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Attestation of Review and Commitment

Upon the employment of or the transfer of a therapist to a [Your Organization’s Name] Mental Health program, the supervisor, manager or director will review this manual with the employee.   The employee will sign this page attesting that they have read and understand these policies and agree to comply with them.

By signing this form, I attest  that I have reviewed and will comply with these policies.  I also attest that I have been hired  at _____ FTE, which means that I will work ____ hours per week in the clinic.

This undersigned statement of understanding shall be filed in the therapist's permanent personnel record.

Therapist’s or Therapy 

Assistant’s printed name: ___________________________________________________

Therapist’s or Therapy 

Assistant’s  signature: ________________________________ Date: _________________
Important Contacts for Clinic Operations
Serious Incident / Death of a client

Contact:  Rick Ruecking

Division of Quality Assurance

1 W Wilson Street, PO Box 2969

Madison, WI 53701-2969

(608) 261-0657

State Grievance office

State Grievance Examiner (Vaughn Brandt)
Division of Mental Health and Substance Abuse Services
Department of Health Services
1 West Wilson Street, Room 850
P.O. Box 7851
Madison, WI 53707-7851
E-mail: Brandv@dhfs.state.wi.us
Phone: (608) 266-9369

___________________________________________________________________________
Division of Quality Assurance Surveyors 
Mark Hale (Chief) 608-264-9894

Bid Webb (support staff) 608-261-0658

Southeastern

Demetrius Anderson 414-507-3401

Bill Goehring 414-550-0418

Mark Isaacs 414-507-3319

Northeastern

Frank Bellaire 920-360-3564

Western Region

Polly Wong 717-557-0332

South-central

Bill Rohner 608-220-0753

Southwestern

Rick Ruecking 608-261-0657

Local Resources and Referrals

Each office will update their copy of this manual to include names and contacts for the following service types:

Care Resources for Patient's Needing Supervised Living

For those patients needing residential facility placement to provide a supervised living environment, [List available programs/facilities]  will be used to provide either residential care or group home care.  

Care Resources for Patients Needing Partial Hospitalization

[List available hospitals with programs] 

 provide Day Treatment for children and adolescents.

Care Resources for Inpatient Hospitalization

[List available hospitals with programs] 

all provide psychiatric units for children and adolescents.

Rehabilitation services including Social rehabilitation services to achieve adjustment and functions of a patient in spite of the continuing existence of problems for patients will be accomplished through referrals to [List available programs].

Supportive transitional services - are provided primarily through referral to [List available programs].
Drug and Alcohol (AODA) Services

[List available programs] (partial hospitalization)

[List available programs] (outpatient)

[List more]
Suicidal Clients

National Suicidal Talk Line:   800-273-TALK

ALL COUNSELING DEPARTMENT FORMS REFERRED TO IN THIS MANUAL MAY BE LOCATED ON THE AGENCY SHARED DRIVE BY FOLLOWING THIS LINK:
COUNSELING FORMS

Introduction
[Your Organization’s Name] is a voluntary, non-sectarian child welfare agency operating as a nonprofit corporation.  This manual is the standard protocol for all of the outpatient and in-home mental health programs operated by [Your Organization’s Name] in various communities in Wisconsin. It incorporates our policies for compliance with both DHS 35 and with COA rules.
Local offices will modify this manual to reflect local community resources and compliance plans. These local modifications will be approved by the Director of Counseling.

Psychotherapy Clinics

[Your Organization’s Name] has no contracts with 51.42 boards, but the Agency does have contracts with several combined service boards. (amend text for your organization)
35.07 Location of Service Delivery

[Your Organization’s Name] provides outpatient mental health services at the following locations.   
	Office
	Outpatient Services
	Intensive In-Home Services

	City
	Specify YES or NO for each
	YES

	City
	YES
	YES

	City
	YES
	NO

	City
	YES
	NO

	City
	YES
	NO

	City
	YES
	NO

	City
	YES
	NO

	City
	NO
	YES

	City
	YES
	YES

	City
	YES
	YES

	City
	YES
	YES

	City
	YES
	NO

	City
	YES
	NO

	City
	YES
	YES


35.123 Clinic Administrator
The clinic administrator is responsible for clinic operations, including ensuring that the clinic is in compliance with DHS 35 and COA rules.  [Your Organization’s Name] employs a Director of Counseling to provide clinic administration functions with responsibility for developing policies congruent with DHS 35 and COA rules and ensuring compliance with those policies.  The Director of Counseling will designate Program Managers or Supervisors to enforce compliance on either a local or regional level.  When overseeing multiple clinics or branch offices, the Manager or Supervisor will have direct contact with each mental health practitioner on a regular basis (see below). The Director, Manager and Supervisors will be licensed treatment professionals or mental health practitioners.  (Job Descriptions for these positions are in Appendix A).

35.123 (2) Qualifications of Staff   (see also 35.15 Staff orientation and continuation of training)
[Your Organization’s Name]  recognizes that a variety of professionals help children and families.    Job descriptions (see Appendix A) have been developed which fall into the following categories:

· Licensed Treatment professionals (LTP):  [Your Organization’s Name] has determined that it is best practice to employ therapists who are Medicaid Certified and Licensed by the Wisconsin Department of Regulation and Licensing.  [Your Organization’s Name] designates these employees as “Level II” therapists.  
· Mental Health Practitioners (MHP): [Your Organization’s Name] employs staff who may have Medicaid Certification, but are not yet licensed. These therapists are designated as “Level I” therapists.  Non-licensed and non-certified therapists are employed as “therapists-in-training” in several offices.   Therapy assistants are employed in the Intensive In-Home programs.
· Recognized Psychotherapy Practitioners (RPP): [Your Organization’s Name] employs or contracts with Psychiatrists or Advance Practice Nurses (APN’s) in several offices.  In offices where this is not possible, [Your Organization’s Name] has identified the following local resources for medication management: (insert local information here).

Staffing ratios vary among the various clinics within the [Your Organization’s Name] network.  At the time of employment by the Clinic, each staff therapist will sign a statement verifying their time providing direct service at the clinic (see page two of this manual).  A copy of this statement is attached to the application for certification and forwarded to the DHSS licensing and certification section, and kept in the agency file. 
Each clinic falls into one of the three categories allowed by the State.  The (insert clinic name here) falls into Category (select A, B, or C) based upon staffing patterns as defined below:
A. Two or more LTPs who combined are available 60 hours per week

B. One or more LTPs who combined are available 30 hours per week AND one or more MHPs who are available at least 30 hours per week
C. One or more LTPs who are available at least 37.5 hours per week AND on RPP available at least 4 hours per month.

The following branch office is associated with this clinic: (select “none” or list offices).  Branch offices are established when a location does not meet the criteria for a clinic as listed above.  

In addition to degree and license, staff will  have competence in the particular scope of mental health treatment for which they provide service (i.e., play therapy, cognitive-behavioral therapy).  Competence in an area of treatment may be achieved by:

1.
A combination of course work, workshops and supervised practice

2.
Participation in a specific training program (insert certification program)

3.
A period of supervised clinical practice in which one has provided a considerable amount of effective services.

A record of trainings and workshops will be maintained by each staff member using [insert method here (online, paper file, other)].  It is recommended that staff maintain a record of their own trainings and CEU’s.

35.13  Personnel Policies

In addition to the educational, licensing, and training requirements discussed elsewhere in this manual, staff will remain compliant with caregiver background checks and misconduct reporting requirements.
[Your Organization’s Name] conducts criminal background checks on all new hires and contracted professionals. These background checks are conducted at hire and every four years thereafter. 
Staff will report in writing no later than the next working day if any of the following apply:

· They are charged with or convicted of a crime.  (A person is charged with a crime at the time a criminal complaint is first filed in court, usually shortly after arrest.)

· They are under investigation by any government agency for any act, offense or omission related to abuse or neglect (including child abuse or neglect) or for misappropriation of patient/client property.

· A unit or state agency has made a finding they abused or neglected any patient/client or misappropriated the property of any patient/client.

· Their credential, license, or certification is not current or is restricted.
· There are any changes to the Background Information Disclosure form previously completed.

35.14 Supervision / Collaboration 

All licensed and non-licensed clinical staff providing outpatient mental health services will participate in clinical collaboration.  A psychiatrist, psychologist or another licensed treatment provider will collaborate with each therapist to review and monitor patient progress at the following minimum intervals:

1.
At intake.

2.
At 30-day intervals for patients having 2 or more therapy sessions per week.

3.
At 90-day intervals for patients receiving one or fewer therapy sessions per week.

4.  Weekly if a client has been deemed at imminent risk of harming themselves or others

To assure that this collaboration takes place, the Director of Counseling will identify a psychiatrist, psychologist, or LTP (often the supervisor or manager) to lead collaboration sessions within the proper intervals, to document those meetings with signatures on treatment plans and/or case consultation forms, and to maintain the necessary controls to assure ongoing compliance.  Treatment plans and case consultation forms must be kept in the client file.
The clinical collaborator will provide a minimum of 30 minutes of supervision for the clinic staff for each 40 hours of therapy rendered.  This supervising time shall be noted in meeting minutes, the client chart and the master appointment calendar.  

To comply with DHS 35.14 (1) (b): All non-licensed treatment professionals, such as Therapy Assistants and Therapists-in-Training, shall receive clinical supervision by a licensed treatment professional (LTP) when clinically indicated or when critical incidents arise involving the client. The supervised review of client progress will be documented in the client’s mental health record dated and signed by the LTP.  Critical incidents include: 

· Major medical problems that either complicate the process of treatment, or serve as a barrier to successful treatment outcomes

· Continual “at-risk” behavior despite ongoing treatment

· Impairment of functioning that requires hospitalization

· Emergency detention

· Change in client functioning requiring a higher level of care

· Lack of progress toward treatment goals and objectives

· Co-occurring disorders

· Crises of self harm or harm to others

· Complications resulting from significant and/or chronic substance use 

· Aggressive acts within the clinic setting

When the safety of the client, staff or others has been jeopardized, or in the event of a death, an [Your Organization’s Name] incident report will be completed and submitted to the Director of Counseling and the Director of Research and Quality Control per [Your Organization’s Name] policy (See Appendix B).  The [Your Organization’s Name] incident report form is located in the Agency Shared Directory.  A copy of the incident may be placed in the mental health record if it is deemed clinically relevant and if it does not contain identifying information about another client.

In the instance of a client death, the State Division of Quality Assurance will be contacted within 24 hours using Client/Patient Death Determination form DDE-2470 (see contact information in the front of this manual).  The Program Manager and Director of Counseling will be informed within this same 24 hour timeframe.  The Director of Counseling will contact the Director of Research and Quality Review and Risk Management.  An event analysis will be conducted using the the State Division of Quality Assurance Form 931 (“Report and Summary Client/Patient Death Quality Improvement- Event Analysis”).  The Director of Research and Quality Review, the Director of Counseling, the Counseling Manager, and all related clinicians will participate in this event analysis.      

All licensed and non-licensed clinical staff will engage additional supervision with the clinical manager under the following circumstances:

· A consumer files a formal grievance regarding services provided by the clinician
· The clinician demonstrates an inability to effectively engage consumers. This may be evidenced by: 

· Provider’s show rate is below the accepted standard of care.

· Consumer satisfaction scores are consistently low.

· The mental health records are poorly or improperly maintained.

· The provider demonstrates insufficient competence to adequately meet the treatment needs of the consumer.

· The provider is in need of additional and/or specialized education, training, support, or guidance as evidenced by lack of knowledge about a specific type of treatment.

· The provider is in violation of any of the following: the Code of Ethics for their respective discipline,  clinic policy and procedures regarding direct patient care, HIPAA, Wisconsin State Statutes, Wisconsin Administrative Code, or the Wisconsin Client Bill of Rights.

· The provider is engaged in conduct that may jeopardize the well-being of staff or consumers.

If it is determined by the clinical manager that the clinician requires additional supervision, an Individual Development Plan (IDP) will be developed that includes the following items: 

· Specific areas in which further development, training, or education is needed

· Concrete learning goals and objectives with targeted dates of completion

· A schedule of supervision times and dates

· A list of any additional resources required that may aid in the completion (IDP) of goals

Quarterly, case record reviews will assure compliance with Supervision/Collaboration policies.  Details for case record reviews, are included in the agency wide case record review policy and plans (see Appendix C).
35.15 Staff orientation and continuing of training

(See also [Your Organization’s Name] Orientation and Training Policy in Appendix D) 

Position and program specific education requirements are completed with supervisory guidance and direction through individual supervision, group supervision, attendance at workshops, and internal and community-based conferences.  All mental health staff is required to participate in the following trainings:

· HIPAA/Confidentiality (DHS 51.30, 51.61)

· Client’s rights /grievance process (94, 48, 44)

· Regulations related to the treatment of minors (51.14)

Examples of content specific trainings supported by [Your Organization’s Name]:

· Attachment therapy

· Adoption Therapy

· Play Therapy

· Parent Child Interaction Therapy

· Trauma-Focused Cognitive Behavioral Therapy

· Strength-based assessment and treatment planning/ recovery concepts

· Suicide assessment and safety planning

[Your Organization’s Name] provides financial assistance to eligible employees to support professional development. Assistance is provided to attend seminars and workshops.  Assistance is also provided for courses required in a degree program that is related to professional certification such as Social Work. See the [Your Organization’s Name] Education Assistance Policy in Appendix F.  
35.16 Admission

[Your Organization’s Name] mental health programs are dedicated to providing quality mental health services to children, adolescents and their families.  Adults are only treated in the context of helping develop parenting skills, or in context of helping young adults struggling with the transition to adulthood living (i.e. young adults aging out of the foster care system).  

At the time of admission, [Your Organization’s Name] staff will provide:

1.
Initial assessments of new patients.  The [Your Organization’s Name] assessment tool follows strength-based assessment guidelines published by the Department of Health Services.
2. 
Evaluation services to determine the extent to which the patient's problems interfere with normal functioning.

3. 
An evaluation of client strengths to determine what qualities or behaviors will facilitate recovery

4.  
Diagnostic services to classify the patient's presenting problems.

5.
Outpatient services as defined by statute.

Releases of information will be completed at the time of intake so the clinician may collaborate with other treatment professionals, teachers, or stakeholders in the client’s life.

[Your Organization’s Name] does not place limits on the number of Medicaid clients who engage in services.  [Your Organization’s Name] does not turn clients away due to an inability to pay for services.
[Your Organization’s Name] therapists must practice within the scope of their training.  Supervisors, managers, or the director will discuss any exceptions to this rule on a case-by-case basis. 

When therapist case loads are full, the clinic will employ a waiting list to manage requests for service.  Clients on a waiting list will be served in the order in which they called providing proper consents are in place.  It is possible that a client may not be seen in the order that they called in the case of one of the following exceptions: 

1. The child requires a specific type of treatment or intervention (such as Adoption Counseling, Attachment therapy, Hmong counseling, or ???).

2. The child is being discharged from an inpatient hospital and is in immediate need of an aftercare support program.

3. The child is a sibling or family member of a current client in the CFC program.

4. Patients referred by other [Your Organization’s Name] programs (i.e. List programs) may be given priority at the discretion of the CFC Supervisor, Manager or Director. 

Evaluation Services –Select [Your Organization’s Name] mental health programs provide psychological and psychiatric services. At times, clients may be referred to other [Your Organization’s Name] offices to receive these evaluation services.  Clients may also be referred to [List other options if available].   
Initial Assessment & Ongoing Assessments – (see also Section 35.17 and Appendix E)
Initial assessments will be conducted on all new clients so that relevant information may be gathered concerning the client’s presenting concerns, their history, past treatment, family/social status, wok/academic history, medical history, mental status, risk to self or others, alcohol and or drug use, and other relevant information.

Therapy Services – (see also Sections 35.19 and 35.21)

Most referrals to the CFC and IIH programs result in ongoing provision of psychotherapy services.  Overflow and specialized services are referred to agencies or practitioners in the community.   
Following an assessment, if a [Your Organization’s Name] clinician determines that a client  needs a higher level of treatment, a psychological or psychiatric assessment, or a service not offered at [Your Organization’s Name] (i.e., AODA services) a referral to that agency should be made.  See Local Resources and Referrals section (page 4) of this manual for a partial list of local resources.

35.165 Emergency Services

Emergency services shall be furnished by staff whenever the therapists are available and if it is deemed to be in the best interest of the client.  [Your Organization’s Name] may refer suicidal, homicidal or overtly aggressive clients to higher levels of care (such as an inpatient facility) if the client is a risk to self or others.

[Your Organization’s Name] mental health programs will provide pre-care to clients prior to hospitalization. Clinicians will also provide after-care to help clients maintain and improve adjustment following a period of inpatient hospitalization.  Urgent care for assisting patients believed to be in danger of injuring themselves or others may be provided by the clinic if inpatient services are not deemed necessary.
1.
Each client will be presented with the “Information for Clients” form upon admission. The “Information for Clients” form will have relevant information regarding resources available to the client in case of an after hours emergency.

2.
If patients call the Clinic after hours regarding emergencies, the answering service will contact staff at home.

3.  
If staff is not available, the supervisor will be contacted at home.

4.  
In some programs, an after hours cell phone is carried by staff on a rotating basis so that clients will always have direct access to [Your Organization’s Name] staff.

4.

The patient is advised to call 911.  Each patient shall also be so advised of these options, by the therapist, at time of intake. 
When a client is referred to another provider, the therapist will provide the parent or guardian with the name and contact information of the new provider.  A release of information will be secured enabling the [Your Organization’s Name] clinician to contact the new provider to assure proper continuity of care.  Referrals and recommendations will be documented in the client’s chart.
35.17 Assessment (see also Appendix E)
A mental health assessment is completed by a therapist upon intake.  School evaluations, previous treatment records and county mental health records are reviewed when available. Assessments will be made using the agency’s “Intake Evaluation” and “Intake Questionnaire” forms along with any agency addendum assessment tools (i.e., the AODA Assessment, Self-harm Assessment) as clinically appropriate.  CFC and IIH therapists also use commercially available, standardized tools (i.e., the Trauma Symptom Checklist, the Child Behavior Checklist, the Beck Depression Inventory).  Standardized assessment tools are to be kept in the assessment section of the client file.  These test protocols may not be released, though results may be shared in a clinical summary format, if a proper release of information is in place.

Assessments may be administered during the course of treatment to assess changes in functioning (i.e. an increase in suicidal ideation), to make decisions about the course of treatment, to evaluate risk (i.e., substance abuse addendum), or to evaluate progress in treatment.

Assessments will include an evaluation of client and family strengths.  Internal qualities, family characteristics, resources, supports and other variables which could positively impact treatments should be listed on the “treatment and recovery plan”.

[Your Organization’s Name] encourages the use of strength-based (S-B) assessment techniques as described below:

· S-B assessment and treatment identifies client skills to help them address their problems. These skills may be focused upon during the course of treatment to help reestablish pre-existing levels of functioning.  For example, focusing on these skills may help guide a client who has lost their job make decisions about career changes. 
· S-B assessment and treatment planning helps identify supports within the client’s life (healthy relationships, access to community resources, etc). For example, a supportive relative may help a client cope with the loss of a loved one.  These supports may also help a client achieve treatment goals by lending encouragement to someone struggling with sobriety. 

· S-B assessment and treatment helps clients identify existing habits/routines which lend themselves to achievement of treatment goals. A client with major depression may benefit from a former routine.  Examples of strengths, such as the client reports that mornings seem to be easier (with less pain) than afternoons, will be highlighted and used to direct treatment.

· S-B assessment and treatment helps identify areas of hope so that clients see the possibilities which exist in their future.  Helping foster positive beliefs about the future may help motivate a client who is faced with situational or temporary obstacles.

· S-B assessment and treatment means re-framing the situation into a context that helps the client understand that they can cope and overcome by using their skills, supports, routines, and positive thinking.

S-B assessment models will be incorporated into the treatment approach: 
· Cognitive-behavioral models are readily adaptable to S-B approaches.  An S-B approach assumes that the client has the ability to learn and use positive beliefs to supplant cognitive distortions or errors in thinking.  Helping a client develop multiple theories to explain or interpret an event is a fundamental task in CB models.  This includes positive interpretations.  

· Psychodynamic models which allow the client to set the course of treatment suggest a fundamental trust in the instincts of the client.  The client’s selection of topics, the level at which they process them, and the speed at which they develop insights are all a function of their readiness to do so.  This basic trust in the client’s abilities is strength-based

· Systems approaches use the natural supports which exist in a client’s family or community to help structure change.  The belief that the client is able to participate in a health system, and to garner support from that system is based on a belief in the strengths of the client.

· Attachment therapy models are based upon the concept that all children can form attachments.  Some may take longer to develop given external circumstances in the early life experiences, but nevertheless attachments can be developed.
35.18 Consent for Treatment

All clients receiving mental health services at [Your Organization’s Name] (including CFC and IIH) must have a signed consent for treatment form in their file.  In offices offering psychiatric and psychological services, clients must have a separate consent for treatment signed for each additional service.  The consent to treat form will be reviewed with the client and/or guardian and the following areas should be addressed:

· Alternatives to treatment

· Possible outcomes and side-effects of treatment

· Possible benefits of treatment

· Estimated length of time treatment will last

· Cost of treatment

· Clients rights

· Emergency contact numbers

· Discharge policy

The “Client’s Rights Brochure”, the “Rights of Children and Adolescents in Outpatient Mental Health Treatment” (for children 12 and older), and the Information for Clients forms will be presented to the client and/or legal guardian at intake and again during yearly updates of the informed consent process.  Copies of client signature(s) acknowledging receipt are to be kept in the client file.

Consent for treatment of a minor must be given by both legal guardians.  If one parent does not consent to treatment, [Your Organization’s Name] providers must not provide treatment.  In  cases where a clinician believes a child is being harmed because a legal guardian does not consent to that treatment, the clinician, the consenting guardian or a child over the age of 14 may petition the county Mental Health Review Officer (MHRO) for a review.  A list of MHRO’s listed by county may be found at http://dhfs.wisconsin.gov/clientrights/minors/MHRO.htm
35.19 Treatment Plan

[Your Organization’s Name] has developed a comprehensive treatment plan document which will assist clinicians in meeting the State requirements for documenting goals, progress on goals, client strengths, medications, any risk factors, expected duration of services and discharge plans.  The treatment plan should be signed by the licensed therapist and the licensed clinical collaborator.  The treatment plan should include information about community resources that might meet the unique needs of the client.  See Local Resources and Referrals section (page 4) for potential referral sources.

Treatment plans will:

· be developed with the input from the client and/or their guardian, 

· Be signed by the guardian at intake and every 90 days thereafter

· reviewed and signed by another licensed professional at intake and every 90 days thereafter, 

· be re-evaluated more frequently if frequency of therapy is more than once per week, or if there is a need to monitor risk factors  (see Section 35.14)

· Include the signature of clients 14 years of age and older

Treatment plans will be strengths-based in keeping with State of Wisconsin standards (see 35.17). 
35.20 Medication Management
[Your Organization’s Name] offers psychiatric services in some offices.  A separate file will be created for clients seeking psychiatric services.  These files will contain a separate consent for treatment, psychiatry progress notes, and documentation that a client has been given information about potential side-effects of the medication prescribed to them.

It is [Your Organization’s Name] policy to use Wisconsin Department of Health Service forms and medication fact sheets when providing clients with information about the benefits and risks associated with medication management.  These fact sheets are specific to the medication being prescribed.   
35.21 Treatment Approaches and Services

(See also Sections 35.14, 35.15, 35.16, 35.17 in this manual)



[Your Organization’s Name] is committed to providing therapeutic and efficacious interventions to all clients accessing services through our outpatient and/or in-home therapy programs.  To that end, we follow best practice standards for the provision of mental health services.  At intake each client will be fully evaluated by a qualified mental health professional to determine the client’s treatment needs.  A treatment plan will be developed to address those needs (or an appropriate referral to a more appropriate level of care will be made, if needed).  
Consistent with [Your Organization’s Name] policy, therapists will not use or practice any restrictive behavior management techniques or interventions when working with clients. This includes but is not limited to any physical holds or manual restraint, mechanical restraint, or use of isolation or locked seclusion techniques to manage a client’s behavior. [Your Organization’s  Name] staff will not teach, advocate, or otherwise support the use of such interventions with agency clients.

Therapists are further prohibited from using any non-traditional treatment modalities such as, but not limited to, massage, crystal therapy, soul retrieval, rebirthing, primal scream, or approaches which may be valid but are not considered to be psychotherapy (as evidenced by support in the research literature). Since it is impossible to provide an exhaustive list of every type of prohibited therapy the following general rules will apply:  

1.
[Org’s Name] prohibits practices that involve techniques that a reasonable person would consider overtly punitive or harsh, 

2.  
[Org’s Name] prohibits practices which involve shaming a client, 

3.  
[Org’s Name] prohibits practices that would scare or frighten a client

4.  
[Org’s Name] prohibits continuing to provide a therapeutic intervention after a client has indicated, verbally or in writing, a desire to stop that intervention.

If questions arise regarding the permissibility of a given therapeutic intervention, therapists are encouraged to discuss their interventions with their supervisor and/or the Director of Counseling.  Since [Your Organization’s  Name] works with many children who have experienced maltreatment or trauma, we frequently look to the National Child Traumatic Stress Network (NCTSN.org) for guidance on evidence-based practices.  This website is sponsored by the Substance Abuse and Mental Health Service Agency (SAMHSA). 
If a therapist lacks the proper training, they will not practice interventions even if those interventions would be otherwise acceptable.  For example, hypnosis, strategic family therapy and EMDR are acceptable types of therapy, but only if provided by a therapist with proper training. Counseling Manager’s will make determinations regarding their staff’s ability and qualifications to perform certain interventions based upon that staff member’s graduate training, subsequent workshop/conference participation, their work experience and/or licensure and certifications.  When disputes arise, the Director of Counseling will be available for consultation regarding a therapist’s ability to perform a certain type of therapeutic intervention.  
If a therapist is currently being supervised by another therapist, as part of a training process, the therapist must inform clients of their “in-training” status.  Clients will be given the opportunity to refuse, without prejudice, such therapeutic intervention from the trainee.   All training will follow usual and customary levels of supervision.  The person offering the supervision will be adequately trained in the technique for which they are providing supervision.

[Your Organization’s  Name] therapists may provide professional consultation to other agencies, other programs at [Your Organization’s  Name], or to another professional on request.  In the past, such services have been provided to (add local information here).  Examples might include (Community Programs, Public Schools — List all that apply )
35.215 Group Therapy

Group services shall be available within the Clinic for patients when this is indicated and an appropriate group can be formed.

1. Group sessions should not exceed 16 patients and 2 therapists (i.e. staff to client ratio may not exceed 1 to 8).  Ideally, the group should be smaller than 16 so that a proper therapeutic dynamic can be facilitated.

2. Group sessions will be conducted in a room large enough to ensure the comfort and safety of all participants. 

3. Group leaders should have documented experience conducting groups, and in the delivery of the content matter contained within the group (i.e. SAFE).

35.22  Discharge Summary
Clients are most often discharged from therapy because they have successfully met goals and are no longer in need of therapeutic support.  When a successful discharge occurs the following steps are followed to document that discharge:

1.
A discharge summary will be written as an attachment to the treatment plan/progress review document. 
2.
Content of discharge summary will include:

(a)
A synopsis of treatment given.

(b)
A synopsis of the patient's progress

(c)
The reason(s) for discharge.

(d)
Information about any community resources that would benefit the client following discharge

In some instances, a client is discharged for non-compliance.  All clients must be contacted by phone or letter before a discharge occurs.  The client must be given a reasonable time to respond to that contact in order to request that their case be kept open.  If the client does not contact the clinic prior to that date, the case may be closed. 
In some cases, a clinician will leave the agency.  In these cases, all efforts are made to transfer clients to another [Your Organization’s  Name] provider.  A transfer summary is prepared (and documented in the file) and when possible the departing therapist will introduce the client to the new provider.  When another therapist is not available at [Your Organization’s  Name], all reasonable efforts are made to facilitate a transfer to another mental health service provider in the community.

In some cases, a client will be discharged due to concerns their behavior poses to other clients or staff.  In these cases, the therapist and supervisor/collaborator will discuss the concerns and, if possible, attempt to rectify the situation with the client.  In some cases, a safety plan may be developed.  In other cases a referral to a higher level of care might be appropriate.  The Director of Counseling and/or legal counsel might be part of these discussions.  Clients will be notified of decisions to discharge.  A formal letter will be sent to the client documenting the decision.  The letter will include contact information for the State Grievance office at the Behavioral Health Certification Section.

Examples of discharge letters, which conform to the state requirements, are available on the [Your Organization’s  Name] agency shared drive [insert location].  These letter templates contain all of the disclosures required by the state including information outlining a client’s right to file a grievance should they feel their treatment was unfairly terminated.  This letter should be used when contacting clients. Therapists may add information to the letters on the ASD so that they address the unique circumstances of a client, but information should not be deleted from the letters on the ASD.  
35.23 Treatment Files & Confidentiality

(Related codes: s 51.30, DHS 92, 45 CFR and 42 CFR, s146.835)
[Your Organization’s  Name] CFC files are organized in a similar fashion in all clinics.   IIH files vary base on county contractor’s requirements.    All files contains certain required elements such as referral information (including insurance information, if any), demographic and social history, an assessment, treatment plan and 90 day reviews, progress notes, consultation notes, discharge summary assorted collateral reports (including but not limited to: school reports, physician reports, court orders, and reports from other providers). 


Record Content and Retention  Policies:

1. All clinical information received by the clinic must be kept in the patient's clinical record.  This record includes a paper chart and the electronic health record  (EHR may not apply) (see below).
2. Paper clinical records must be kept in metal files or metal desks which can be locked.

3. Paper clinical records will not be kept in the waiting room.

4. In accordance with DHS 92.12, regulating Retention and Disposal of records, all clinical records shall be retained for a minimum of 7 years or until the client reaches the age of 19, whichever is longer, and disposed of by shredding.  The policies and procedures of the [Your Organization’s  Name] shall prevail in the retention of clinic records. Individual therapy records may be retained longer than 7 years with the written authorization of the supervisor, manager or director. 

5. In the event that the clinic closes, all clinical records shall be transferred intact to [Your Organization’s  Name] main office.  Under no circumstances will active or closed clinical records become personal property of the therapist or any other clinic staff person.

6. All clinical records and the entire contents thereof are the property of the clinic and not the property of the individual therapist.  It is the responsibility of the supervisor to inform the therapist of this policy and to make periodic checks, at least once per year and at the time of the employment termination of a therapist to verify this practice.

7. All progress notes will be written or typed into the so that they are legible.

8. All progress notes will be recorded within a reasonable time period to assure they are accurate.

Electronic Health Records (EHR) stored in XXX  (Insert Electronic Medical Record System Name if applicable)
1. Each staff member will have their own XXX account with a user-selected confidential password.  They will use XXX to access client records and to write a progress note.

2.   Each progress note will be electronically stamped with the therapist’s name, credentials and the date.  This “electronic signature” will be unique to the owner of the XXX account.

3. Staff will sign the XXX User form indicating compliance with company policies which reflect state law.

4. Client data will not be transferred from treatment records in electronic forms unless the client specifically consents in writing to have records faxed or emailed. 

5. All records stored in the XXX are electronically backed up regularly to prevent against loss of data due to system failure.

6. All laptops are encrypted with software to prevent against disclosure should a laptop be lost or stolen.

Release and Transfer of Treatment Records
1. The release and transfer of clinic information shall be done only with a written, properly signed and executed release of information form.

2. A licensed therapist, licensed psychologist, or licensed psychiatrist must review the clinical information to be released upon transfer of service to another clinic or individual.

3. A record will be kept, in the file, of all information that has been released from the file.
4. Support staff may gather information from a file, but that information must be reviewed and approved for release by a licensed therapist, before being released.

5. If a parent has been denied physical placement of their child due to endangering the child’s mental or emotional health, that parent has no rights of access to the record if it is deemed that having access would be detrimental to the treatment of the child (Wis. Stat. 146.835)

Use of email

[Your Organization’s Name] recognizes that email may be a convenient way for clients to communicate with their therapist.  Therefore, email is an approved of method for conversing with clients.  The following guidelines should be followed when using email:
1. Only correspond with clients using your secure [Your Organization’s Name] email account.  

2. Personal email accounts are not to be used since they may be less secure, they could be accessed by other members of your family, and such communication could be construed as a violation of boundaries.

3. Limit the amount of email correspondence and the detail included in this correspondence.  Email should be a quick, convenient way for corresponding between appointments, and it should not take the place of treatment.
35.24 Consumer Rights

[Your Organization’s Name] provides a consumer rights and grievance brochure to CFC and IIH clients at intake.  Children 12 years of age and older receive a copy of the “Rights of Children and Adolescents in outpatient mental health treatment”  An “Information for Clients” form is also given to the client at intake.  Clients are asked to sign a copy of the “Information for Clients” form to acknowledge receipt of that form as well as the consumer rights and grievance brochure.  These signed forms are kept in the file and a copy is given to the client.
Both the Client Rights Brochures and the Information for Clients form include contact information for the Client’s Rights Specialist (CRS).
Clients are offered services regardless of their ability to pay.  [Your Organization’s Name] offers a sliding fee scale to clients which bases cost on income level and family size.  If a client has medical bills or other hardships which make the sliding fee unaffordable, they may request a waiver of all fees.  The request for Fee Rate Change or Waiver” is available on the agency shared directory.  All requests must be approved by the Counseling Manager and the Director of Counseling.
[Your Organization’s Name] clinics are compliant with American’s with Disabilities (ADA) standards.
Clinic documents are made available in English, Spanish and Hmong.  

Translation services are available in other languages including American Sign Language.
35.25 Death Reporting

In the event of a client death attributable to suicide, restraint or psychotropic medication, the therapist will contact the Counseling Manager immediately.  The Counseling Manager will contact the Director of Counseling who will report the death to the Director of Research & Quality Control, the Risk Management team and to the Vice President and President.  

The Counseling Manager must contact the State Division of Quality Assurance within 24 hours using the Client/Patient Death Determination form DDE-2470 The contact information for the State is listed under Important Contacts for Clinic Operations on page 3 of this manual. An event analysis will be conducted using the State Division of Quality Assurance Form 931 (“Report and Summary Client/Patient Death Quality Improvement- Event Analysis”).  The Director of Research and Quality Review, the Director of Counseling, the Counseling Manager, and all related clinicians will participate in this event analysis (see: Wis. Stats.ss48.60 (5) (a), 50.035(5) and 51.64).  A [Your Organization’s Name] incident report may also be required depending on  the circumstances of the death. 
All clinicians have access to documents and data relevant to assessing and working with Suicidal Clients.  This data is on the Agency Shared Drive [Insert location of data].

Appendix A
Job Descriptions

C:\Human Resources\Job Descriptions\Counseling
[Insert Path to Documents]

Appendix B
Incident Policy

C:\Quality Improvement\Incident Reporting\Client Incidents
[Insert Path to Documents]

Appendix C

Case Record Review Policy

C:\Quality Improvement\Case Review
[Insert Path to Documents]

Appendix D

Orientation and Training Policy
C:\Shared Directory\Policies\Internal Education Policy draft.doc
C:\Shared Directory\Policies\Supervision\Supervision Process.doc
[Insert Path to Documents]

Appendix E
[Your Organiaztion’s Name] Assessment Guidelines
These guidelines are being established to assure the quality of the assessments offered through the counseling department at [Your Organiaztion’s Name].

Definition of Terms

1.  Brief assessments or screenings are used periodically during the course of treatment to monitor client progress or to gather information that might assist in making treatment or diagnostic decisions.  Typically these assessments involve the use of one or two standardized instruments which are administered to a client, parent or teacher during the course of outpatient or in-home therapy.

2.  Comprehensive assessments involve structured protocol which varies depending on the nature of the assessment but often includes the use of standardized tools, interviews, and/or direct observation.  [Your Organiaztion’s Name] has developed structured protocols’.

3. Psychological evaluation incorporates interviews, standardized assessment/screening tools and information and tools from brief and comprehensive assessments.  Typically a psychological evaluation is similar to a comprehensive assessment except for the types of tools that might be incorporated.  Psychological evaluations often include “schedule C” instruments, such as intelligence tests, which require advanced training.  In Wisconsin only a licensed psychologist is authorized to administer these tools.

Authorized providers  
1. Brief assessments or screenings --All therapists may provide brief assessments or screenings provided they have the proper training and/or oversight of another licensed therapist, supervisor or manager.

2. Comprehensive assessments are only to be provided by a psychologist or an approved therapist who may either be an employee or a contracted agent of [Your Organiaztion’s Name].  Approved therapists must have education and experience in the type of assessment they are administering.  Their supervision must have included some structured supervision related to the assessment.  They must agree to follow the [Your Organiaztion’s Name] protocol.  Therapists who meet these requirements will be authorized by their manager and the director of counseling to provide assessments to clients.

3. Psychological evaluation is only to be performed by a licensed psychologist who may either be an employee or a contracted agent of [Your Organiaztion’s Name].

Assessment Protocols

1.  Brief assessments or screenings.  The therapist uses the [Your Organiaztion’s Name] Intake Evaluation.  Use of one or two of the tools listed under Comprehensive Assessments (below) with no attempt to integrate multiple scores into a unified report.  
2.  Comprehensive Assessments

There are four areas in which [Your Organiaztion’s Name] therapists may offer comprehensive assessments: Bonding, Attachment, Infant Mental Health and Trauma.  Since each of these area involves different client populations, different expertise and different assessment tools, unique protocols have been developed for each assessment type. Typically multiple tools are used.  A comprehensive written summary containing explanation of assessment results and recommendations for treatment is provided following the assessment
A.  Trauma Assessments

CHHS Trauma Interview (Trauma symptoms, Emotional and Behavioral regulation, Environmental support system)

Interview with parent/caregiver

Teacher interview

Review of Medical or Social Service reports

Evidence-based tools

· Trauma Symptom Checklist for Young Children 
Briere, John, Ph.D.

· Beck Anxiety Inventory 
Beck, Aaron T., M.D., & Steer, R.A.

· Beck Depression Inventory-Second Edition 
Beck, A.T., Steer, R.A., & Brown, G.

· Trauma Symptom Checklist for Children 
Briere, John, Ph.D.

· Trauma Symptom Inventory 
Briere, John, Ph.D.

· Youth Self-Report 11-18 
Achenbach, Thomas, M.

· Teacher's Report Form 
Achenback, Thomas, M.

· Adolescent Clinical Sexual Behavior Inventory-Parent Report 
Friedrich, W.N., Ph.D.

· Adolescent Coping Orientation for Problem Experiences 
Patterson, J.M., & McCubbin, H.I.

B.  Infant Mental Health Assessments

CHHS- IMH Interview (Affect regulation, developmental level, parent-child relationship, safety measures, stability of the environment, meeting needs of child)

Developmental Milestone Scale

Carey Temperament Scale

Parent Behavior checklist

Evidence-based tools

· Eyberg Child Behavior Inventory 
Eyberg, Sheila, Ph.D.

· Infant-Toddler Social and Emotional Assessment - Parent Form 
Carter, Alice S., & Briggs-Gowan, Margaret

· Brief Infant-Toddler Social and Emotional Assessment - Childcare Provider Form 
Briggs-Gowan, Margaret & Carter, Alice S.

· Brief Infant-Toddler Social and Emotional Assessment - Parent Form 
Briggs-Gowan, Margaret & Carter, Alice S.
· Sutter-Eyberg Student Behavior Inventory-Revised 
Eyberg, Sheila, Ph.D., & Pincus, Donna, M.A.

C.  BondingAssessments
CHHS Bonding interview

Marschack Card sort

Evidence-supported tools

· Parent-Child Relationship Inventory 
Gerard, Anthony, B., Ph.D.

· Pediatric Emotional Distress Scale 
Saylor, Conway F.

D.  Attachment Assessments

CHHS Attachment interview

Evidence-supported tools
· Attachment Questionnaire for Children 
Muris, P., Meesters, C., van Melick, M., & Zwambag, L.

· Attachment Style Classification Questionnaire 
Finzi, Ricky, Har-Even, D., Weizman, A., Tyano, S., & Shnit, D.
3.  Psychological Assessment:

Comprehensive review of collateral data and information

Structured interview

Observation

Cognitive ability assessment

Academic achievement assessment

Assessment of concentration or attention (Connors CPT)

Projective measures (RATC, Kinetic Drawings)

MMPI, Millon or other personality assessments

Developmental assessment

Social-emotional assessment

Behavioral assessment (including adaptive behavior)

Visual-Motor integration assessment

Appendix F
[Your Organization’s Name] Education Assistance Policies
C:\Human Resources\Education Assistance.doc
C:\Human Resources\Employee Education.doc
[Insert Path to Documents]
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