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Mental Health and/or Substance Use Services (MHSU)	Comment by Melissa Dury: INSTRUCTIONS FOR FIELD COMMENT: This document includes all the proposed new or revised standards that are part of the MHSU updates that will be released in Spring 2024. Please download and review the draft standards and either enter your feedback directly in document as comment boxes or note it in an email or separate word document. Feedback should be sent to mdury@social-current.org. 

How to Add Comment Boxes? Select the text you want to comment on. On the Review tab, under comments, click New. Type the comment text in the comment balloon that appears. 

Will These Changes Apply to Me? The final version of these standards will be adapted as appropriate for Private, Public, and Canadian, and will be applied to Accreditation cycles beginning after their release date in 2024. 

Purpose
Individuals and families who receive Mental Health and/or Substance Use Services improve social, emotional, psychological, cognitive, and family functioning to attain recovery and wellness.

Definition
Mental Health and/or Substance Use Services (MHSU) are recovery focused, comprehensive, community- based, and designed to help people across the lifespan persons served with diagnosable conditions, including: mental health disorders; disorders relating to the use of alcohol, drugs, or other substances; and co-occurring mental health and substance use disorders.

Based on the strengths, needs, and preferences of the individual or family, services promote long-term recovery and wellness by may addressing mental health symptoms, diagnoses, and associated functional impairments; resolvinge issues resulting from the use of alcohol, drugs, or other substances; helping manage co-occurring mental health, substance use, and physical/or health conditions; and/or providinge clinical support for psychosocial adjustments related to life cycle issues. 

Clinical counseling programs reviewed under Mental Health and/or Substance Use Services provide counseling, support, and education to address a range of issues related to behavioral health disorders. Services focus on the treatment of diagnosable conditions and the achievement of whole-person wellness through the delivery of where therapeutic, evidence-based or culturally-relevant, evidence-supported interventions are provided by appropriately trained, licensed, and/or credentialed personnel.  

Diagnosis, Assessment, and Referral programs provide individuals with evaluation, diagnosis, and referral to appropriate services.

MHSU providers may offer outpatient withdrawal management that includes medication management and monitoring, clinical counseling, and other necessary support and referral services to help individuals people safely withdraw from the substance(s) on which they are dependent. Services include, butinclude but are not limited to: individual assessment and treatment planning, medical and non-medical withdrawal management, counseling and education, therapeutic interventions, and linkages with ongoing substance use treatment including medication-assisted treatment when applicable. Programs are available 24 hours a day, seven days per week and are staffed by an interdisciplinary team of qualified professionals. The intensity of the services are determined by the level of care provided (e.g., outpatient, intensive outpatient, and partial hospitalization) and whether or not extended onsite monitoring is performed. Withdrawal management without transitioning to ongoing medication-assisted treatment is not recommended for individuals people with opioid use disorder.

MHSU providers may offer office-based opioid treatment (OBOT) under the Drug Addiction Treatment Act of 2000 as part of the organization’s MHSU services or program(s). OBOT is different from more structured Opioid Treatment Programs (OTP), which require daily medication dosing and supervision.  OBOT allows medical providers in community-based clinics or programs to administer injectable or oral forms of buprenorphine on-site or write a prescription for buprenorphine that the person can fill at a pharmacy and administer at home with ongoing monitoring provided by the prescriber at regularly scheduled office visits. 
Certified Community Behavioral Health Clinics (CCBHC) provide low barrier, comprehensive, and coordinated care for mental health and substance use conditions to individuals and families of all ages. CCBHCs provide person- or family-centered services that integrate behavioral health, physical health, and social care to promote whole-person wellness and recovery.  CCBHCs will also complete the applicable standards in Integrated Care (IC).  Additional Service Standards may also be assigned based on which of the following CCBHC core services the organization is providing directly:
1. crisis mental health services including 24-hour mobile crisis teams, emergency crisis intervention, and crisis stabilization;
2. screening, assessment, and diagnosis including risk assessment; 
3. patient-centered treatment planning or similar processes, including risk assessment and crisis planning; 
4. outpatient mental health and substance use services; 
5. outpatient clinic primary care screening and monitoring of key health indicators and health risk; 
6. targeted case management; 
7. psychiatric rehabilitation services; 
8. peer support, counselor services, and family support services; and 
9. intensive community-based mental health care for members of the armed forces and veterans.


Interpretation: Throughout this section, family involvement has been emphasized due to the significant impact family engagement can have on resilience and recovery. However, family should be defined by the person and their involvement will vary given the age and preferences of the person and as permitted by law.

For example, due to the importance of family involvement in achieving positive outcomes for children and youth, all aspects of service delivery should be family-driven when working with this population, accounting for the dynamics of the family as well as the needs of the child. 
Program model and structure can also impact family involvement. For example, due to the nature of withdrawal management programs involving family members in the early stages of service delivery may not be possible or appropriate.

Interpretation: Services can be offered in a variety of settings within the community including outpatient clinics, schools, and in homes, and often will take advantage of electronic interventions such as videoconferencing, online chat platforms, texting, and mobile applications  to promote accessibility, particularly for underserved populations or communities. As communication technology continues to evolve, organizations are increasingly utilizing electronic interventions to deliver services. Technologies include videoconferencing, online chat platforms, texting, and mobile applications. 
Note:
1. Clinical Counseling programs will complete all applicable standards in: MHSU 1, MHSU 2, MHSU 3, MHSU 4, MHSU 5, MHSU 6, MHSU 10, MHSU 11, and MHSU 12
2. Diagnosis, Assessment, and Referral programs will complete all applicable standards in: MHSU 1, MHSU 2, MHSU 3, and MHSU 12
3. Outpatient withdrawal management programs must also complete MHSU 8
4. When office-based opioid treatment is provided, programs must also complete MHSU 9
5. Certified Community Behavioral Health Clinics must also complete applicable standards in Integrated Care (IC)
Note: Clinical counseling programs reviewed under MHSU are distinct from counseling programs reviewed under Coaching, Support, and Education Services (CSE), which provide non-clinical types of counseling that offer guidance, coaching, community support, and skills building to individuals, families, and groups. Services reviewed under CSE are provided by non-clinical staff, and while there is a screening and intake process, assessments and service plans are not required.
Note: Please see the MHSU Reference List for the research that informed the development of these standards.

Note: For information about changes made in the 2020 Edition, please see the MHSU Crosswalk.
MHSU 1: Person-Centered Logic Model
The organization implements a program logic model that describes how resources and program activities will support the achievement of positive outcomes.
Note: Please see the Logic Model Template for additional guidance on this standard.  

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· See program description completed during intake
· Program logic model that includes a list of outcomes being measured
· Procedures for the use of therapeutic interventions
· Policy for prohibited interventions
	· Training curricula that addresses therapeutic interventions
· Documentation tracking staff completion of training and/or certification related to therapeutic interventions
	· Interviews may include:
a. Program director
b. Relevant personnel



MHSU 1.01:
A program logic model, or equivalent framework, identifies: 
1. needs the program will address;
2. available human, financial, organizational, and community resources (i.e. inputs);
3. program activities intended to bring about desired results;
4. program outputs (i.e. the size and scope of services delivered); 
5. desired outcomes (i.e. the changes you expect to see in individuals and families served); and
6. expected long-term impact on the organization, community, and/or system.
CCBHC Interpretation: The organization should maintain one integrated logic model, or equivalent framework, that covers all of the CCBHC core services offered by the organization and its designated collaborating organizations (DCOs).
Examples: Please see the W.K. Kellogg Foundation Logic Model Development Guide and COA’s PQI Tool Kit for more information on developing and using program logic models.

Examples: Information that may be used to inform the development of the program logic model includes, but is not limited to:  
1. characteristics of the service population;
2. needs assessments and periodic reassessments; 
3. risks assessments conducted for specific interventions; and
4. the best available evidence of service effectiveness.

MHSU 1.02	Comment by Melissa Dury: Question for the Field: Would a CCBHC interpretation that got into more detailed outcome examples for CCBHCs be valuable?  If so, what outcomes should be included?
The logic model identifies individual and/or familydesired outcomes in at least two of the following areas: 
1. change in clinical status;
2. change in functional status;
3. health, welfare, and safety;
4. permanency of life situation; 
5. quality of life; 
6. achievement of individual service goals; and 
7. other outcomes as appropriate to the program or service population.

Interpretation: Outcomes data should be disaggregated to identify patterns of disparity or inequity that can be masked by aggregate data reporting. See PQI 5.02 for more information on disaggregating data to track and monitor identified outcomes. 

FP MHSU 1.03
The organization: 
ensures staff are trained on therapeutic interventions prior to coming in contact with the service population;
monitors the use and effectiveness of therapeutic interventions;
identifies potential risks associated with therapeutic interventions and takes appropriate steps to minimize risk, when necessary; and
discontinues an intervention immediately if it produces adverse side effects or is deemed unacceptable according to prevailing professional standards.

NA The organization provides Diagnosis, Assessment, and Referral Services only.

Note: Therapeutic Interventions do not include restrictive behavior management techniques, which are addressed in Behavior Support and Management (BSM). Please see the glossary definition for Therapeutic Interventions for additional guidance on this standard.

FP MHSU 1.04
Organization policy prohibits:  
1. corporal punishment;
2. the use of aversive stimuli;
3. interventions that involve withholding nutrition or hydration or that inflict physical or psychological pain;
4. the use of demeaning, shaming, or degrading language or activities;
5. forced physical exercise to eliminate behaviors;
6. unwarranted use of invasive procedures or activities as a disciplinary action;
7. punitive work assignments;
8. punishment by peers; and
9. group punishment or discipline for individual behavior.

NA The organization provides Diagnosis, Assessment, and Referral Services only.

MHSU 2: Personnel
Program pPersonnel have the competency and support needed to provide services and meet the needs of individuals and familiesthe target population.
Interpretation: Competency can be demonstrated through education, training, experience, or licensure. Support can be provided through supervision or other learning activities to improve understanding or skill development in specific areas.

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· List of program personnel that includes:
· Title
· Name
· Employee, volunteer, or independent contractor
· Degree or other qualifications
· Time in current position
· See organizational chart submitted during application
· Table of contents of training curricula
· Procedures or other documentation relevant to continuity of care and case assignment
· Policy addressing employee health and vaccinations
	· Sample job descriptions from across relevant job categories
· Resume and job description of buprenorphine waivered prescriber, when applicable
· Documentation tracking staff completion of required trainings and/or competencies
· Training curricula
· Caseload size requirements set by policy, regulation, or contract, when applicable
· Documentation of current caseload size per worker
	· Interviews may include:
a. Program director
b. Relevant personnel
· Review personnel files



MHSU 2.01
Clinical personnel are qualified by education, training, supervised experience, and licensure or the equivalent as appropriate to the services provided and program design.
Interpretation: Clinical personnel may also include individuals who are license-eligible and supervised by experienced, licensed staff.
Interpretation: Qualifications for clinical personnel in substance use treatment programs should include training and experience in alcohol and other drug use, diagnosis, and treatment, and/or licensure or certification by the designated authority in their state as approved substance use treatment counselors or specialists.

MHSU 2.02
Supervisor qualifications are tailored to the services provided and program design, and include:  
1. an advanced degree in a human services field and a minimum of two years professional experience;
2. specialized training in supervision; and
3. certification and/or licensure by the designated authority in their state, as appropriate.

Interpretation: Regarding element (a), supervisors overseeing withdrawal management may have an advanced degree in a medical field.

Interpretation: Regarding element (b), supervisors of peer support staff should be trained on recognizing and responding to signs of trauma among peer support workers.
InterpretationExamples: Qualifications for supervisors in substance use treatment programs shouldmay include training and experience in alcohol and other drug use, diagnosis, and treatment, and/or certification by the designated authority in their state as approved alcohol and/or drugsubstance use treatment counseling supervisors.

MHSU 2.03
Clinical personnel are trained on, or demonstrate competence in:  
1. evidence-based or culturally-relevant, evidence-supported practices and other relevant emerging bodies of knowledge;
2. psychosocial and ecological or person-in-environment perspectives;
3. understanding child development and individual and family functioning; 
4. physical health conditions or social factors commonly associated with mental health or substance use conditions;
5. methods of crisis prevention and intervention, including assessing for and responding to signs of suicide risk, overdose prevention and response, or other safety threats/risks; and
6. criteria to determine the need for more intensive services.
Interpretation: Signature injuries and co-occurring conditions often found in military or veteran populations include post-traumatic stress disorder (PTSD), depression, traumatic brain injury (TBI), substance use, and intimate partner violence, which could subsequently increase the risk for suicide. Personnel serving military and veteran populations should have the competencies to identify, assess, and develop a treatment plan for these injuries and conditions.
Interpretation: When people are receiving office-based opioid treatment, element (f) should include criteria for determining when transition to a higher level of care, including a more structured opioid treatment program (OTP), may be necessary.
MHSU 2.04
Clinical personnel are trained on, or demonstrate competence in:
1. responding to the diverse needs and characteristics of the service population including but not limited to those related to race, ethnicity, culture, religion, sexual orientation, gender identity, ability, and military service; 
2. clarifying the values and preferences of individuals and families and working collaboratively to develop and implement person- or family-centered, recovery-oriented service plans;  
3. identifying and building on strengths and protective factors;
4. recognizing and working with people with co-occurring physical health, mental health, and substance use conditions; and
5. working with difficult to reach or disengaged individuals and families;

6. criteria to determine the need for more intensive services;
7. methods of crisis prevention and intervention, including assessing for and responding to signs of suicide risk or other safety threats/risks;
8. understanding child development and individual and family functioning;
9. identifying and building on strengths and protective factors;
Interpretation: Regarding element (a), when the organization serves military or veteran populations, it is essential that staff have the competencies needed to effectively support and assist service members, veterans, and their families, including sufficient knowledge regarding: military culture, values, policies, structure, terminology, unique barriers to service, traumas and signature injuries, applicable regulations, benefits, and other relevant issues. When providers possess the requisite military competency, they are capable of supporting improved communication and more effective care. 


MHSU 2.05
Clinical personnel are trained on, or demonstrate competence in:
1. working as a member of an interdisciplinary team; and
2. effectively communicating and coordinating care across disciplines, systems, and services.
3. working with difficult to reach or disengaged individuals and families;
4. recognizing and working with individuals with co-occurring physical health, mental health, and substance use conditions; and
5. collaborating with other disciplines, systems, and services.
Interpretation: When the organization serves military or veteran populations, it is essential that staff have the competencies needed to effectively support and assist service members, veterans, and their families, including sufficient knowledge regarding: military culture, values, policies, structure, terminology, unique barriers to service, traumas and signature injuries, applicable regulations, benefits, and other relevant issues. When providers possess the requisite military competency, they are capable of supporting improved communication and more effective care. 

Signature injuries and co-occurring conditions often found in this population include post-traumatic stress disorder (PTSD), depression, traumatic brain injury (TBI), substance use, and intimate partner violence, which could subsequently increase the risk for suicide. Personnel serving military and veteran populations should have the competencies to identify, assess, and develop a treatment plan for these injuries and conditions.

Interpretation: When individuals are receiving office-based opioid treatment, element (c) should include criteria for determining when transition to a higher level of care, including a more structured opioid treatment program (OTP), may be necessary.
CCBHC Interpretation: Training on communicating and collaborating across disciplines, systems, and services for CCBHC staff should include (1) facilitating transitions planning and coordination, and (2) using health information technology to link services and facilitate collaboration among providers, the person, and their family.
Examples: Regarding element (bi), when working with children and youth, relevant systems may include child welfare, behavioral health, healthcare, education, and justice systems.

MHSU 2.064
Clinical personnel are trained on, or demonstrate competence in the latest information, theories, and proven practices related to the treatment of alcohol and other drug use disorders, including:  
1. diagnostic criteria for substance use disorders and their severity;
2. the signs and symptoms of withdrawal;
3. addiction as a disease;
4. ASAM level of care assessments;
5. treatment needs of special populations including women, individuals and families experiencing homelessness, adolescents, and individuals people with HIV/AIDS;
6. relapse prevention;
7. management of drug overdose;
8. the benefits and limitations of tests that screen for drug use, when applicable;
9. harm reduction interventions or practices; and
10. FDA-approved medications used to treat opioid use disorder, their benefits and limitations, and current federal policy regulating their use, when applicable.
NA The organization provides mental health services only.

MHSU 2.07	Comment by Melissa Dury: Question for the Field: Should the use of peer support staff be required of all MHSU programs or should we retain an NA for this standard as we have in the past?
When staff with lived experience provide peer support to individuals and families, the organization: 
a. clearly defines their roles and responsibilities;
b. includes peer support staff as equal partners on the interdisciplinary clinical team;
c. helps other program personnel understand the position and its purpose at the program;
d. establishes guidelines for recruitment and selection;
e. ensures peer support staff are trained to perform their roles and responsibilities; 
f. provides ongoing support and supervision to address any issues that occur, including to help peer support staff manage personal triggers that may arise on the job; and 
g. facilitates opportunities for peer support staff to connect and consult with others performing similar roles.
Example: Organizations may also use other terms to refer to peer support staff such as peer support specialists, recovery coaches, peer navigators, peer/family partners, parent peer specialists, youth advocates, family advocates, family mentors, and/or family liaisons. 
NA The program does not utilize peer support staff. 
MHSU 2.05: Personnel
Individuals who provide peer support: 
1. obtain certification, as defined by their state; 
2. are willing to share their personal recovery stories; 
3. have a job description and clearly understand the role of a peer support worker; and
have adequate supports in place and appropriate supervision, including mentoring and/or coaching from more experienced peers when indicated.

NA The organization does not utilize peer support workers.

MHSU 2.06: Personnel
Individuals who provide peer support receive pre- and in-service training on:  
1. how to recognize the need for more intensive services and how to make an appropriate referral;
2. established ethical guidelines, including setting appropriate boundaries and protecting confidentiality and privacy; 
3. wellness support methods, trauma-informed care practices, and recovery resources;
4. managing personal triggers that may occur during the course of their role as a peer support provider; and
5. skills, concepts, and philosophies related to recovery and peer support.

NA The organization does not utilize peer support workers.
Examples: Training on skills, concepts, and philosophies related to recovery can include, but are not limited to: 
1. system navigation;
2. stages of change;
3. addiction as a disease; and
4. medication-assisted treatment.

MHSU 2.087
Personnel involved in providing office-based opioid treatment are annually screened for potential exposure to tuberculosis, and providers recommend a hepatitis B vaccination if personnel are at risk for exposure to hepatitis.
NA The organization does not provide office-based opioid treatment.	Comment by Melissa Dury: Question for the Field: Right now this standard only applies to MHSU programs providing office-based opioid treatment. Should the applicability of this standard be expanded to include any other program types accredited under MHSU (e.g. withdrawal management)?

FP[footnoteRef:2] MHSU 2.098: 	Comment by Melissa Dury: Question for the Field: How should this standard apply when services are provided in the home or other community settings?  Should this apply universally to all MHSU program types or be limited in some way?  Should training on AEDs  be required for MHSU staff as well? [2:  Standards with an FP designation are fundamental practice standards.  These standards prioritize client rights, health and safety, or organizational effectiveness and must be implemented in order to achieve accreditation. ] 

There is at least one person on duty at each program site any time the program is in operation that has received first aid and age-appropriate CPR training in the previous two years that included an in-person, hands-on CPR skills assessment conducted by a certified CPR instructor.
NA The organization provides Diagnosis, Assessment, and Referral Services only. 
NA The organization provides technology-based services only and staff never interact with persons servedindividuals and families in any physical space.

FP MHSU 2.1009
Personnel who prescribe or dispense opioid treatment medication in office-based settings have received a waiver under the Drug Addiction Treatment Act of 2000 and stay current with all applicable federal, state, and local laws and regulations applicable to the delivery of office-based opioid treatment.
NA The organization does not provide office-based opioid treatment.
InterpretationExamples: Practitioners that may qualify for a waiver include physicians, nurse practitioners (NPs), physician assistants (PAs), clinical nurse specialists (CNSs), certified registered nurse anesthetists (CRNAs), and certified nurse-midwives (CNMs).

MHSU 2.110
The organization promotes stability and service continuity minimizes the number of workers assigned to persons served over the course of their contact with the organization by: 
1. assigning a worker at intake or early in the contact; and
2. minimizing the number of workers assigned to the individual or family over the course of their contact with the organizationavoiding the arbitrary or indiscriminate reassignment of direct service personnel.
NA The organization provides Diagnosis, Assessment, and Referral Services only.
CCBHC Interpretation: The CCBHC must assign a Principal Behavioral Health Provider to every military veteran seen unless the Veterans Health Administration has already assigned one. The Principal Behavioral Health Provider should be communicated to the person and documented in the case record. The Principal Behavioral Health Provider is responsible for ensuring services are provided in accordance with the requirements of the CCBHC certification criteria. 
MHSU 2.121
Employee workloads support the achievement of client positive outcomes and are regularly reviewed.
Interpretation: Office-based opioid treatment providers must operate within the patient number maximums set by their waiver.
Examples: Factors that may be considered when determining employee workloads include, but are not limited to: 
1. the qualifications, competencies, and experience of the worker, including the level of supervision needed;
2. the work and time required to accomplish assigned tasks and job responsibilities; and
3. service volume, accounting for assessed level of needs of clientsindividuals and families.

MHSU 2.13
The organization counteracts the development of secondary traumatic stress by:
a. helping personnel understand how they can be impacted by stress, distress, and trauma;
b. helping personnel develop the skills and behaviors needed to manage and cope with work-related stressors;
c. encouraging respectful collaboration, coaching, and support among co-workers;
d. examining how the organization’s culture and policies contribute to or prevent the development of secondary traumatic stress; and
e. informing personnel about treatment services, as needed.

Examples: Regarding element (b), organizations can help personnel develop the skills and behaviors that will enable them to: (1) engage in positive thinking; (2) increase their self-awareness; (3) know their limits and needs; (4) practice self-compassion; (5) establish healthy boundaries; (6) effectively communicate about unrealistic and unspoken expectations; (7) monitor and regulate their emotions and behaviors; (8) identify and manage emotional triggers; (9) have difficult conversations with co-workers and supervisors; (10) practice brain-aware activities to stay regulated; and (11) take time for self-care.

Regarding element (d), areas to consider include, but are not limited to: (1) supervision; (2) caseload assignment; (3) scheduling; (4) trainings; (5) crisis response; (6) psychological safety; and (7) healthy and realistic staff expectations and boundaries. 

MHSU 3: Intake and Assessment
The organization’s intake and assessment practices ensures that individuals and families served receive prompt and responsive access to appropriate services and supports.
Interpretation: For withdrawal management programs, due to the physical and mental state of the person, family involvement in the intake and assessment process may not be appropriate. Therefore, the process will focus on the individual and his or her care needs, except when the person is a minor.

Interpretation: Due to the importance of family involvement in achieving positive outcomes for children and youth, the assessment should be family-driven when working with this population, accounting for the dynamics of the family as well as the needs of the child. Family should be defined in partnership with the child.

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Screening and intake procedures
· Assessment procedures
· Copy of assessment tool(s)
	· Community resource and referral list
	· Interviews may include:
a. Program director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records



MHSU 3.01
The organization has taken steps to improve access to its services for individuals and families.
CCBHC Interpretation: CCBHCs must improve access by providing services:
a. during times that meet the needs of the community, including some evening and weekend hours;
b. at locations that meet the needs of the community;
c. via telehealth and/or other technologies where appropriate;
d. on a sliding fee discount schedule and waiving or reducing costs for services when needed; and
e. regardless of place of residence, homelessness, or lack of permanent address.

Examples: Organizations can improve accessibility by offering some evening and weekend appointments; providing services out in the community in locations individuals and families are likely to frequent such as schools, community centers, primary care clinics, or homes; offering walk-in appointments; and taking advantage of telehealth or other virtual service delivery methods when appropriate.  


MHSU 3.021
Individuals and families served are screened and informed about:  
1. how well their request matches the organization’s services; 
2. what services will be available and when; and
3. rules and expectations of the program. 
NA Another organization is responsible for screening, as defined in a contract.
Interpretation: For organizations providing services for substance use disorders, rules and expectations of the program should include any consequences that can result from the verified use of alcohol, drugs, or other substances while participating in the program.
Examples: Screenings will vary based on the program’s target population and services offered and may include information to identify any of the following: trauma history, substance use disorders, mental illness, developmental delays, suicide and self-harm history and current level of risk, and/or risk of harm to others.

FP MHSU 3.032
Prompt, responsive intake practices:  
1. gather information necessary to identify critical service needs and/or determine when a more intensive service is necessary;
2. identify emergency situations and facilitate immediate access to stabilization and harm reduction activities;
3. give priority to urgent needs and emergency situations including access to expedited assessment and service planning;
4. facilitate the identification of individuals and families with co-occurring conditions and multiple needs;
5. support timely initiation of services for routine needs; and
6. provide for placement on a waiting list or timely referral to appropriate resources when people cannot be served or cannot be served promptly.

Interpretation: Individuals People discharged from emergency rooms or psychiatric inpatient facilities after a suicide attempt remain a high-risk group post discharge. To reduce the risk of suicide re-attempt, these individuals people should be contacted within 24 hours, receive access to services within three to seven calendar days, and active outreach should be initiated in cases of a missed appointment until contact is made.
CCBHC Interpretation: Regarding element c, if the initial screening identifies an urgent need, clinical services and the initial evaluation are to be provided within one business day. Regarding element d, if screening identifies routine needs the initial evaluation must be completed, and services provided, within 10 business days. 
Examples: Regarding element (b), emergency urgent situations can include drug overdose, impairment, or severe withdrawal; and pregnancy in women with opioid use disorder; individuals people at risk of suicide. Referral providers for crisis situations may include 24-hour mobile crisis teams, emergency crisis intervention services, crisis stabilization, or 24-hour crisis hotline.;  Regarding element (c), urgent situations can include pregnancy in women with opioid use disorder and cases where a parent has a child in the child welfare system.  

Referral providers for crisis situationso may include 24-hour mobile crisis teams, emergency crisis intervention services, crisis stabilization, or 24-hour crisis hotline. 

MHSU 3.043
Persons servedIndividuals and families, and families as appropriate, participate in an individualized, trauma-informed, culturally and linguistically responsive assessment that is: 
1. completed within established timeframes;  
2. appropriately tailored to meet the age, and developmental level, and preferences of persons served;
3. conducted through a combination of standardized and validated tools, interviews, discussion, and observation; 
4. inclusive of information, screenings, and assessments provided by partnering or referring providers, when appropriate; and
5. focused on information pertinent for meeting the individual’s or family’s service requests and objectives.
Interpretation: For an assessment to be trauma-informed, the organization understands and recognizes the role of traumatic life events in the development of mental health and/or substance use disorders. Personnel should focus on the experiences and strengths of the individual or family rather than deficits and weaknesses. Adopting this assumption at all levels of treatment ensures that the organization actively prevents instances that could potentially lead to re-traumatize persons servedation.
CCBHC Interpretation: Regarding element a, the comprehensive assessment must be completed within a timeframe that is responsive to the needs of the individual or family and no later than 60 days following the initial request for services.
Examples: Organizations can review information, screenings, and assessments completed by partnering or referring providers to identify, for example: 
a. gaps in information;
b. out-of-date information; and 
c. information that can be used to minimize duplication of effort and reduce the number of times individuals and families need to repeat their history.

FP MHSU 3.054
The comprehensive assessment includes:  
1. a behavioral health needs and goals including an evaluation of mental health and substance use symptoms or disorders, their severity, and treatment history, and whether or not treatments were helpful;
2. physical health needs and goals including a comprehensive medical history including identification of urgent or critical medical conditions;
3. a brief screen for trauma history and recent incidents of trauma followed by a comprehensive, evidence-based trauma assessment conducted by an appropriately qualified individual when indicated;
4. individual and family values, preferences, strengths, risks, and protective factors; 
5. social factors that may influence overall health and achievement of treatment goals including housing instability, food insecurity, unemployment, financial insecurity, social supports, intimate partner violence, systems involvement, and any other factors known to be impacting individuals and families natural supports, resources and helping networks that can increase service participation and achievement of agreed-upon goals; 
6. the impact of the individual’s health care needs on the family unit;
7. barriers to change;
8. a risk evaluation to assess risk of suicide, self-injury, withdrawal or overdose, neglect, exploitation, and violence towards others; and  
9. a summary of symptoms and diagnoses based on a standardized diagnostic tool.
Interpretation: The Assessment Matrix -– Private, Public, Canadian, Network determines which level of assessment is required for COA Accreditation’s Service Sections. The assessment elements of the Matrix can be tailored according to the needs or preferences of specific individuals or families or service design.
Interpretation: When working with children and youth, the assessment of individual and family values, preferences, strengths, risks, and protective factors should include the following areas:
1. the child’s developmental history;
2. a history of involvement in other systems including education, child welfare, and juvenile justice;
3. individual family members’ experiences and perspectives;
4. family relationships, dynamics, and functioning, including any presence or history of child abuse or neglect or domestic violence; and
5. the specific challenges, factors, and patterns that lead to problems in the family’s daily life, focusing on the issues that precipitated the need for service.
Interpretation: Due to the nature of withdrawal management programs, individuals people seeking treatment may not have the opportunity to address trauma history and/or recent incidents of trauma during the assessment process. 
Interpretation: Personnel that conduct evaluations should be aware of the indicators of a potential trafficking victim, including, but not limited to, evidence of mental, physical, or sexual abuse; physical exhaustion; working long hours; living with employer or many people in confined area; unclear family relationships; heightened sense of fear or distrust of authority; presence of older significant other or pimp; loyalty or positive feelings towards an abuser; inability or fear of making eye contact; chronic running away or homelessness; possession of excess amounts of cash or hotel keys; and inability to provide a local address or information about parents.k
Interpretation: Completion of the comprehensive assessment should not delay the initiation of medication-assisted treatment for opioid use disorder. The assessment can be completed over a series of visits following the initiation of office-based opioid treatment as delaying treatment increases the risk of overdose and mortality.
Examples: Substance use assessments may examine a variety of factors in the person’s substance use history including age at first use, routes of ingestion and history of tolerance, withdrawal, drug mixing, and overdose as well as information on current patterns of use such as which drugs the person uses, comorbid alcohol and tobacco use, and the frequency, recency, and intensity of use.

Examples: Regarding element (e), natural supports that could influence treatment can include relationships with extended family and community members, as well as, connections to community and cultural resources. 

MHSU 3.065
The organization completes uses a comprehensive safety assessment when an individual expresses suicidal ideation using an , evidence-based suicide risk assessment tool, the worker’s professional judgment, and the person’s own input and active involvement, paying specific attention to their to assess the following when suicide risk is identified:  
1. suicidal desire;
2. intent to die and any identified method and plan;
3. suicidal capability, including history of attempts and available means; and
intent; and 
4. buffers/protective factors.

Interpretation: The safety assessment should be an engaging, collaborative process between personnel and the person that retains the individual’s autonomy and choice to the greatest extent possible. Over-reliance on a single, standardized suicide assessment tool to predict future suicidal behavior and risk level may not provide an accurate assessment of a person's suicide risk. People do not always accurately report suicidal ideation when asked, and suicidal desire and intent may vary widely at any given moment. 

FP MHSU 3.076
Unmet medical or specialized care needs identified in the assessment are addressed directly, or through an established referral relationship, and can include:  
1. screening and ongoing monitoring for chronic medical conditions;
2. medication monitoring and management;
3. physical examinations or other physical health services;
4. medical management of withdrawal symptoms;
5. laboratory testing and toxicology screens; or
6. specialized screenings, assessments, or tests; or
7. other diagnostic procedures.
CCBHC Interpretation: The outpatient primary care screening and monitoring responsibilities of the CCBHC include monitoring key health indicators and health risks, and coordinating care in a timely fashion; screening for common physical health conditions experienced by the CCBHC population across the lifespan including ongoing periodic lab testing when indicated; and having the ability to collect and analyze biologic samples either directly or through formal arrangement with a provider outside the CCBHC.
Interpretation: The nature of problems resulting from mental health and/or substance use disorders may require medical services to be available. The organization is not required to provide services directly, but the results of medical screens, tests, and services should be documented in the case record when available and incorporated into service planning and monitoring.

Interpretation: Organizations providing treatment services for mental health and/or substance use disorders are expected to have a licensed physician or other qualified health professional with appropriate training and experience on staff or available through a contract or formal arrangement. See MHSU 7.01 for more information.

All other services must have, at minimum, an established referral relationship with a licensed physician or other qualified health professional.

Interpretation: Individuals People with both chronic pain and substance use disorder should receive integrated treatment from appropriate medical specialists.

MHSU 3.087
Reassessments are conducted as necessary, according to the needs and preferences of the individual or family and inform revisions to the service plan when indicated.
NA The organization provides Diagnosis, Assessment, and Referral Services only.
Interpretation: Certain events may heighten or trigger suicide risk, as could a new physical or mental health diagnosis, and should prompt a new safetysuicide risk assessment as part of the reassessment. Once any potential suicide risk is identified, it may be important to conduct reassessments regularly even if these trigger events are not observed.
Examples: Timeframes for reassessment depend on the service population and length of treatment, ortreatment or may be delineated by regulatory requirements. The organization may conduct a reassessment during specific milestones in the treatment process, for example:  
1. after significant treatment progress;
2. after a lack of significant treatment progress;
3. after new symptoms are identified;
4. after changes in treatment strategy and/or medication;
5. when significant behavioral changes are observed; 
6. when there are changes to a family situation; or
7. when significant environmental changes or external stressors occur; or
8. following discharge from an inpatient acute care hospital, residential psychiatric treatment facility, or emergency department.

MHSU 4: Service Planning and Monitoring
Individuals and their families, as appropriate to the program model and the age and expressed wishes of the person, participate in the development and ongoing review of a service plan that is the basis for delivery of appropriate services and support.
NA The organization provides Diagnosis, Assessment, and Referral Services only.
[bookmark: _Hlk149221593]Interpretation: Due to the importance of family involvement in achieving positive outcomes for children and youth, service planning and monitoring should be family-driven when working with this population, accounting for the dynamics of the family as well as the needs of the child. Family should be defined in partnership with the child.
Examples: Family involvement has been emphasized due to the significant impact family engagement can have on resilience and recovery. However, the level of family involvement can vary given the age and expressed wishes of the person and as permitted by law.

Program model and structure can also impact family involvement. For example, due to the nature of withdrawal management programs involving family members in the service planning and monitoring process may not be possible or appropriate. 

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Service planning and monitoring procedures
	No On-Site Evidence
	· Interviews may include:
a. Program director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records



MHSU 4.01
An assessment-based service plan is developed in a timely manner with the full participation of individuals and familiespersons served, and their family when appropriate, and includes: 
1. agreed upon goals, desired outcomes, and timeframes for achieving them;
2. services and supports to be provided, and by whom; 
3. possibilities for maintaining and strengthening family relationships and other informal social networks; 
4. procedures for expedited service planning when crisis or urgent need is identified; and
5. documentation of consultation with staff or partnering providers who will be involved in service plan implementation, as appropriate; and	Comment by Melissa Dury: Question for the Field: Is this element a valuable addition to this standard?  The practice was supported by the literature but in practice, how often are additional staff or specialty providers providing consultation during service planning for MHSU?
6. documentation of the individual’s or family’s participation in service planningthe person’s or legal guardian’s signature.
CCHBC Interpretation: Service planning should involve consultation with specialty providers (e.g., eating disorders, traumatic brain injury, intellectual and developmental disabilities (I/DD), interpersonal violence and human trafficking) when needed to address the unique needs and preferences of the person or family.
 Interpretation: Although personnel should help identify available services and their potential risks and benefits and participate in evaluating options, individuals and families should be the primary planners of their goals and objectives and have the right to make their own decisions regarding what services and supports will be provided and by whom.
Interpretation: For service members, veterans, and their families, the service plan should also clearly outline which services will be provided on the installation or Veterans Affairs facility, when appropriate to the needs and preferenceswishes of the person. Research has shown that this population is often unsure of the services to which they are entitled and how to navigate military care systems. The clinician should take an active role in navigating these care systems when possible.

Interpretation: Generally, children age six and over should be included in service planning, unless there are clinical justifications for not doing so. The organization should have a developmentally appropriate discussion with children about the reason for accessing services and what they can expect to happen during service delivery.
Examples: Treatment outcomes for adults may include the ability to live independently or obtain employment, while outcomes for children and youth may focus on school performance and social and emotional well-being.

FP MHSU 4.02
The organization determines whether a crisis plan is necessary and, when indicated, engages persons servedindividuals and families and involved family members in crisis and/or safety planning that: 
1. is individualized and centered around strengths; 
2. identifies individualized warning signs of a crisis;
3. identifies coping strategies and sources of support that persons served can be implemented during a suicidal crisis, as appropriate; and 
4. specifies interventions that may or may not be implemented to help the individual or family de-escalate and promote stabilization; and
5. does not include “no-suicide” or “no-harm” contracts.
Interpretation: For individuals people who have been deemed to be at high risk of suicide, a safety plan includes a prioritized written list of coping strategies and sources of support that individuals people can use before or during a suicidal crisis. A personalized safety plan and appropriate follow-up can help suicidal individuals people cope with suicidal feelings in order to prevent a suicide attempt or possibly death. The safety plan should be developed once it has been determined that no immediate emergency intervention is required. 

Interpretation: For organizations serving children and youth, when safety issues are identified, the organization: 
1. involves supervisory personnel in reviewing safety concerns and plans; and
2. reports safety concerns in accordance with mandated reporting requirements.
CCBHC Interpretation: CCBHCs must develop crisis plans with all people receiving services and crisis planning should include the creation of a psychiatric advanced directive when desired by the person. If the individual does not wish to participate in advanced crisis planning, that decision must be documented in the case record.
Examples: Depending on the needs and preferences of the person, crisis plans may reference advanced mental health directives, also known as advanced psychiatric advanced directives.

Examples: Components of a safety plan can also include: internal coping strategies, socialization strategies for distraction and support, family and social contacts for assistance, professional and agency contacts, and lethal means restriction.

Examples: Warning signs for individuals people assessed as being at high risk for suicide can include a missed appointment, or significant change in status, and personnel may conduct active outreach and service engagement strategies such as phone calls, text messages, or home visits until contact is made. 

Examples: Safety plans may look different depending on the specific needs of the individual or family. For example, safety plans for survivors of domestic violence may focus on helping individuals people prepare for immediate escape, while safety plans for individuals people at risk for suicide may address coping strategies and sources of support, such as socialization strategies for distraction and support, family and social contacts for assistance, professional and agency contacts, and lethal means restriction. Organizations may also provide family members with information on crisis prevention. For example, Mental Health First Aid is a one-day training that can prepare someone to recognize, understand, and respond to a person’s mental health crisis.

MHSU 4.03
The worker or clinical team and a supervisor, or a clinical, service, or peer team, partner with the individual or family to review their case at least quarterly, or more frequently when indicateddepending on the needs of persons served, to assess:   	Comment by Melissa Dury: Question for the Field: By combining 4.03 and 4.04 into one standard, we are attempting to ensure the individual or family is involved in regular meetings about the effectiveness and ongoing appropriateness of their care.  We will no longer look at it as a separate or distinct process from team meetings about the person.  Is this change valuable and appropriate?  And does it reflect how case reviews are being conducted in your organization?
1. assess service plan implementation;
2. evaluate the person’s continued engagement in their treatment; 
3. review progress toward achieving service goals and desired outcomes; and
4. determine the continuing effectiveness of therapeutic interventions and the appropriateness of the agreed upon service goals.
NA The organization provides withdrawal management only.
Interpretation: When experienced workers are conducting reviews of their own cases, the worker’s supervisor must review a sample of the worker’s evaluations as per the requirements of the standard.
Examples: Individuals and families with higher level of care needs require frequent review. For example, weekly review is recommended for individuals people with suicidal ideation, recent relapse, or those with a recent mental health- or substance use-related emergency room visit or hospitalization. Individuals People with acute or complex needs (e.g., individuals people receiving medications for diagnosed symptoms and conditions) or those in a higher level of care such as intensive outpatient may require that their service plan be reviewed and updated every 30 days.  Additionally, plans may be reviewed and updated during specific milestones in the treatment process or following changes in the person’s or family’s status.

Examples: In office-based opioid treatment, indicators that revisions to the treatment plan may be needed include: 
1. signs or symptoms of withdrawal;
2. evidence of continued illicit opioid use;
3. the absence of opioid treatment medication in toxicology samples;
4. potential complications from concurrent disorders; and
5. inability to safely store buprenorphine in the individual’s person’s living environment.
Adjustments to the treatment plan can include increasing buprenorphine dosing, increasing the level of care (e.g. outpatient to intensive outpatient/partial hospitalization), or referring individuals people to an opioid treatment program when indicated and available.

MHSU 4.04: Service Planning and Monitoring
The worker and individual, and his or her family when appropriate: 
1. review progress toward achievement of agreed upon service goals; and 
2. sign revisions to service goals and plans.

NA The organization provides withdrawal management only.

MHSU 5: Clinical Counseling
[bookmark: _Hlk146625503]The organization provides person- or family-centered, trauma-informed clinical counseling services that:  
1. provide an appropriate level and intensity of support and treatment;
2. recognize individual and family values and goals;
3. accommodate variations in lifestyle; 
4. emphasize personal growth, development, and situational change; and
5. promote recovery, resilience, and wellness.
NA The organization provides Diagnosis, Assessment, and Referral Services only.
Interpretation: Outpatient withdrawal management programs include a range of therapies (e.g., cognitive, behavioral, medical, and mental health therapies), provided to persons servedpeople on an individual or group basis. Services aim to enhance the person's understanding of addiction, manage their withdrawal symptoms, and connect them with an appropriate level of care for ongoing substance use treatment. The delivery of services will vary and depends on the assessed needs of the person, their preferences, and his or hertheir treatment progress. 
Examples: Organizational self-assessments can help evaluate the extent to which an organizations’ policies and practices are trauma-informed, as well as identify strengths and barriers in regards to trauma-informed service delivery and provision. For example, organizations can evaluate staff training and professional development opportunities and review supervision ratios to assess whether personnel are trained and supported on trauma-informed care practices.	Comment by Melissa Dury: Question for the Field: Right now these examples are intended to be informative but this practice is not required for accreditation.  Should we elevate these practices by requiring self-assessment of key program or service delivery practices or leave it as it is?

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Procedures for evaluating level/intensity of care and follow-up
· Procedures for accommodating the schedules and unique needs of individuals and families
	· Educational/informational materials
	· Interviews may include:
a. Program director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records



MHSU 5.01
Clinical counseling services are person- or family-driven and: 
1. recognize individual and family preferences, beliefs, values, and goals; and 
2. utilize evidence-based or culturally-relevant, evidence-supported approaches, tailored for adults, children, and families.

MHSU 5.021: Clinical Counseling
Clinical counseling services promote whole-person wellness and help individuals and families to develop the knowledge, skills, and supports necessary to:   
1. manage mental health and/or substance use disorders; 
2. cultivate and sustain positive, meaningful relationships with peers, family members, and the community; and 
3. develop self-sufficiency and self-efficacy.
Examples: Working with individuals and families to strengthen their interpersonal skills may support the development and maintenance of their social support networks.  It may also be helpful for them to consider how to incorporate both give and take into their social relationships, since relationships will be more likely to endure if they are mutually satisfying and beneficial.

MHSU 5.032
Personnel assist individuals and families to:  
1. explore and clarify the concern or issue;
2. voice the goals they wish to achieve;
3. identify successful coping or problem-solving strategies based on their strengths, formal and informal supports, and preferred solutions; and
4. realize ways of maintaining and generalizing gains.
Examples: Personnel can help to engage and motivate persons servedindividuals and families in this process by demonstrating, for example:  
1. sensitivity to their needs, preferences, and personal goals;
2. a non-threatening manner;
3. respect for their autonomy, confidentiality, sociocultural values, personal goals, lifestyle choices, and complex family interactions;
4. flexibility; and
5. appropriate boundaries.

MHSU 5.034
Clinical personnel:  
1. determine the optimal level and intensity of care, including clinical and community support services;
2. follow up when an evaluation for psychotropic medications and medication-assisted treatment is recommended; and
3. use written criteria to determine when the involvement of a psychiatrist is indicated.
Interpretation: Element (c) does not apply to withdrawal management programs.

MHSU 5.04
When working with children and youth, services are designed to: 
1. focus on the family as a whole;
2. involve all family members to the extent possible; and
3. be provided at times and locations that accommodate family members’ schedules and needs.
NA The organization does not provide services to children and youth.
Examples: Times that accommodate family members’ schedules may include, for example, evenings and weekends. Times that accommodate family members’ needs may include other days and times that family members identify as challenging and need supportto navigateing (e.g., meal time, nap time, vacation days). 
Locations that accommodate family members’ needs may include places where families are likely to frequent such as community centers, schools, primary care clinics, other community-based social service providers, or the family home.

MHSU 5.05
When providing family therapy, personnel help family members develop and hone new competencies through: 
1. instruction and discussion about the topics and practices being targeted, why they are important, and their relevance to the family;
2. modeling of the practices and skills being targeted;
3. within-session practice that enables family members to use new skills and strategies with the worker present to intervene in the moment with coaching, positive reinforcement, or corrective feedback, as needed;
4. follow-up tasks that call for practice outside of the session; and
5. support in planning how to use skills and strategies in different situations, how to manage setbacks, and how to avoid future crises.
NA The organization does not provide family therapy.
Examples: Although the topics addressed with individual families will vary based on the specific issues that precipitated their need for service, the following competencies could be developed: 
1. communicating in a healthy and effective manner;
2. solving problems effectively;
3. managing conflicts;
4. coping with adversity, stress, and emotions;
5. maintaining and strengthening interpersonal relationships;
6. accessing needed services and support;
7. managing a household;
8. understanding child/youth development, including what is appropriate for different ages and developmental levels;
9. parenting in a sensitive and responsive manner designed to provide protection, meet basic needs, foster emotional security, and promote positive interactions, as appropriate to children’s ages and developmental levels;
10. establishing appropriate roles and boundaries; and
11. implementing age-appropriate techniques for providing supervision, setting limits, and managing behavior, including negative or maladaptive behaviors.

MHSU 6: Therapeutic Services
Persons servedIndividuals and families receive ongoing, coordinated, trauma-informed therapeutic services that are:
a. based on their preferences,assessed needs, and goals;
b. .evidence-based or culturally-relevant, evidence-supported;
c. and trauma-informed.
NA The organization provides Diagnosis, Assessment, and Referral Services only.
Note: For withdrawal management programs, please refer to the interpretation at MHSU 5.
Interpretation: Outpatient withdrawal management programs include a range of therapies (e.g., cognitive, behavioral, medical, and mental health therapies), provided to people on an individual or group basis. Services aim to enhance the person's understanding of addiction, manage their withdrawal symptoms, and connect them with an appropriate level of care for ongoing substance use treatment. The delivery of services will vary and depends on the assessed needs of the person, their preferences, and their treatment progress. 

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Referral procedures
	· Copies of agreements with cooperating service providers and/or community resource and referral list, as applicable
	· Interviews may include:
a. Program director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records



MHSU 6.01
Persons servedIndividuals and families receive psychosocial, therapeutic, and educational interventions that are: 
1. matched with their person's assessed needs, preferences, readiness for change, age, developmental level, and personal goals; 
2. discontinued immediately if they produce adverse side effects or are deemed unacceptable according to prevailing professional standards; and
3. provided in individual, family, and/or group format.
Interpretation: For withdrawal management programs, therapeutic and educational interventions may be limited given the length of treatment and the person's treatment progress.

MHSU 6.02
The organization directly provides or makes referrals for a comprehensive range of prevention and treatment, and rehabilitative services, including: 
1. psychotherapy; 
2. illness management and psychoeducation interventions;
3. coping skills training;
4. social skills training;
5. alternative therapies;
6. traditional practices and/or therapies;
7. relapse prevention; 
8. acute care; 
9. support groups and self-help referrals;
10. withdrawal management;
11. detoxification;medication assisted treatment;
12. inpatient care; 
13. intensive outpatient care; 
14. medical care; 
15. psychiatric services including medication management; and 
16. case management and other supportive services.
CCBHC Interpretation: Targeted case management should be made available to (1) people served by the CCBHC who are at high risk of suicide or overdose, particularly during times of transitions; (2) people with complex or serious mental health or substance use conditions; and (3) people who have a short-term need for support in a critical period. 

MHSU 6.03
Individuals, and their families when appropriate, and families are actively connected with peer support services, either directly or by referral, appropriate to their request or need for service.
Interpretation: Connections to outside self-help/mutual aid groups should not be limited to providing the time and location for a meeting. Organizations can support the individual’s acclimation to a new group by, for example, discussing meeting protocols and what to expect prior to attending, accompanying individuals and familiesthem to their first meeting, and encouraging them to make connections with peers while at the meeting. 
MHSU 6.04
The organization ensures access to crisis services 24 hours a day, 7 days a week and educates individuals and families on how to access them. 
Interpretation: Organizations may take advantage of existing community crisis systems or resources such as 988 when available as long as individuals and families have been educated on how to access crisis services when needed.
CCBHC Interpretation: CCBHCs must provide access to crisis services either directly or through one of their Designated Collaborative Organizations (DCO). In additional to educating individuals and families on how to access crisis services, CCBHCs must also provide education on crisis planning and psychiatric advanced directives.
MHSU 7: Medical Care and Clinical Support Team
Treatment decisions are guided by a qualified clinical team and are made in collaboration with persons servedindividuals and families.
NA The organization provides Diagnosis, Assessment, and Referral Services only.

NA The organization provides Clinical Counseling services only.
Note: Medical care includes psychiatric care and treatment.

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	No Self-Study Evidence
	· Job description and resume of qualified health professional and/or formal agreement with a professional or community-based provider
· Documentation tracking staff completion of required trainings and/or competencies related to opioid overdose, when applicable
	· Interviews may include:
a. Program director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records
· Review personnel record, when applicable
· Observe facility



FP MHSU 7.01
A licensed physician, or another qualified health professional, with experience, training, and competence in engaging, assessing, diagnosing, and treating individuals people with mental health and/or substance use disorders is responsible for the medical aspects of treatment and for guiding the coordination of behavioral and physical health care.
Interpretation: When an appropriately qualified health professional is not employed by the organization, their participation on the treatment team should be secured through contract or formal agreement.

Interpretation: Medical aspects should include the following, when applicable:  
1. prescribing medication and medication management, including appropriate management of pharmacotherapy for people with co-occurring conditions or those receiving office-based opioid treatment; 
2. providing or reviewing diagnostic, toxicological, and other health related examinations of people not currently under medical care and supervision or those receiving office-based opioid treatment; 
3. review of complicated cases where co-occurring substance use, health, and mental health conditions intersect and providing guidance on the coordination and/or integration of care; and
4. other medical and psychiatric related issues, such as seizure disorders, psychosomatic disorders, or traumatic brain injury.
Interpretation: Health professionals should be knowledgeable of appropriate prescribing practices for individuals people with substance use disorders.
Examples: The qualifications and training of the physician may vary as appropriate to the program. For example, organizations that provide mental healthsubstance use services may have a board-eligible psychiatrist who  is responsible for the medical aspects of treatmenthas experience in treating substance use disorder including intoxication, withdrawal, and withdrawal management; outpatient addiction treatment; toxicology testing; and the effects of various substances on the body. 
Qualified health professionals may include: psychiatric or mental health nurse practitioners, physician assistants, or health professionals that are permitted by law in their state to provide medical care and services (e.g., prescribe and monitor medications) without direction or supervision.  

FP MHSU 7.02
A licensed physician, or other qualified health professional, and a clinical team led by a licensed provider, collaborate with the individual to make decisions about level of care, treatment, and aftercare or discharge planning.
Examples: Clinical teams may include social work, medical, psychological, and psychiatric professionals with specialized training in mental health and/or substance use disorders.
A clinical team makes decisions about level of care, treatment, and aftercare or discharge planning and includes:
a. a licensed physician, or other qualified health professional; 
b. a licensed provider serving as the clinical team lead;
c. the individual or family  ; and	Comment by Melissa Dury: Question for the Field: The literature continued to emphasis the importance of having the individual or family as the primary drivers of their care. Here we have attempted to reword this standard to ensure the individual and their family are seen as active members of the care team. Is this change valuable/appropriate?  Or was it enough to say that the team makes decisions in collaboration with the individual as the old standard did?
d. other providers or supports according to the needs and preferences of the individual or family.

MHSU 7.03
Organizations that employ or have formal agreements with telemedicine practitioners, or individuals that provide telehealth services, monitor and share information in a way that ensures privacy and security of confidential information.
NA The organization does not employ or have formal agreements with telemedicine practitioners.

MHSU 7.04
The organization maintains a supply of naloxone on-site and appropriately trained staff are available to administer this medication in the event of an overdose.
NA The organization provides mental health services only.	Comment by Melissa Dury: Question for the Field: Is this NA appropriate or should this standard be universally applicable to all MHSU programs except those providing clinical counseling or diagnosis, assessment, and referral services only?

MHSU 7.05	Comment by Melissa Dury: Question for the Field: This used to only apply to MHSU programs offering withdrawal management or opioid treatment but the literature seemed to support wider applicability. Moving it here would mean it would apply to all MHSU programs providing substance use treatment except those providing only clinical counseling or assessment, diagnosis, and referral services.  Is that change appropriate?
Individuals at risk of opioid overdose, and their families when appropriate, are provided with a naloxone kit or prescription.
Interpretation: Individuals at risk of opioid overdose that should receive a naloxone kit or prescription include individuals withdrawing form opioids that refuse MAT, individuals withdrawing from MAT for opioid use disorder, or individuals who are currently using opioids.
NA The organization provides mental health services only.
MHSU 8: Outpatient Withdrawal Management
Withdrawal management is provided based on the needs and preferences of the person.
NA The organization does not provide withdrawal management.
Interpretation: For individuals people with opioid use disorder, withdrawal management without transitioning to ongoing medication-assisted treatment is not recommended. According to the American Society of Addiction Medicine, medication-assisted treatment in combination with individualized psychosocial supports and services is the standard of care for treatment of opioid use disorder. Detoxification from opioids is not required to initiate maintenance medication. See MHSU 8.04 for more information on providing withdrawal management to this population and MHSU 9 for more information on Office-Based Opioid Treatment.
Note: Withdrawal management can occur at varying levels of intensity.

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Criteria for determining the level of care
	· Sample job descriptions from across relevant job categories
· Educational materials or other documentation of information provided to persons servedindividuals and families
· MOU(s) with MAT providers, when applicable
	· Interviews may include:
a. Clinical/Medical director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records



MHSU 8.01
Qualified personnel determine the appropriate level of withdrawal management for the person using diagnostic criteria outlined in clinical decision support tools and clinical practice guidelines.
Examples: Organizations can utilize the American Society of Addiction Medicine (ASAM) criteria to determine the appropriate level of care.

MHSU 8.02
Withdrawal management services include:   
1. assessment and evaluation; 
2. monitoring and stabilization; and  
3. engagement with substance use treatment to assist with relapse prevention following the discontinuation of substance use.

FP MHSU 8.03
Withdrawal management is provided by a qualified team of trained and licensed professionals appropriate to the intensity of services offered.
Examples: Organizations providing medically-monitored withdrawal management may employ an interdisciplinary staff of nurses, counselors, social workers, addiction specialists and/or other health and technical personnel, whom all work under the supervision of a licensed physician.

MHSU 8.04
Prior to discharge, all individuals people receive: 
1. education about relapse, overdose, and mortality risk and prevention; and
2. information on relevant harm reduction activities.

FP MHSU 8.05
Organizations providing withdrawal management to individuals people withdrawing from opioids: 
1. counsel individuals them on the importance of medication-assisted treatment (MAT) and the risks of relapse, overdose, and death following detoxification without transitioning to maintenance medication;
2. offer MAT following withdrawal management either directly or through linkages with MAT providers; and
3. clearly document when clients people refuse MAT; and
4. provide a naloxone kit or prescription for any individual who refuses MAT. 
Interpretation: Organizations that do not offer medication-assisted treatment should have MOUs with MAT providers to ensure timely initiation of treatment. Studies have shown the risk of relapse increases dramatically following withdrawal without ongoing treatment, with 25% of readmissions occurring within the first 7 days post discharge.

MHSU 9: Office-Based Opioid Treatment
The organization provides buprenorphine assisted treatment for opioid use disorder that is responsive to individual strengths, needs, preferences, and goals.
NA The organization does not provide office-based opioid treatment.

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Access procedures, including operating hours and 24/7 emergency coverage
· Office-based opioid treatment screening and assessment procedures
· Procedures for administration of opioid treatment medication
· Procedures for referring individuals people for services
· Policies related to toxicology testing
· Procedures for toxicology testing
· Diversion control plan
· Procedures for withdrawal from medication assisted treatment
· PDMP procedures
	· Waivered provider coverage schedule for previous month
· Educational materials or other documentation of information provided to persons served and their familiesindividuals and families
· Evidence of collaboration with obstetricians
	· Interviews may include:
a. Clinical/Medical director
b. Relevant personnel
c. Persons servedIndividuals and families
· Observe facility
· Review case records



MHSU 9.01: Office-Based Opioid Treatment
The organization provides a welcoming environment for peopleatients to receive office-based opioid treatment that is conducive to rehabilitation, and services are available: 
1. during hours that are based on the needs of the service population; and
2. 24 hours a day, seven days a week for emergencies including the availability of alternate waived prescribers when the primary provider is out of the office.

MHSU 9.02
The provider and the person work together to explore available treatment options and determine the appropriateness of office-based opioid treatment taking into account: 
1. the person’s preference and goals for treatment;
2. results of the comprehensive assessment including confirmation of opioid use disorder (OUD), OUD severity, and potential contraindications to opioid treatment medications;
3. co-occurring disorders;
4. risk of diversion;
5. ASAM placement criteria; and
6. legal requirements and/or national guidelines for accessing treatment.
Examples: Information that can assist individuals people in choosing their preferred treatment option can include: the indications, risks, and benefits of medication-assisted treatment and its alternatives; the types of settings that offer medication-assisted treatment; geographic location of treatment providers and the availability of public transportation; cost of treatment; and requirements for participating in various treatment options (e.g. frequency of visits.)

MHSU 9.03
The organization queries the state prescription drug monitoring program (PDMP):   
1. prior to initiating medication-assisted treatment; and
2. once per quarter or more frequently when required by state law.
NA There is no PDMP available in the state.

FP MHSU 9.04
Office-based opioid treatment is administered as follows: 
1. an approved prescriber makes all dosage decisions within the medically accepted dosage range for effective treatment and in accordance with approved product labeling;
2. medication-assisted treatment is used in conjunction with individualized psychosocial treatment; and
3. opioid antagonist medications are recommended and made available to all individuals people either through standing state orders or prescription.

Examples: Guidelines published by the American Society of Addiction Medicine include dosage recommendations.

MHSU 9.05
Early in treatment, each person receives a physical exam and laboratory testing in accordance with national practice guidelines that includes, but is not limited to: 
1. screening for commonly co-occurring medical conditions, pregnancy and methods of contraception, acute trauma, and history of narcotic dependence and IV drug use;
2. evidence of current physical dependance; and
3. laboratory testing to identify existing medical conditions and current substance use.
Interpretation: Completion of the physical exam and/or lab work should never delay the initiation of medication-assisted treatment. This standard requires that all individuals people receiving office-based opioid treatment have an up-to-date physical exam that meets the requirements of the standard.  If a current physical exam that satisfies these requirements is not present in the person’s record, the prescriber should conduct the exam as part of the comprehensive assessment process or facilitate completion of the exam in partnership with the individual person and applicable providers.
Examples: Guidelines published by the American Society of Addiction Medicine and by the Substance Abuse and Mental Health Services Administration include practice recommendations for conducting physical exams and laboratory testing.

FP MHSU 9.06
Persons served, and the adults with whom they live, are educated about the dangers of continued alcohol, tobacco, or drug use including: 
1. cross-tolerance and other risks of continued use during medication-assisted treatment;
2. signs and symptoms of overdose, administering opioid antagonist medications, and when to seek emergency assistance; and
3. clinical support and other treatment options including recommended FDA-approved medications for cessation when available.

MHSU 9.07
Persons served, and adults with whom they live, are educated about: 
1. the nature of addictive disorders;
2. dependency substitution and self-medication;
3. therapeutic effects of opioid treatment medication;
4. common myths about opioid treatment medication;
5. the benefits of treatment and the recovery process; and
6. toxicology testing expectations and procedures.

MHSU 9.08
Persons served receive: 
1. infectious disease prevention and risk reduction information and education;
2. counseling on HIV infection and other infectious diseases and referral for testing;
3. counseling on the importance of treatment adherence and honest communication with the provider; and
4. noncompliance procedures.

MHSU 9.09
Ongoing, random drug testing is conducted using CLIA waived tests at a frequency that supports achievement of the person’s treatment goals, and testing procedures include: 
1. maintaining a therapeutic atmosphere that respects individual privacy during testing;
2. minimizing falsification during drug testing sample collection;
3. discussing positive results with the person and investigating the possibility of false positive results when individuals people deny drug use;
4. reviewing false-positive and false-negative results;
5. conducting confirmation testing when indicated; and
6. documenting results in the case record along with the person’s response.
Interpretation: Evidence of ongoing drug use on its own should not be considered grounds for discharge.

MHSU 9.10
Following the receipt of drug test results, the organization: 
1. immediately investigates possible diversion of opioid medication when test results indicate lack of buprenorphine and related metabolites;
2. reviews dosage when positive results for drugs are received; and
3. uses the results to determine the need for additional interventions or changes to the treatment plan.

MHSU 9.11
The organization implements a plan to reduce the risk of diversion of controlled substances from legitimate treatment use that includes a process for corrective action when systemic problems are identified.
Examples: Diversion control strategies may include, but are not limited to: 
1. frequent office visits, including weekly visits at the beginning of treatment;
2. observed urine drug testing;
3. validity testing of urine samples;
4. use of combination buprenorphine products;
5. use of injectable buprenorphine when clinically indicated;
6. recall visits for pill counts; and
7. providing individuals people with guidance on how to safely secure their medication at home.

MHSU 9.12
Treatment of pregnant woman with opioid use disorder: 
1. is in accordance with national treatment guidelines for treatment during pregnancy; and
2. is coordinated with an obstetrician.

FP MHSU 9.13
Individuals People are maintained on opioid treatment medication as long as they desire and derive benefit from treatment, but when withdrawal from opioid treatment medication is needed or desired, the organization: 
1. documents the reason for discontinuation;
2. educates the person about the process including risk of relapse, overdose, and mortality;
3. assesses for pregnancy, when applicable;
4. conducts dose reduction at a rate well tolerated by the person and in accordance with accepted medical practices;
5. conducts periodic assessments of mental status;
6. discontinues withdrawal and resumes treatment in the event of impending relapse;
7. offers the person relapse prevention services including counseling, support, and education;
8. encourages the person to participate in continued monitoring and support beyond the point of discontinuation;
9. invites the person to re-enter treatment at any time if they fear or have experienced a return to opioid use; and
10. provides the person with information about and referral or transfer to a suitable, alternative treatment program, whenever possible; and
11. provides the person with a naloxone kit or prescription.

MHSU 10: Care Coordination
The organization collaborates with individuals and families to coordinates services in order to promote continuity of care and whole-person wellness.
NA The organization provides Diagnosis, Assessment, and Referral Services only.
Interpretation: The standards in MHSU 10 address the efforts an organization makes to promote information sharing and collaboration with the various systems touching the individual or family. Organizations are not required to provide integrated care to implement the standards in this section. Organizations that offer integrated behavioral health and primary care services (e.g., health homes, Certified Community Behavioral Health Clinics, etc.) will complete the Integrated Care; Health Home (ICHH) standards.

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Procedures for care coordination
	· Copies of agreements with cooperating service providers and/or community resource and referral list, as appropriate
	· Interviews may include:
a. Program director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records



MHSU 10.01
The organization works in active partnership with individuals and families to: 
1. ensure that they receive appropriate advocacy support;
2. assist with access to the full array of services to which they are eligible; and
3. mediate barriers to receiving coordinated services.

FP MHSU 10.02
Individuals People with co-occurring mental health and substance use disorders receive coordinated treatment either directly or through active involvement with a cooperating service provider.
Interpretation: This standard is applicable to all programs regardless of the services offered. Organizations that only treat substance use disorders are expected to have the core capability to address co-occurring mental health disordersconditions, and organizations that only treat mental health disorders are expected to have the core capability to address co-occurring substance use disorders.

FP MHSU 10.03
The organization supports the coordination of behavioral and physical health care to increase access to needed services by: 
1. providing referrals to identified primary care providers;
2. communicating with the primary care doctor about treatment planning; and
3. linking individuals and families to providers that can help them navigate the health care system.

MHSU 10.04
In collaboration with individuals and families, the organization coordinates with, as needed:  
1. the child welfare system;
2. the justice system, including specialty courts; and
3. courts; and
4. the school system.
Interpretation: The organization should coordinate with the justice system to advocate for continuous medication-assisted treatment with buprenorphine for individuals people receiving office-based opioid treatment who are incarcerated or on probation or parole. 

Interpretation: Implementation of MSHU 10.04 should include collaboration with the referral source when families are referred and mandated to receive services by an agency with statutory responsibility.
CCBHC Interpretation: CCBHCs must develop formal partnerships with organizations from these systems that operate within their service area.  

MHSU 10.05
Care coordination activities include:   
1. linkages to community providers, as well as completed follow-up when possible; 
2. communication with partnering providers both internally and externally; and 
3. communication with persons servedindividuals and families.

MHSU 11: Support Services
Individuals and families receive support services that increase the likelihood of progress in treatment, improved functioning, and sustained positive change.
NA The organization provides Diagnosis, Assessment, and Referral Services only.

NA The organization provides withdrawal management only.

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Referral procedures
	· Copies of agreements with cooperating service providers and/or community resource and referral list, as appropriate
· Health promotion educational materials, training curricula, and other information made available to individuals and families
	· Interviews may include:
a. Program director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records



MHSU 11.01
The organization provides, either directly or by referral, necessary support services directed at addressing social factors that influence overall health and recovery which may include, as appropriate to the needs and preferences of the person or family:   
1. basic needs, such as food, clothing, and housing;
2. work-related services and job placement including supported employment, when indicated;
3. transportation;
4. legal services;
5. financial counseling;
6. social skills training;
7. public benefits;
8. educational services; and
9. respite care.
Interpretation: Service members and veterans should be linked to any services or benefits for which they may be eligible, including enrollment in the Veterans Health AdministrationAffairs health services.

MHSU 11.02
The organization collaboratesworks with individuals and families to identify natural supports and social networks to cultivate and sustain a supportive community.
Examples: Social networking opportunities can include: social, recreational, education, or vocational activities; religious or spiritual gatherings; or neighborhood and community events that provide individuals and families with an opportunity to meet, support, and share experiences with peers.

MHSU 11.03
Individuals People who have primary responsibility for children are offered receive accommodations for, or assistance with accessing: 
1. child care arrangements;
2. educational and recreational services for children; and
3. parenting workshops.
NA The organization does not serve individuals people who have primary responsibility for children.
Examples: Regarding element (a), the organization may offer child care while treatment or support groups meet or provide referrals to community child care resources.

MHSU 11.04 
The organization offers individuals and families, either directly or by referral, health education on topics relevant to their preferences and needs that will empower them to manage their chronic conditions, make informed decisions regarding their health, and promote wellness. 
Examples: Education topics can include, but are not limited to, smoking cessation, nutrition, physical fitness, obesity education, the connection between mental and physical health, chronic disease management, medication use, and resilience and recovery.

MHSU 12: Case Closing and Aftercare
The organization collaboratesworks with individuals and familiespersons served and family members, when appropriate, to plan for case closing and, when possible, to develop aftercare plans.

	Self-Study Evidence
	On-Site Evidence
	On-Site Activities

	· Case closing procedures
· Aftercare planning and follow-up procedures
	· Relevant portions of contract with public authority, as applicable
	· Interviews may include:
a. Program director
b. Relevant personnel
c. Persons servedIndividuals and families
· Review case records



MHSU 12.01
Planning for case closing:  
1. is a clearly defined process that includes assignment of staff responsibility;
2. begins at intake; and
3. involves the worker, persons served, family members, and others, as appropriate to the needs and preferences wishes of the person servethe individual or familyd.

MHSU 12.02
Upon case closing, the organization notifies any collaborating service providers, including the courts, as appropriate.

MHSU 12.03
If an individual or family has to leave the program unexpectedly or they voluntarily discontinue services, the organization makes every effort to identify other service options and link them with appropriate services.
Interpretation: The organization must determine on a case-by-case basis its responsibility to continue providing services to individuals people whose third-party benefits are denied or have ended and who are in critical situations.

Interpretation: See MHSU 9.13 for more information on withdrawal from office-based opioid treatment.

MHSU 12.04
When appropriate, the organization works with persons servedindividuals and families and their family to: 
1. develop an aftercare plan, sufficiently in advance of case closing, that identifies short- and long-term needs and goals and facilitates the initiation or continuation of needed supports and services; or
2. conduct a formal case closing evaluation, including an assessment of unmet need, when the organization has a contract with a public authority that does not include aftercare planning or follow-up.
NA The organization provides Diagnosis, Assessment, and Referral Services only.

MHSU 12.05
The organization follows up on the aftercare plan, as appropriate, when possible, and with the permission of persons servedindividuals and families.
NA The organization has a contract with a public authority that prohibits or does not include aftercare planning or follow-up.

NA The organization provides Diagnosis, Assessment, and Referral Services only.
Examples: Reasons why follow-up may not be appropriate, include, but are not limited to, cases where the person’s participation is involuntary, or where there may be a risk to the person such as in cases of domestic violence.
Governance (GOV)	Comment by Melissa Dury: Note for the Field: The following changes are being recommended based on the MHSU literature review that was conducted.  These changes impact other sections that organizations are assigned as part of their full accreditation review and are being included here for your review and feedback.

GOV 3.02: Community Involvement and Advocacy
The organization conducts ongoing community outreach and education to:
a. communicate its mission, role, functions, capacities, and scope of services;
b. provide information about the strengths, needs, and challenges of the individuals, families, and groups it serves;
c. build community support and presence and maintain effective partnerships; and
d. elicit feedback as to unmet needs in the community that can be addressed by the organization as its top advocacy priorities.

GOV 3.03: Community Involvement and Advocacy
The organization collaborates with community members and persons served to address unmet needs in the community and advocate for issues of mutual concern consistent with the organization’s mission, such as:
a. improvements to existing services;
b. filling gaps in service to offer a full array of community supports;
c. the full and appropriate implementation of applicable laws and regulations regarding issues concerning the service population;
d. improved supports and accommodations for individuals people with special needs; or 
e. improved access to needed services for underserved populations and marginalized communities;
f. solutions to community-specific needs including racial equity and cultural and linguistic diversity; 
g. service coordination; and
h. a coordinated community response to public health emergencies.

GOV 3.XX: Community Involvement and Advocacy (New)
The organization provides persons served with meaningful opportunities to influence the design delivery, and evaluation of its programs and services.
﻿Interpretation: The organization should have mechanisms in place to receive and respond to input. Persons served should be informed of how the organization will use their input and be made aware of any changes that were made in response.
Examples: Organizations can involve persons served by, for example: (1) seeking input during house and/or community meetings, when applicable; (2) soliciting feedback through satisfaction surveys as required by PQI 3.02; (3) establishing advisory councils; (4) reserving seats on the board for individuals with lived experience and their families; (5) inviting persons served to play a role in orienting newcomers to the program; and (6) hiring former service recipients to serve as peer support workers. 
Administrative & Service Environment (ASE)
ASE 6.01: Emergency Response Preparedness 
The organization develops an emergency response plan that outlines its response to medical emergencies, facility and security-related emergencies, public health emergencies, and natural disasters, and addresses:
a. coordination with appropriate authorities and emergency responders;
b. communication with the governing body, personnel, service recipients and their families, community partners, and as appropriate, the public, and the media;
c. evacuation procedures including accounting for the whereabouts of staff and service recipients and the evacuation of persons with mobility challenges and other special needs; and
d. participation with community partners and stakeholders in community recovery efforts, as appropriate.
Examples: The organization can help ensure preparedness to enact the emergency response plan by:
a. identifying the staff that will communicate with authorities and emergency responders at each program location;
b. testing the lines of communication to staff, board, persons servedclients, community partners, and the public;
c. identifying staff who are responsible for individuals people with mobility challenges and other special needs;
d. confirming availability of sufficient supplies at each site such as masks, gloves, hand-sanitizer, first aid kits or supplies, a first aid manual, cleaning supplies, disinfectant, toilet paper, food, maintenance supplies, batteries, etc.;
e. maintaining up-to-date emergency contact information for all staff and service recipients; 
f. ensuring availability of medications for people in residential facilities; 
g. maintaining a readily available emergency response plan and procedures at all program sites;
h. developing plans for programs and administrative offices to operate with increased staff absences due to illness; and
i. developing plans for managing responsibilities performed by volunteers or contractors, in the event they are prohibited from entering the facility. 
Program Administration (PRG)
PRG 4.02: Technology-based Service Delivery 
For each individual, the organization:
a. assesses the appropriateness of technology-based service delivery based on the individual’s preferences, established criteria, and suitability factors;
b. monitors whether or not the service delivery model is effective; and
c. arranges for services to be delivered in-person when necessary.
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