization will be awarded dependent upon a variety of factors
including, the content of the application, community need, provider agency standing
and/or functioning of current CFTSS programming, EBP readiness, and regional
distribution to support statewide access.
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Any existing EBP provider that was operational before the issuance of this guidance will
need to apply for authorization if the provider wishes to be considered for enhanced

Medicaid reimbursement. Agencies must submit applications, and be approved by NYS,
to be reimbursed for the EBP under CFTSS.

For more information related to applying for EBP Authorization, please contagct
cwe.info@nyu.edu.

EBP Authorization

NYS has partnered with specific proprietary organizations to administer EBP training.
Given that training availability is limited, EBP authorization will besadministered in
phases or cohorts. If an application is not accepted within a cohosrtyitwill be waitlisted
until the next available cohort for review. Agencies will be notifieddnithe event their
application is reserved for future cohorts.

NOTE: Applicants may be limited by the number of staff theyacan include in a specific
cohort.

Authorization Agencies

Agencies whose applications have been approved and accepted into a training cohort
will receive EBP authorization to€nable them to initiate training and bill the enhanced
Medicaid rates after training beginsyOnce authorized, NYS will issue an updated
CFTSS Designation Letter indicating approval by EBP and site/location. Agencies are
required to update all applicable dogumentation including policies and procedures, as
applicable, to reflect EBP requirements and associated processes in accordance with
this guidance.

Authorized provider agencies are able to use the title of “NYS-authorized” and “NYS-
endorsed” as relevant to,EBPs in alignment with CFTSS Designation.

EBP authorization will be reflected on the Designated Children's HCBS and CFTSS
Providers list andwill be communicated to the NYS Center for Workforce Excellence
(see.section Phase Il for more information) and Medicaid Managed Care Organizations.

Waitlist for EBP Authorization

EBR,training space is limited; therefore, NYS will be authorizing CFTSS agencies in
phases or by cohorts. Applications will be reviewed in the order received; however,
priority may be granted to agencies depending upon identified need or geographic
location. In the event a cohort is filled, approved applications will be ‘waitlisted’ until the
next available cohort. Waitlisted agencies will be notified, and their application will be
reserved with priority. Upon the opening of another cohort, for each identified EBP, NYS
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or its designee will inform waitlisted applicants and welcome them to update their
previously submitted application, as needed.

Denial of EBP Authorization

Regardless of outcome, agencies will be notified of the EBP application determination. If
an applicant is not authorized, they will be notified, in writing, of the state’s
determination with rationale. There is no appeal process, and all NYS EBR,Review
Team decisions are final. However, applicants may resubmit/reapply an application with
missing information or new evidence in a future cohort.

Denial of EBP authorization will not impact existing licensure or desighation.

Credentialing Process

Center for Workforce Excellence

NYS has partnered with the Center for Workforce Exeegllence (CWE) to not only support
the implementation of EBPs in CFTSS but also, further penetration of EBPs across the
child-serving system. As a result, authorized EBPyproviders are required to collaborate
with the CWE to facilitate staff trainings, provide requested data and other EBP-related
information, and to ensure access tersupportive technical assistance and associated
resources. The CWE will serve as the conduit between NYS, EBP proprietary
organizations, and provider agéencies.

In the event an authorized preyider. agency has staff with existing credentialing or
prefers to partner with a preprietafy organization different than those partnered with
NYS, connection withthe CWE is still required to maintain EBP authorization under
CFTSS. Data and infermation collected through the CWE will help to inform and guide
future efforts to expand'EBP endorsement across the lifespan and meet the needs of
specialized populations. This information will inform and guide the State on future EBP
efforts and*modalities.

Training

As part ofithe application process, CFTSS provider agencies will attest to their ability to
meetthe training and consultation requirements for EBP credentialling. Changes to
infarmation included in the agency’s application should be communicated to the CWE
when impacting training attendance and program adherence. Similarly, for agencies that
opt to partner with a proprietary organization other than those contracted with NYS,
ongoing communication with the CWE to track training and compliance is still required.
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Ongoing Authorization

Although individual practitioners or teams will be credentialed in an EBP, NYS will only
issue authorization to agencies with OLP and CPST designation. Authorization will.not
be granted to individuals or groups. EBP authorization identifies provider agencies
currently delivering an EBP to model fidelity or are in the process of pursuing
certification to deliver an EBP. It is the responsibility of the EBP authorized agency. to
ensure they maintain competent staff to uphold the model, delivering thesintervention to
fidelity, and certification renewal of the EBP. It is understood that staff turnaver, attrition,
and other factors may impact an agency’s temporary ability to maintain modeldfidelity. In
these cases, EBP authorization may be maintained pending agency‘efforts'to come into
compliance with EBP requirements. This may include hiring for staff vacancies and
enrolling in needed training for credentialing. During the period inwhich fidelity is not
met, billing the enhanced rate is not permitted. Agencies are required to update the
CWE with information specific to changes in staffing and. ahility t6 maintain fidelity.

Termination or Withdrawal of Authorization

EBP authorization is contingent upon an agency’s ©LP and CPST designation and
ongoing provision of these services when not delivered via the EBP. Agencies must
maintain CFTSS licensing/designation in compliance with related state-issued
regulations, guidance, or other requirements. Authorization may be impacted in
circumstances in which an ageney’s CFTSS program in placed under Enhanced
Monitoring or other corrective action. Agencies are required to disclose any program or
fiscal changes impacting CETSSsoperations and quality of care to NYS. In addition,
continued EBP authorizationiis'dependent upon a program’s adherence to EBP fidelity
measures - with certain exceptions such as staff turnover based on model allowances.

For circumstances imwhich™a program is unable to meet training requirements or other
required model expectations, corrective action may be requested. Written notice will be
sent to the provider ofineeded corrective action; the provider will have 14 business days
to respondto NYS or its designee. Provider responses must be submitted in writing, per
instructions outlined in the written notice. If the provider is unable or unwilling to submit
a plan to.come’into compliance per NYS or proprietor requirements within 90 days, NYS
may initiate the procedure for termination of designation (see below).

If authorization is terminated or withdrawn, the provider must cease admissions to the
affected EBP. NYS or it's designee will notify providers through written correspondence
of intent to terminate authorization. Contracted Managed Care Organizations (MCOS)
will also be notified when a provider is no longer authorized.

In no event, shall NYS be liable for expenses and obligations arising from EBP service
delivery after the date of withdrawal or termination. The Provider shall not submit any
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claims for payment for services, expenses or obligations incurred after the date of
withdrawal or termination.

If OLP and/or CPST licensing/designation is terminated or voluntarily withdrawn for.any
reason, EBP authorization will subsequently be revoked in accordance with the process
outlined in this guidance.

Termination

When termination is due to failure to meet model requirements and/or meeting NYS
EBP requirements including participating in CWE activities, information will be obtained
from the model proprietor and CWE to inform authorization determination.

The provider may request an appeal of the termination of autherization in writing within
14 days of the date of written notice. The request must state speeific reasons why the
provider considers the revocation of authorization incarrect,and must be accompanied
by any supporting evidence or arguments. Appeals are written appeals only; there is no
right to a hearing. NYS will issue a final decision within 14 days of receipt of the appeal
pending requests for additional information

A provider whose authorization has been terminated may apply for a future EBP cohort
after it has been determined that thesprovider has thoroughly corrected the problems
which arose during the training, efedentialing, or implementation process. An on-site
and/or desk evaluation may be*conducted prior to approving an application for future
cohorts.

Withdrawal

A provider may choose to veluntarily withdraw their authorization status for any reason,
including a lack of‘eapaeity or expertise to provide the EBP. This process is initiated by
the provider and.should be based on the ability of the provider to actively deliver
services permodel requirements.

Procedute for withdrawing authorization (initiated by provider):

1. Providernotifies NYS in writing of their intention to withdraw their EBP authorization
status. This notification must include the anticipated time frame for the withdrawal, EBP,
reasen for withdrawal and counties and youth affected by the withdrawal.

20A safe plan of transition must be developed and shared with NYS or it's designee for
families currently receiving treatment via EBP.

3. Upon approval by NYS or it's designee of provider’s authorization withdraw plan,
provider notifies contracted MCOs, relevant counties, and referral sources to cease
referrals.

4. After all enrolled children/youth are safely transitioned, as applicable, the provider
will be unauthorized for EBPs requested and removed from the
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HCBS and CFTSS Providers list for requested EBP An updated designation letter will
be sent (via email) to the provider indicating “application withdrawn” and the date of the

change in status.

5. Provider will send an updated designation letter to contracted MCOs so contract
amendments may be made, if necessary.

IV. PROGRAM IMPLEMENTATION

Eligibility

The intent of any endorsed EBP should be to target children and youth under 21 years
of age, who are Medicaid or Child Health Plus eligible and have aeeds,in alignment with
CFTSS Medical Necessity, in accordance with the identified sefvieé,;jand meet the
target criteria of the authorized EBP.

Appropriateness

In addition to Medical Necessity, appropriateness foran EBP must also be considered.
The below elements should be used to inform if a‘¢hild/youth and family may match with
a specific EBP in alignment with clinical need.

Functional Family Therapy (FFT)

Ages

Youth 11-18 years of age

Presenting Needs

At risk.or hrave been referred for behavioral or emotional problems
in€luding, violence, drug abuse/use, emotional and behavioral
congerns, gang involvement, family/relationship conflict

Interventions

- Status/diversion youth/at risk for outplacement or further
penetration into care systems
- Moderate and serious system-involved youth

Time Commitment

- Short-term, family-based/relational program
- 12-16 sessions for moderate cases, 26-30 for more serious
cases spread over 3 to 5 months

Location(s)

- Conducted in home and office settings (preference for home)
- Cannot be conducted via telehealth

Parent-Child Interaction Therapy (PCIT)

Ages

Children 2.5 — 6 years 11 months

Presenting Needs

-Children with DBDs / disruptive behaviors / pathogenic parenting
including, - Aggression that is not typical to the developmental
stage of the child
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- Behaviors exhibited frequently for extended periods of time that
are not related to any obvious stressors
- Behaviors are interfering with the child or caregiver(s)’s life

Intervention

Transdiagnostic behavioral family intervention including;:using play
to facilitate healthy interaction between caregiver(§) and child(ren)

Time Commitment

12-20 sessions

Location(s)

Can be delivered via telehealth or in a community-based setting
Recommended modality is to deliver PCIT in an office-based
setting while staff complete trainings and buildd«€ompetency

Contraindications

- Parents in active substance misuse/disarder
- Perpetrators of sexual abuse

Multidimensional Family T

herapy (MDFT)

Ages

Youth 10-21 years of age (and their families)

Presenting Needs

At risk or have been referred for behavioral or emotional problems
including substanceyuse,’delinquency, violent and aggressive
behaviors, and educational challenges

Interventions

-Flexiblesand comprehensive treatment system in which therapists
intervene to improve youth and family functioning by working in
four intereonnected areas: individually with the youth, individually
with parents/caregivers, together as a family, and collaboratively
With’ community systems

-To achieve its primary goals of reduced adolescent substance
use and delinquency and improved mental health, school and
social functioning, MDFT focuses on helping youth develop and
progress towards meaningful life goals and improve emotional
regulation, communication skills and problem-solving skills

Time Commitment

- Sessions are conducted from 1-3 times per week over the course
of four to six months in the home, office, or community.

- 45-90min session, average of 2/week

- Intensity of treatment dosage depends on the severity of youth
and family problems, and tends to taper off at the end of treatment
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Location(s) - Can be implemented in a variety of settings and levels of care,
including mental health, substance use, juvenile and criminal
justice, and child welfare sectors of care

- Can be applied outpatient, in-home, hybrid outpatient and in-
home programs, and partial hospitalization/day treatment

Documentation

EBPs will be administered via select CFTSS as such, documentation must refléct the
use of EBPs within the child’s case record. Any EBP program required documentation
should be maintained with CFTSS program documentation. CFTSS treatment plans and
progress notes must identify when interventions are administered.via EBP.
Documentation must clearly identify how the needs and priorities of the child/youth and
family is appropriate for an EBP.

All CFTSS documentation must remain adherent to applicablesprogram requirements.
For more information specific to CFTSS documentation see'CFTSS Health Record
Documentation Guidance.

CFTSS Operational Considerations

Child/youth and families cannot be cencurrently enrolled in the same EBP across
multiple programs or services.

Commonly, agencies employ credentialed staff that work in a variety of programs and
settings. If agencies opt te utilize currently employed EBP credentialed staff to deliver
services in CFTSS and the staff\works in a different program such as an Article 31
Mental Health Outpatient Treatment and Rehabilitative Services (MHOTRS)/clinic or
locally funded program, they.must be appropriately cost-allocated to reflect time worked
in each program type.

Admissionsprioritization and service access must align with agency policies and
procedures in accordance with level of risk, need, and severity of condition. Any
admission processes should consider equitable and timely access for all eligible and
appropriatesyouth for admission to CFTSS.

D. Glgssary of Terms:

Advocacy: The spirit of this work is one that promotes effective parent/caregiver-
professional-systems partnerships. Advocacy in this role does not include legal
consultation or representation. It is defined as constructive, collaborative work with and
on behalf of families to assist them to obtain needed services and supports to promote
positive outcomes for their children.
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Authorization: the approval by the managed care plan for the provision of service to
enable the provider to bill Medicaid for services rendered.

Child/Youth: Individual under age 21

Collateral: means a person who is a member of the recipient’s family orshousehold, or
other individual who regularly interacts with the recipient and is directly‘affected by or
has the capability of affecting his or her condition and is identified in the treatment plan
as having a role in treatment and/or is necessary for participation in‘the evaluation and
assessment of the recipient prior to admission. A group composed_of collaterals of more
than one recipient may be gathered together for purposes of @oal-oriented problem
solving, assessment of treatment strategies and provision‘@f praetical skills for assisting
the recipient in the management of his or her illness.

Crisis Episode: All acute psychological/emotional changesan individual is experiencing
which results in a marked increase in persanakhdistress and which exceeds the abilities
and the resources of those involved (e.g., collateral, provider, community member) to
effectively resolve it.

Crisis Plan: A tool utilized byroviders for children/youth to assist in: reducing or
managing crisis related symptoms; promoting healthy behaviors; addressing safety
measures; and/or preventing or reducing the risk of harm or diffusion of dangerous
situations. The child/youth/family"will be an active participant in the development of the
crisis plan. With thé‘family’s,consent, the crisis plan may be shared with collateral
contacts also working with that child/youth/family who might provide crisis support or
intervention inthe future. Sharing the crisis plan helps to promote future providers'
awarenesS 6f and ability to support the strategies being implemented by the
child/youth/family.

Cultural,Competency: Attributes of a healthcare organization that describe the set of
congruent behaviors, attitudes, skills, policies, and procedures that are promoted and
endorsed to enable caregivers at all levels of the organization to work effectively and
efficiently with persons and communities of all cultural backgrounds.

An important element of cultural competence is the capacity to overcome structural
barriers in healthcare delivery that sustain health and healthcare disparities across
cultural groups.
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Culture: The shared values, traditions, arts, history, folklore, and institutions of a group
of people that are united by race, ethnicity, nationality, language, religious, spirituality,

socioeconomic status, social class, sexual orientation, politics, gender, gender identity,
age, disability, or any other cohesive group variable.

Designated Mental lliness (DMI): A disruption of cognitive, emotional, or béhavieral
functioning, which can be classified and diagnosed using the current edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM), or the International
Classification of Diseases (ICD), other than:

e substance use disorders in the absence of other mental health conditions defined
in the DSM or ICD;

e Neurodevelopmental disorders in the absence of othefimental health conditions
defined in the DSM or ICD except Attention-Deficit/Hyperactivity Disorder and Tic
Disorders;

e major neurocognitive disorder, traumatic brain injury, or mental disorders due to
another medical condition

Developmental Disability: Section 1.03(22) of the New York State Mental Hygiene
Law is the legal base for eligibility determination and defines Developmental Disability
as: A disability of a person that: (@)(1) Is‘attributable to intellectual disability, cerebral
palsy, epilepsy, neurological impairments familial dysautonomia, Prader-Willi syndrome
or autism; (2) Is attributable'to any other condition of a person found to be closely
related to intellectual disahility'because such condition results in similar impairment of
general intellectual functioning or adaptive behavior to that of intellectually disabled
persons or requires treatment and services similar to those required for such persons;
or (3) Is attributable,to dyslexia resulting from a disability described in (1) or (2); (b)
Originates béfare’such, person attains age twenty-two; (c) Has continued or can be
expectedto continue indefinitely; and (d) Constitutes a substantial handicap to such
person's ability to function normally in society.

Early‘and,Periodic Screening and Diagnostic Treatment (EPSDT): Provides
comprehensive and preventive health care services for children under age 21 who are
enrelled in Medicaid. EPSDT is key to ensuring that children and adolescents receive
appropriate preventive, dental, mental health, developmental, and specialty services.

Evidenced-Based Practice: The Institute of Medicine (IOM) defines "evidence-based
practice" as a combination of the following three factors: (1) best research evidence, (2)

best clinical experience, and (3) consistent with patient values (Institute of Medicine,
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2001. Crossing the quality chasm: A new health system for the 21st century.
Washington, DC: National Academy Press). These factors are also relevant for child
welfare. NYS has adopted the Institute of Medicine's definition for evidence-based
practice with a slight variation that incorporates child welfare language: Best Researeh
Evidence, Best Clinical Experience, and Consistent with Family/Client Values. This
definition builds on a foundation of scientific research while honoring the clinical
experience of child welfare practitioners and being fully cognizant of thevalues of the
families served.

Family: Is defined as the primary caregiving unit and is inclusive ofthe wide diversity of
primary caregiving units. Family is a birth, foster, adoptive or self-Created unit of people
residing together, with significant attachment to the individualjconsisting of adult(s)
and/or child(ren), with adult(s) performing duties of parenthood/caregiving for the
child(ren) even if the individual is living outside of the home.

Federal Financial Participation (FFP): A perceatagejof state expenditures to be
reimbursed by the federal government for thesadministrative and program costs of the
Medicaid program. FFP is calculated as a pergéntage based on the per capita income
of the state compared to the nation. IThe minimum level of participation is 50 percent.

Home or Community Setting®Home setting or community setting means the setting in
which children primarily reside or'spend time, as long as it is not a hospital or nursing
facility, such as an Intermediate Care Facility (ICF), or psychiatric nursing facility. Note:
this is distinguished from a'Home and Community Based setting. These State Plan
services do not have,to comply with the HCBS settings rule, 42 CFR 441.301 and 530.

Human ServicesfField: A wide range of fields of education and degrees that may
gualify apfindividual to provide one or more of the Children and Family Treatment and
Support Servicés. Such field may include, child and family studies, community mental
healthy counseling, education, nursing, occupational therapy, physical therapy,
psycholegy, recreation therapy, rehabilitation, social work, sociology, or speech and
language pathology, human services, human development, criminal justice or other
related degrees. For a reference list to fields that may be appropriate, please go to:
https://oasas.ny.gov/system/files/documents/2019/11/approved-human-services-

tegrees.pdf

Licensed Practitioner of the Healing Arts (LPHA): An individual professional who is
licensed as a Registered Professional Nurse, Nurse Practitioner, Psychiatrist, Licensed
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Psychologist, Licensed Psychoanalyst, Licensed Master Social Worker (LMSW),
Licensed Clinical Social Worker (LCSW), Licensed Marriage & Family Therapist,
Licensed Mental Health Counselor, Licensed Creative Arts Therapist, or Physician (per
OMH 599 regulations) and practicing within the scope of their State license to
recommend Rehabilitation services. Clinical Nurse Specialist, Licensed Master Social
Worker, and Physician Assistants who are licensed and practicing within the scope of
their State license may recommend Rehabilitation services, only where netedhin the

approved State Plan and manual. Approved LPHAs who can refer and‘rfecommend may
vary for each service are defined in the service description.

Medical Necessity: New York law defines “medically necessary medical, dental, and
remedial care, services, and supplies” in the Medicaid program as those “necessary to
prevent, diagnose, correct, or cure conditions in the persofythat gause acute suffering,
endanger life, result in illness or infirmity, interfere withs/Sueh person's capacity for
normal activity, or threaten some significant handicap and which are furnished an
eligible person in accordance with state law” (N.¥. So¢. Serv. Law, § 365-a).

Natural Supports: Natural supports are individuals and informal resources that a
family/caregiver can access, independent of formal services. These supports are a
significant source of culturally relevant emotional support and caring friendships for
children and families. Natural$Supperts can be short-term or long-term and are usually
sustainable and available ta'the child@nd family/caregiver after formal services have
ended.

Non-Physician Licensed«sBehavioral Health Professional (NP-LBHP): NP-LBHPs
include individualsilicensed and able to practice independently for which reimbursement
is authorized‘under the Other Licensed Practitioner section of the Medicaid State Plan.

Non-physicianLticensed Behavioral Health Practitioner (NP-LBHP) includes:
¢ WLicensed Psychologist
o ( Liecensed Psychoanalyst
e, Licensed Clinical Social Worker (LCSW)
e, Licensed Marriage & Family Therapist (LMFT)
e Licensed Mental Health Counselor (LMHC)
e Licensed Creative Arts Therapist (LCAT)

A NP-LBHP also includes the following individuals who are licensed to practice under
supervision or direction of a Licensed Clinical Social Worker (LCSW), a Licensed
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Psychologist, or a Psychiatrist:
e Licensed Master Social Worker (LMSW)

NOTE: Psychiatrists, Licensed Physician Assistants, Licensed Physicians, and
Licensed Nurse Practitioners are also licensed, but services by these practitioners
authorized for Medicaid reimbursement reside under another authority in'the
Medicaid State Plan.

Psychoeducation: Assisting the child/youth and family members or other collateral
supports to identify strategies or treatment options associated with:
o The child/youth’s behavioral health needs;
o0 The goal of preventing or minimizing the negative effects of mental iliness
symptoms or emotional disturbances; or substanceyuse or associated
environmental stressors which interfere withithe*child/youth’s life

Recommendation: when a treating Licensed Practitioner«©fthe Healing Arts (LPHA)
identifies a particular need in a child/youth based onwa completed assessment and
documents the medical necessity for a specifie’service.
NOTE: For access to the rehabilitative ‘services, the child/youth must have a
behavioral health diagnosis. If the.child is not yet diagnosed, the LPHA must first
make a referral to a Licensed,Practitioner who has the ability to diagnose in the
scope of his/her practice (€.g., OLP).

Referral: when an individual or service provider identifies a need in a child/youth and/or
their family and makes a linkage/connection to a service provider for the provision of a
service that can meet that need.
NOTE:Foraccess to the rehabilitative services, the child/youth must have a
behavioral,health diagnosis. If the child is not yet diagnosed, a referral must first
be madeé to a Licensed Practitioner who has the ability to diagnose in the scope
of his/her practice (e.g., OLP)

Rehabilitative services: Within the context of these State Plan Services for children
under 21 years of age, rehabilitative services refer to behavioral health services that
help a child/youth keep, restore, or improve skills and functioning for daily living and
skills related to communication that have been lost or impaired. Rehabilitative services
under the new children’s State Plan Amendment are primarily provided by unlicensed
practitioners within qualified provider agencies complying with the requirements outlined
in this policy manual.
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Restoration: Returning to a previous level of functioning.

School Setting: The place in which a child/youth attends school.

Serious Emotional Disturbance (SED): A designated mental illness diagnesis
according to the most current edition of the Diagnostic and Statistical Manual‘ef Mental
Disorders (DSM) for a child or adolescent who has experienced functional limitations
due to emotional disturbance over the past 12 months on a continuous or intermittent
basis. The functional limitations must be moderate in at least two of the following areas
or severe in at least one of the following areas:
* Ability to care for self (e.g. personal hygiene; obtaining and.eating food;
dressing; avoiding injuries); or
» Family life (e.g. capacity to live in a family or family, like environment;
relationships with parents or substitute parents, ‘siblings and other relatives;
behavior in family setting); or
* Social relationships (e.g. establishingrand maintaining friendships; interpersonal
interactions with peers, neighbors and.ether adults; social skills; compliance with
social norms; play and appropriate use of leisure time); or
» Self-direction/self-control{(e.g. ahility to sustain focused attention for a long
enough period of time 10 permit campletion of age-appropriate tasks; behavioral
self-control; appropriate judgment and value systems; decision-making ability); or
* Ability to learn (e.g. sehoaolfachievement and attendance; receptive and
expressive language; relationships with teachers; behavior in school).

Service Provider:alndividuals/organizations that provide and are paid to provide
services to the,child/yeuth and family/caregiver.

Substance Use Disorder (SUD): A diagnosis of a substance use disorder is based on
a pathoelogical‘pattern of behaviors related to the use of the substance. The diagnosis
of,a substance use disorder is based on criteria defined in the current Diagnostic and
Statistical Manual of Mental Disorders (DSM) and can be applied to all ten classes of
drugs including: alcohol; cannabis; hallucinogens; inhalants; opioids; sedatives,
hypnotics, anxiolytics; stimulants; tobacco; and other (or unknown) substances.

Trauma-Informed: Trauma-informed services are based on an understanding of the
vulnerabilities or triggers experienced by trauma survivors that may be exacerbated

through traditional service delivery approaches so that these services and programs can
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be modified to be more supportive and avoid re-traumatization. All programs should
engage all individuals with the assumption that trauma has occurred within their lives
(SAMHSA, 2014). Cultural difference exists in the perception and interpretation of the

trauma; the meaning given to the traumatic event; and the beliefs about control overithe
event.

Treatment Plan: A treatment plan describes the child/youth’s condition and Services
that will be needed, detailing the practices to be provided, expected outcome, and
expected duration of the treatment. The treatment plan should be culturally and
linguistically relevant, trauma informed, and person-centered.

Warm handoff: An approach in which a current provider of atchild/family facilitates an
introduction to another provider to which the child/family istbeingyeferred and/or
schedules a follow up appointment.

Youth: Individuals generally 14 years of age and,older.

E. Knowledge Base/Skills Recommendations:

These are the skills and knowledge base,the State recommends for providers delivering
the new State Plan services toschildren in'order to demonstrate competency. This list is
not exhaustive, and it is expécted-thatyproviders will augment the required training,

detailed in each individual service séction of this manual, and may include the following:

Knowledge Base
e Basic Understanding of Medications: Intended Effects; Interactions; and Side
Effects
e Childvand)Adolescent Development
e Child Serving Systems
¢ L Consumer Rights
e ( Gultural and Linguistic Competence including Language Access
e, Domestic Violence: Signs and Basic Interventions
e, Emotional, Cognitive, and Behavior Management Techniques
e Frequently Abused Drugs and Drug Combinations
e Harm Reduction
e HIPAA, Consent and Confidentiality
e Medication Assisted Treatment for Substance use disorder (SUD)
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Mental Health Disorders- Signs and Symptoms
Service Continuum- Community Resources
Substance Use Disorders- Signs and Symptoms

Suicide Prevention
Trauma Informed Care

Skills:
¢ Assessment- Clinical (as applicable for some services)
e Assessment- Collaborative Family/Peer Appraisal (as applicable for'séme
services)
e Crisis De-escalation, Resolution, and Debriefing
Emergency Recommendation Response (e.g., Narcan/Naléexone Administration
or EpiPen)
Engagement and follow through
Family Support
Linkage facilitation (bridging and transition Support)
Meeting or Group Facilitation Skills
Motivational Interviewing
Safety Plan Development, implementation, and Monitoring
Treatment planning andsimplementation
Psychotherapeutic Interventions’(e.g. Cognitive Behavioral Therapy; Trauma-
Focused CBT; Dialectical Behavior Therapy; Child-Parent Psychotherapy, etc.)
e Therapeutic Use of Self-Disclosure

F. Staffing Guidelines:

Practitionérs who,are qualified by credentials, training, and experience to provide direct
services related to the treatment of health and behavioral health issues under the
Medicaid Agency will work for a child serving agency or agency with children’s
behavieral health and health experience that is licensed, certified, designated, and/or
approved by OMH, OASAS, OCFS, or DOH or its’ designee and shall include the
follewing:

a. CASAC: Staff person who holds a credential by the NYS OASAS as a
Credentialed Alcohol and Substance Abuse Counselor
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b. CASAC-T: A CASAC Trainee who meets specific eligibility requirements and
passes the Alcohol and Drug Counselor (ADC) examination

c. Certified Recovery Peer Advocate (CRPA) with a Family Specialty: Tosde
certified as CPRA-Family, the individual must be at least 18 years of age and
have the following:

o Demonstrated lived experience as a primary caregiver of asyeuth who has
participated in (or navigated) the addiction services system. They provide
education, outreach, advocacy and recovery support services far families
seeking and sustaining recovery on behalf of a child oryouth

« Have a high school diploma or General Equivalen€y Degréee (GED)
preferred or a State Education CommencementiCredential.

e Completed a minimum of 46 hours of content,specific training, covering
the topics: advocacy, mentoring/education, recovery/wellness support and
ethical responsibility

o Documented 500 hours of related work or, volunteer experience,

e Provided evidence of at least25shours,ef supervision in a peer role.

o Passed the NYCB/IC&RC Peer Advocate Exam or other exam by an
OASAS designated certifying body

o Demonstrated a minimum of 20 hours in the area of Family Support
(combined onling*andiclassroom training)

o Complete 24 hoursfof continuing education plus 4 hours peer ethics
earned every three years.

d. Certified Reeovery,Peer Advocate (CRPA) with a Youth Specialty: To be
certified as'a CRPA-Youth, an individual must be 18 to 30 years of age and have
the follewing:

o/ Lived experience defined as having been impacted or affected by substance
use disorders and/or be in recovery from substance use disorders

» A"high school diploma or a State Education Commencement Credential or
General Equivalency Degree (GED)

e Completed a minimum of 46 hours of content specific training, covering topics
of: advocacy, mentoring/education. Recovery/wellness support and ethical
responsibility

e Documented 500 hours of related work or volunteer experience.
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« Provided evidence of at least 25 hours of supervision in a peer role,
Supervision must be provided by an organization documented and qualified te
provide supervision per job description.

o Passed the NYCB/IC&RC Peer Advocate Exam or other exam by an OASAS
designated certifying body

o Demonstrated a minimum of 20 hours specifically related to Youth Peer
Support (combined online and classroom training)

o Completed 24 hours of continuing education plus 4 hours peer ethics earned
every three years

e. Certified Rehabilitation Counselor (CRC) is certified with a.national Certified
Rehabilitation Counselor (CRC) designation by the Commission on Rehabilitation
Counselor Certification (CRCC) that states the stan@dard for quality rehabilitation
counseling services in the United States and Cafada. All VVocational
Rehabilitation staff within the OASAS treatment provider system must adhere to
the Code of Ethics set forth by the NYS Ethics Commission
(http://www.nyintegrity.org/) and/or thes€ommission on Rehabilitation Counselor
Certification (CRCC) (www.crccertification.com).

f. Community Psychiatric Supportand Treatment (CPST) Provider

Components 1-3:

e Master’'sidegree in'social work, psychology, or in related human
services plus one year of applicable experience OR who has been
certified imwan Evidenced Based Practice in lieu of the one year
experience requirement OR

e <a Bachelor's degree who have been certified in an Evidenced Based
Practice consistent with the CPST component being delivered
0 These practitioners may also include licensed and currently
registered practitioners such as: Registered Professional
Nurses, Licensed Occupational Therapists and Licensed
Creative Arts Therapists to the extent they are operating under
the scope of their license. OR
e Bachelor’s degree with a minimum of three years of applicable
experience in children’s mental health, addiction, and/or foster
care/child welfare/juvenile justice or other related human services field
and no certification in an Evidenced Based Practice
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Components 4-6:

e Bachelor's degree with a minimum of two years of applicable
experience in children’s mental health, addiction, foster care/child
welfare/juvenile justice and/or a related human services field apd o
certification in an Evidenced Based Practice

o Practitioners with a bachelor’s degree and the required

applicable experience but no certification in an Evidenced
Based Practice may only perform limited CPST activities.

g. Licensed Creative Arts Therapist is an individual who is licensed and currently
registered as a Creative Arts Therapist by the New YorkState Education
Department possesses a creative arts therapist permitifrom the New York State
Education Department.

h. Credentialed Family Peer Advocate (FPA)yFamily Peer Support will be
delivered by a New York State Credentialed FamilysPeer Advocate (FPA). To be
eligible for the FPA Credential, the individualmust:

e Demonstrate ‘lived experience’ as afparent or primary caregiver who has
navigated multiple child serving systems on behalf of their child(ren) with
social, emotional, developmental, health and/or behavioral healthcare needs.

e Have a high schooldiploma, high school equivalency preferred or a State
Education Commencement Credential. This educational requirement can be
waived by the certifying agency if the person has demonstrated competencies
and has relevantilife experience sufficient for the peer credential.

e Complete Level ©One and Level Two of the Parent Empowerment Program
(PEP) Training for Family Peer Advocates or approved comparable training.

e Submitthree letters of reference attesting to proficiency in and suitability for
the role,of a FPA including one from the FPA’s supervisor.

e Document 1000 hours of experience providing Family Peer Support Services.

e Agree to practice according to the Family Peer Advocate Code of Ethics.

e “iCompleted 20 hours of continuing education and renew their FPA credential
every two years.

An FPA may obtain a provisional credential that will allow services they provide
to be billed if the applicant has:
e Demonstrated ‘lived experience’ as a parent or primary caregiver who has
navigated multiple child serving systems on behalf of their child(ren) with
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social, emotional, developmental, health and/or behavioral healthcare
needs.

A high school diploma, high school equivalency preferred or a State
Education Commencement Credential. This educational requirement can
be waived by the State if the person has demonstrated competencies and
has relevant life experience sufficient for the peer credential.

Completed Level One of the Parent Empowerment Training“fer Ramily
Peer Advocates or approved comparable training.

Submitted two letters of reference attesting to proficiency in and suitability
for the role of a FPA.

A FPA with a Level One Provisional Family Peer Advocate,Credential must complete
all other requirements of the Professional Family Peer ‘Advocate Credential within 18
months of commencing employment as a FPA.

i. Credentialed Youth Peer Advocate (YPA): Youth«Peer Support will be
delivered by a New York State Credentialed Youth Peer Advocate (YPA). To be
eligible for the YPA Credential, the individual must:

Be an individual 18 t0s30,years'@ld who has self-identified as a person
who has first-hand experience with, emotional (mental health),
behavioral challengesyand/or co-occurring disorders

Be able to use lived experience with a disability, mental illness, or
involvementwithijuvenile justice, special education, substance use
disordemyor foster Care to assist in supporting youth in their
resiliengy/recovery and wellness

At a minimum, have a high school diploma, high school equivalency or a
State Education Commencement Credential. This educational requirement
cambe waived by the certifying agency if the person has demonstrated
competencies and has relevant life experience sufficient for the peer
certification.

Complete Level One (online component) and Level Two (online and in-
person) training of State approved training for YPAs. Submit three letters
of reference attesting to proficiency in and suitability for the role of an YPA
including one from YPAS supervisor.

Agree to practice according to the Youth Peer Advocate Code of Ethics.
Document 600 hours of experience providing Youth Peer Support
services.
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Complete 20 hours of continuing education and renew their credential
every 2 years.
Demonstrate qualities of leadership, including:

o Knowledge of advocacy

o Group development and/or facilitation of peer-to-peer groups or

activities

Be supervised by a credentialed YPA with three years dire€tiservice
experience or an individual who meets the criteria for a “qualified mental
health staff person” found in 14 NYCRR 591 or 14NYCRR 595

A YPA may obtain a provisional credential that will allow/ervices they provide to
be billed if the applicant:

Is an individual 18 to 30 years old who has Self-identified as a person

who has first-hand experience with emétional (mental health), behavioral

challenges, and/or co-occurring disorders:

Be able to use lived experience with,a disability, mental illness, juvenile

justice, special education, substance use disorder, or foster care to assist

in supporting youth in their resiliency/recovery and wellness.

Has a high school diplema, highischool equivalency or a State Education

Commencement Credentialy This educational requirement can be waived

by the certifyingsagenecy if the person has demonstrated competencies and

has relevant life experience sufficient for the peer certification.

Has completed Level'One (online component) training of State approved

trainingfer YRPAs. Youth Peer Support Services Advisory Council

recommendedand State approved training for YPAs.

Submits two letters of reference attesting to proficiency in and suitability

forsthe role of a YPA.

Agrees to practice according to the Youth Peer Advocate Code of Ethics.

Demonstrates qualities of leadership, including:

0 Knowledge of advocacy

o Group development and/or facilitation of peer-to-peer groups or
activities

e |Is supervised by a credentialed YPA or FPA with three years direct service
experience OR an individual who meets the criteria for a “qualified mental
health staff person found in 14 NYCRR 591 or 14NYCRR 595 (refer to
Appendices for criteria).
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A YPA with a provisional credential must complete all other requirements of the
full credential within 18 months of employment as an YPA.

j. Licensed Occupational Therapist is an individual who is licensed and currently
registered as an Occupational Therapist by the New York State Education
Department

k. Licensed Practical nurse is an individual who is currently licensed and currently
registered as a licensed practical nurse by the New York State, Education
Department

I. Licensed Psychoanalyst is an individual who is currentlylicensed and currently
registered as a psychoanalyst by the New York State Education Department

m. Licensed Psychologist is an individual who is eurtentlylicensed and currently
registered as a psychologist by the New YorkyState,Edueation Department from the
New York State Education Department @nd,whowpossesses a doctoral degree in
psychology.

m. Licensed Marriage and Family Therapist is an individual who is licensed and
currently registered as a marriage and family therapist by the New York State Education
Department

n. Licensed Mental Health,Counselor is an individual who is licensed and currently
registered as a mental health, counselor by the New York State Education Department

0. Nurse Practitioner is an individual who is currently certified as a nurse practitioner
by thesNew York State Education Department

p. APhysieiands an individual who is licensed and currently registered as a physician by
the New York State Education Department

gmPhysician Assistant is an individual who is currently registered as a physician
assistant by the New York State Education Department

r. Psychiatrist is an individual who is licensed and currently registered to practice

medicine in New York State, who (i) is a diplomat of the American Board of
Psychiatry and Neurology or is eligible to be certified by that Board, or (ii) is certified
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by the American Osteopathic Board of Neurology and Psychiatry or is eligible to be
certified by that Board.

s. "Qualified mental health staff person” found in 14 NYCRR 594 or 14 NYCRR 595
e 14 NYCRR 594
o0 Qualified mental health staff person means:

= a physician who is currently licensed as a physiciansoy,the New
York State Education Department; or

= apsychologist who is currently licensed as a psychologist by the
New York State Education Department; or

= a social worker who is either currently licensed.as@’licensed
master social worker or as a licensed clinical so¢ial worker by the
New York State Education Department,or has a master's degree in
social work from a program approyediby the New York State
Education Department; or

= aregistered nurse who is cukrentlylicenSed as a registered
professional nurse by thesNew¥eork State Education Department;
or

= a creative arts therapist who is currently licensed as a creative arts
therapist by the New,York State Education Department; or

= a marriag€ andyfamily therapist who is currently licensed as a
marriage and family therapist by the New York State Education
Department; or

= amental health counselor who is currently licensed as a mental
healtireounselor by the New York State Education Department; or

=3, a psychoanalyst who is currently licensed as a psychoanalyst by
the New York State Education Department; or

= a nurse practitioner who is currently certified as a nurse practitioner
by the New York State Education Department; or

= Other professional disciplines which receive the written approval of
the Office of Mental Health.

e, 14 NYCRR 595
o0 Qualified mental health staff person means:
= a physician who is currently licensed as a physician by the New
York State Education Department;
= a psychologist who is currently licensed as a psychologist by the
New York State Education Department;
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= a social worker who is either currently licensed as a licensed
master social worker or as a licensed clinical social worker by the
New York State Education Department or
= aregistered nurse who is currently licensed as a registered
professional nurse by the New York State Education Department;
= acreative arts therapist who is currently licensed as a creative arts
therapist by the New York State Education Department;
= a marriage and family therapist who is currently licensed as a
marriage and family therapist by the New York State EduCation
Department;
= a mental health counselor who is currently licensed’as a mental
health counselor by the New York State €ducation Department;
= a psychoanalyst who is currently licensed as,a psychoanalyst by
the New York State Education Department;
= a nurse practitioner who is currently certified as a nurse practitioner
by the New York State EducationiDepartment;
= an individual having edueationexperience and demonstrated
competence, as defined below:
e a masters,or bachelor's degree in a human services related
field;
e angassoeciate's degree in a human services related field and
threefyears’ experience in human services;
e ".a high sthool degree and five years’ experience in human
services; or
= “©therprofessional disciplines which receive the written approval of
theyOffice of Mental Health.

t. Credentialed or Licensed clinical staff member” found in 14 NYCRR 800
a. GCredentialed or Licensed clinical staff member means:
I. a credentialed alcoholism and substance abuse counselor
(CASAC) who has a current valid credential issued by the Office, or
a comparable credential, certificate or license from another
recognized certifying body as determined by the Office;
ii. acounselor certified by and currently registered as such with the
National Board for Certified Counselors;
iii. a rehabilitation counselor certified by the Commission of
Rehabilitation Counselor Certification;

136



Department
of Health

Office of Office of Addiction Office of Children
Mental Health | services and Supports | and Family Services

iv. a therapeutic recreation therapist certified by the National Council
on Therapeutic Recreation or the American Therapeutic Recreation
Association; or a person who holds a baccalaureate degree in a
field allied to therapeutic recreation and, either before or after
receiving such degree, has five years of full-time, paid work
experience in an activities program in a health care setting;
v. a professional licensed and currently registered as suech by the New
York State Education Department to include:
1. a physician who has received the doctor of medicifie (M.D.)
or doctor of osteopathy (D.O.) degree;
a physician's assistant (PA);
a certified nurse practitioner;
a registered professional nurse®(RN);
a psychologist;
an occupational therapist;
a social worker (LMSW; LESW)gincluding an individual with
a Limited Permit kicensed/Master Social Worker (LP-LMSW)
only if such persandias-a permit which designates the
OASAS-certified program as the employer and is under the
general supetvision of a LMSW or a LCSW; and
8. a mentalhealth practitioner including: a licensed mental
health counselor (LMHC), a marriage and family therapist
(LMFT)g@ creative arts therapist (LCAT), and licensed

psychoanalyst; and any mental health practitioner with a
Limited Permit.

No ok~ wD

u. RegisteredProfessional Nurse is an individual who is licensed and currently
registered as a registered professional nurse by the New York State Education
Department

V. Social®Worker is an individual who is either currently registered as a Licensed
Master Social Worker (LMSW) or as a Licensed Clinical Social Worker (LCSW)
by the New York State Education Department.

G. Cultural Competency and Language Access:

Cultural Competency is defined as attributes of a healthcare organization that describe
the set of congruent behaviors, attitudes, skills, policies, and procedures that are
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promoted and endorsed to enable caregivers at all levels of the organization to work
effectively and efficiently with persons and communities of all cultural backgrounds.
An important element of cultural competence is the capacity to overcome structural

barriers in healthcare delivery that sustain health and healthcare disparities across
cultural groups.

All Medicaid-participating health care providers should be culturally competent. This
means they need to recognize and understand the cultural beliefs and health praetices
of the families and children they serve, and use that knowledge to implement policies
and inform practices that support quality interventions and good health outcomes for
children. Given changing demographics, this process is ongoings

Medicaid-enrolled children may live in families where English'is nat«Spoken at home.
State Medicaid agencies and Medicaid managed care plans; as'recipients of federal
funds, also have responsibilities to assure that covered services are delivered to
children without a language barrier. They are required take “reasonable steps” to assure
that individuals who are limited English proficient'have meaningful access to Medicaid
services.

Though interpreter services are not classified'as mandatory 1905(a) services, all
providers who receive federal funds fromHHS for the provision of Medicaid services are
obligated, under Title VI of the/CiviliRights Act, to make language services available to
those with limited English proficiency.The HHS Office for Civil Rights and the
Department of Justice have provided guidance for recipients of federal funds on
expectations of how to provide language services (U.S. Department of Justice,
Executive Order 13166.)

Providers of New Yaork State Plan Amendment Services are expected to deliver
effective, equitable, understandable, and respectful quality care and services that are
responsive to diverse cultural health beliefs and practices, preferred languages, health
literacy, ‘@and other communication needs. The Standards of Care Appendix incorporates
the standards and specific practices that support this expectation.

For further guidance on providing culturally and linguistically appropriate services, The
DHHS Office of Minority Health offers numerous resources, including: Center for
Linguistic and Cultural Competence in Health Care; Think Cultural Health; A Physician’s
Practical Guide to Culturally Competent Care; The National Standards for Culturally and
Linguistically Appropriate Services in Health and Health Care (the National CLAS
Standards); and The National CLAS Standards’ implementation guide, A Blueprint for
Advancing and Sustaining CLAS Policy and Practice.
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	Guidelines for Medical Necessity Criteria
	Substance Use should be recognized and addressed in an integrated fashion as it may add to the risk and increase the need for engagement in care. Crisis services cannot be denied based upon substance use. Crisis Team members should be trained on screening for substance use disorders.
	The state assures that rehabilitative services do not include and FFP is not available for any of the following in accordance with section 1905(a0(13) of the Act. 
	 Educational, vocational and job training services;
	 Room and board
	 Habilitation services
	 Services to inmates in public institutions as defined in 42 CFR 435.1010;
	 Services to individuals residing in institutions for mental disease as described in 42 CFR 435.1010
	 Recreational and social activities 
	 Services that must be covered elsewhere in the state Medicaid plan
	Medicaid Managed Care Plan Contracting
	To be paid for services delivered to a child/youth enrolled in a Medicaid Managed Care Plan, a provider must be contracted and credentialed with that MMCP for the service rendered (i.e. in the MMCP’s network).
	Child Health Plus
	Government Rates
	Regions
	Regions are assigned to providers based upon the geographic location of the provider’s headquarters, and are defined by the Department of Health as follows:
	To bill the EBP rate, authorized EBP providers must: 1) meet the required OLP qualifications; 2) obtain NYS EBP authorization; 3) implement the EBP in fidelity to each model for which designation is sought and 4) maintain certification in the EBP for ...
	Authorized programs may begin billing the enhanced Medicaid rate upon completion of initial EBP training. Providers should not bill the standard OLP rates for services provided via EBPs and should instead only bill the appropriate combinations listed ...
	All billing rules as outlined under OLP – Individual and/or Family Counseling (above) apply, in alignment and accordance with fidelity requirements.
	If services are provided offsite to a Medicaid Managed Care or Fee-for-Service enrollee, providers should bill two separate claims, one claim for the OLP-EBP service provided, and a second claim to indicate the service was delivered offsite.
	Please reference Appendix A for the appropriate rate codes, procedure codes, and modifiers.
	To bill the EBP rate, authorized EBP providers must: 1) meet the required CPST qualifications; 2) obtain NYS EBP authorization; 3) implement the EBP in fidelity to each model for which designation is sought and 4) maintain certification in the EBP for...
	Authorized programs may begin billing the enhanced Medicaid rate upon completion of initial EBP training. Providers should not bill the standard CPST rates for services provided via EBPs and should instead only bill the appropriate combinations listed...
	All billing rules as outlined under CPST – Service Professional (above) apply, in alignment and accordance with fidelity requirements.
	If services are provided offsite to a Medicaid Managed Care or Fee-for-Service enrollee, providers should bill two separate claims, one claim for the CPST-EBP service provided, and a second claim to indicate the service was delivered offsite.
	Please reference Appendix A for the appropriate rate codes, procedure codes, and modifiers.

	Other Licensed Practitioner
	OLP Counseling (Family and Individual) Fee-for-Service billing Only
	Community Psychiatric Support and Treatment

	Psychosocial Rehabilitation
	Family Peer Support
	Youth Peer Supports



