	Connecticut Department of Social Services

Connecticut Department of Mental Health and Addiction Services
Connecticut Department of Children and Families




APPLICATION

ENHANCED CARE CLINICS

   (A Subclass of Outpatient Mental Health and Substance Use Disorder Clinics for Adults and Children)
               I.  ORGANIZATION:   
               1.  Date of Application:    
            2.  Population Served:      
            3. 
	Name of Applicant Agency (Legal Name)
	

	Corporate Mailing Address
	

	City, State, Zip Code
	

	Office Address (if different from mailing address)
	

	City, State, Zip Code
	

	FEIN #  and  DUNS #
	

	Executive Director/Chief Operating Officer
	

	E-Mail Address
	

	Telephone Number
	

	Fax Number
	


4.   Program Description: Please provide a brief program description that includes:  (a) Statement of Purpose; (b) Overall Approach to  

Services/Treatment; and (c) Types of Services.  Please limit response to this page.      

5.   Program Site Information:  Please use the following tables to identify the primary and associated secondary sites for which you are applying
for qualification as an Enhanced Care Clinic.  Please attach copies of agency brochures and related materials that document the business 
hours of operation.  If your agency operates more than one primary site, please complete a separate application for each primary site.  
For purposes of this Application, all sites, both primary and secondary sites shall reside in DMHAS Region 1 and Region 5, embedded as hyperlinks for your reference.
Primary Site:

	CMAP Provider ID#:
	


	ECC Agency Name:
	


	Site Name:
	


	Street Address:
	


	Site Type:
	


	Communities Served:
	


	Population served: Check all that apply:
	      

	DPH SUD Outpatient Treatment License: Check yes or no:
	      

	DPH MH Outpatient Clinic for Adults License:  yes or no:
	      

	DPH General Hospital License:  Check yes or no:
	      


*A primary site is a service location that is administratively distinct.  It must share centralized telephone access, screening, 
scheduling and medical oversight with the agency’s secondary sites.
*DPH means Department of Public Health

*SUD means Substance Use Disorder

*MH means Mental Health

	  Secondary Sites
	Secondary Site #1
	Secondary Site #2
	Secondary Site #3
	Secondary Site #4

	CMAP Provider ID#:
	
	
	
	

	ECC Agency Name:
	
	
	
	

	Site Name:
	
	
	
	

	Street Address:
	
	
	
	

	Site Type:
	
	
	
	

	Communities Served:
	
	
	
	

	Population Served: check
	
	
	
	

	DPH MH Output Clinic license: yes or no
	
	
	
	

	DPH SUD Output license: yes or no
	
	
	
	

	DPH General Hospital license: yes or no
	
	
	
	

	Staff of 4 or less: yes or no
	
	
	
	

	Individuals per month of 125 or less
	
	
	
	

	Clerical or Administration Staff at site: yes or no
	
	
	
	

	Catchment area consistent with primary site: yes or no
	
	
	
	

	Operate less than 6 hours/day for 4 or fewer days: yes or no
	
	

	
	


6.   Individuals Served (Adults):  Please provide data that includes Medicaid Individuals only for State Fiscal Year (SFY) 2015, i.e. July 1, 2014- June 30, 2015 and SFY 2016, year to date i.e. July 1, 2015 to present, and indicate the monthly average for each category.  Of the total adult Individuals served by the agency, specify the percentage that represents Medicaid individuals, by category.
	 PROGRAM 

       SITES 
	  #  OF INTAKES 
	  # OF ADMISSIONS
	   # OF DISCHARGES
	 # OF CASES currently in 

treatment (unduplicated)

	
	SFY ‘15
(% Total)
	SFY ‘16
  YTD

(% Total)
	MO

AVG
	SFY ‘15
(% Total)
	SFY ‘16
  YTD

(% Total)
	MO

AVG
	SFY ‘15
(% total)
	SFY ‘16
  YTD

(% total)
	MO

AVG
	SFY ‘15
(% total)
	SFY ‘16
   YTD

(% total)
	MO

AVG
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	Secondary Site  # 2
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Secondary Site #  3
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Secondary Site #  4
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Secondary Site #  5
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Secondary Site #  6
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	      TOTALS
	
	
	
	
	
	
	
	
	
	
	
	


NOTE WORTHY: The Departments do not want a rewrite of the RFA requirements, since such an application would show a lack of understanding of the program and an inability to provide appropriate levels of support and guidance for the implementation of this type of project.
Please do not make reference to your AGENCY NAME from Section II to the end of the application.  THIS IS A BLINDED SUBMISSION.
II.  POINT OF ACCESS, SCREENING AND TRIAGE APPENDIX-B, PB 2007-44 AND APPENDIX-C, PB 2007-45 are embedded as hyperlinks for your reference to the following requirements.
1.   POINT OF ACCESS (APPENDICES B AND C ACCESS REQUIREMENTS SECTION A. page 1):  Is there a single, centralized point of access for handling all referrals for all sites?  
(Please limit your responses to the space provided on page 6.) 
a.   Current Practices: Explain how individuals access services at the primary and secondary sites.  Is there a live person taking initial referral calls?  Is there a same day/ open access model?  If so, describe.  How does your agency handle calls when you do not have immediate capacity? 
      b.   Proposed Changes to meet access requirement, if any:  
      c.   Action Steps, if applicable:  Identify the tasks and timelines for implementing the proposed changes.

2.   SCREENING PRACTICES (APPENDICES B AND C ACCESS REQUIREMENTS SECTION A page 1) 
(Please limit your responses to the space provided on page 7.)
a.   Current Practices:   Briefly describe how the agency initially assesses all referrals, i.e. telephonic, fax, and walk-in.  Identify staff
assignments, criteria used to assess needs, and provide any standardized screening tools that are routinely used.  
b.   Proposed Changes to meet access requirement, if any:  
c.   Action Steps, if applicable:  Identify the tasks and timelines for implementing the proposed changes.


3.   TRIAGE PROTOCOLS (APPENDICES B AND C ACCESS REQUIREMENTS SECTION A pages 1 thru 4)
(Please limit your responses to the space provided on page 8.)

a. Current Practices:  Please explain the agency’s clinical triage protocols.  Specifically, how does the agency determine the required response     time (emergent, urgent, routine) and what are the response time differentials and protocols? If the agency operates an emergency mobile services program, please describe if this service is used to meet any of its emergency service needs. 
b.   Proposed Changes to meet access requirement, if any:  

c.   Action Steps, if applicable:   Identify the tasks and timelines for implementing the proposed changes.


4.   QUALITY ASSURANCE PLAN (APPENDICES B AND C ACCESS REQUIREMENTS SECTION A pages 1 thru 4)
(Please limit your responses to the space provided on page 9.)
a.   Current Practices:  Please explain the agency’s quality assurance plan for ongoing monitoring, evaluation and improvement of the screening, assessment, and triage protocols including oversight of data entry in CT BHP web-based registration.  Please include a copy of the specific screening/triage tool utilized. 
b.   Proposed Changes, if any: 

c. Action Steps, if applicable: 

5.   DISPOSITION OF REFERRALS (APPENDICES B AND C ACCESS REQUIREMNTS SECTION A page 1)
(Please limit your responses to the space provided on page 10.)

a. Current Practices:  Describe the disposition for referrals that, upon initial screening, your clinicians believe do not meet eligibility criteria for routine outpatient services. Examples include, Individuals requiring a higher level of care. Identify the time frames.  
              b.   Proposed Changes to meet, if any:

              c.   Action Steps, if applicable:

6.   FOLLOW-UP VISIT (APPENDICES B AND C ACCESS REQUIREMENTS SECTION A page 4)
(Please limit your responses to the space provided on page 11.)
a.   Current Practices:  Please explain your process for offering follow-up appointments (medical and non-medical) following initial evaluation for those Individuals who are determined to be clinically appropriate to receive ongoing outpatient services.  Also describe how you facilitate linkage for those Individuals who require more intensive levels of care.

b.   Proposed Changes to meet access requirement, if any:

c.   Action Steps, if applicable:  Identify tasks and timelines for implementing the proposed changes.


7.   COORDINATION OF REFERRALS – HOSPITAL EMERGENCY DEPARTMENTS (APPENDICES B AND C ACCESS REQUIREMENTS SECTION A Pages 1 and 2)
(Please limit your responses to the space provided on page 12.)
a.   Current Practices:  Describe any formal or informal agreements with area hospitals regarding immediate referrals for emergency care,

      and any agreements regarding receiving referrals from emergency departments?  Please specify if agreements apply to all clinic sites.

   b.   Proposed Changes, if any:  

   c.   Action Steps, if applicable:  


8.   SAME DAY ACCESS TO PSYCHIATRIC MEDICAL PROFESSIONAL (for hospital clinics) (APPENDIX C ACCESS REQUIREMENT FOR GENERAL HOSPITAL CLINICS SECTION A page 2)
(Please limit your responses to the space provided on page 13.)
a.   Current Practices:  Describe your current capacity for handling psychiatric evaluations in emergent and urgent situations.

b.   Proposed Changes to meet access requirement, if any:  Describe how your agency will provide same day access to psychiatric medical professionals.

c.   Action Steps, if applicable:


9.   COORDINATION OF TRANSPORTATION SERVICES (APPENDICES B AND C ACCESS REQUIREMENT SECTION A page 4) 

(Please limit your responses to the space provided on page 14.)
a.   Current Practices:  Does the agency coordinate with the Non-Emergency Medical Transportation Administrative Services Organization (ASO) to arrange for transportation for initial evaluation and follow-up treatment services?  
b.    Proposed Changes to meet access requirement, if any:

c. Action Steps, if applicable:


10.  DOCUMENTATION REQUIREMENTS (APPENDICES B AND C ACCESS REQUIREMENT SECTION A page 5)
(Please limit your responses to the space provided on page 15.)
a.   Current Practices:   What are the documentation requirements for screening, initial assessment and triage, and first follow up after initial assessment?  Please provide copies or screen shots of all screening tools, documents, forms related to screening, initial assessment, triage and follow up.  (Copies and/or screenshots are not included in the response on this page 15.  Please provide them as attachments to your application, referencing this requirement) Does your agency document the following in the individual’s health record?
· Date of first contact
· Dates of appointments offered for initial face-to-face clinical evaluation/assessment

· Date of first follow-up appointment

· Date offered for first psychiatric evaluation, if needed

· Date first psychiatric evaluation took place, if provided

· Date treatment began

· Service end date

· Reason for discontinuation

b.   Proposed Changes to meet access requirement, if any: 
c.   Action Steps, if applicable:


11.  EXTENDED HOURS OF OPERATION (APPENDICES B AND C ACCESS REQUIREMENT SECTION B page 5)
(Please limit your responses to the space provided on page 16.)
a.   Current Practices:  Identify the extended hours of operation beyond the routine business hours of 8 am to 5 pm for each primary site and

      any secondary sites that would not meet qualifications for exemption from the extended hours requirement.  

b.   Proposed Changes, if any:

c.   Action Steps, if applicable:

12.   AFTER-HOURS PROCEDURES (APPENDICES B AND C ACCESS REQUIREMENT SECTION C page 5)
(Please limit your responses to the space provided on page 17.)
a.   Current Practices:  Describe the current process for handling after-hours crisis calls, including the role of any answering service,

      on-call clinicians, and/or EMS.

      b.   Proposed Changes to meet access requirement, if any:

c.   Action Steps, if applicable:

13.   FEASIBILTY PLAN TO EXPAND SERVICE CAPACITY (APPENDICES B AND C ACCESS REQUIREMENT SECTION D page 6)
(Please limit your responses to the space provided on page 18.)
a.   Proposed Plan:  Describe the agency’s feasibility plan to accommodate a potential increase in service volume of new Medicaid Individuals up to  20%.  Please specify whether or not the existing staff and physical plant are adequate to meet any possible expansion, and if not, identify the plan for meeting the space and staffing requirements.  

b.   Action Steps, if applicable:  Identify the tasks and timelines to achieve the goal.  Include staffing needs as well as space requirements, i.e. lease

plans/dates, as necessary. 

14.  WAIT LISTS
 How many adult Individuals have been referred or contacted the agency and are currently waiting for an initial assessment/intake appointment?  
What are the average numbers of days that elapse between the following events?    
a.   Referral/First Contact Date to Initial Assessment/Intake Date for adults                         Number of Days 
b.   Initial Assessment/Intake Date to follow-up or Service Start Date for adults                  Number of Days 
c.   Initial Assessment Date/Intake to Psychiatric Evaluation (if recommended) for adults   Number of Days 
15.  FEASIBILITY PLAN FOR AGENCIES THAT HAVE WAIT LISTS (APPENDICES B AND C ACCESS REQUIREMENT SECTION A)

(Please limit your responses to the space provided on page 19.)
a.   Proposed Plan:  Describe the agency’s plan for resolving the wait list. 

b.   Action Steps, if applicable:  Identify the tasks and timelines for implementing the plan.


III. COORDINATION WITH PRIMARY CARE PROVIDERS (APPENDIX-D, PB 2008-14 is embedded as a hyperlink for your reference to the following requirements.) (Please limit your responses to the space provided on page 20 and page 21.)
1.  Memorandum of  Understandings (MOA) WITH PRIMARY CARE PROVIDERS (APPENDIX D pages 1 THRU 3)
a. Current Practices:  Does the agency currently have formal or informal agreements with area primary care providers that include the following? Please provide copies of any MOUs or other agreements with primary care providers.  (Copies are not included in the response on this page 15.  Please provide them as attachments to your application, referencing this requirement)
· Protocols for referral of primary care patients to the ECC

· Protocols for referral of ECC patients to the patient’s primary care provider

· Communication guidelines to support on-going co-management of physical and behavioral health disorders, care of patients whose medications are managed by primary care provider, delineation of responsibility for monitoring psychiatric medication side effects and dosages

· Designation of parties responsible for coordinating necessary medical and behavioral health services

· ECC to conduct annual education and training events for primary care providers and their office staff
b. Proposed Plan:  How does your agency plan to meet the specific requirements specified in PB 2008-14 for entering into at least two MOUs with local primary care providers to include the following?
c. Action Steps, if applicable:


2.   POLICIES AND PROCEDURES (APPENDIX D page 3)
(Please limit your responses to the space provided on page 21.)
a. Current Practices:   Does the agency currently have policies and procedures governing relationships with primary care providers?  Please provide as an attachment to this Application.  Do they include the following?
· Outline circumstances under which a referral for medication management by the primary care provider would be pursued

· Administrative methods for identifying candidates for referral to primary care for medication management

· Timely response to Primary Care Provider inquiries with regard to Individuals currently or formerly treated by the ECC

· “Guidelines for ongoing communication with primary care providers for individuals with co-occurring medical and behavioral health disorders
b. Proposed Plan:  How does your agency plan to meet the requirements regarding policies and procedures relating to coordination and collaboration with primary care providers specified in PB 2008-14?

IV.CO-OCCURRING MENTAL HEALTH AND SUBSTANCE USE DISORDERS (APPENDIX-F, PB 2010-15,

 are embedded as hyperlinks for your reference to the following requirements. APPENDIX-E, PB 2010-14 and 
(Please limit your responses to the space provided on page 22.)
1. SCREENING TOOLS (APPENDICES E AND F Section 1)
a.   Current Practices: Please describe and provide any integrated screening tools for co-occurring disorders used at your agency.
b.   Proposed Changes, if any:  If the agency does not provide screening tools that are consistent with those listed on the following website:  www.ct.gov/dmhas/cosig/screening, what is the plan for implementing the use of these recommended screening tools? 
c. Action Steps, if applicable: 

2.   INTEGRATED ASSESSMENT (APPENDICES E AND F Section 2)
(Please limit your responses to the space provided on page 23.)
a. Current Practices:  Please describe the processes and protocols involved in your initial assessment. Are the following included?
· Formal, integrated and comprehensive assessment
· Psychiatric, substance use and trauma histories reflected in medical record
· Longitudinal information about the interaction between an individual’s mental health symptoms and substance use
· Stage of change for each disorder/problem documented in the record and incorporated into treatment planning
· Documentation of psychiatric and substance use diagnoses
b. Proposed Changes, if any:  How does your agency plan to meet the requirements regarding integrated assessment of mental health and substance use disorders in PB 2010-15?
c. Action Steps, if applicable:

3.   INTEGRATED TREATMENT (APPENDICES E AND F Section 3)
(Please limit your responses to the space provided on page 24 and page 25.)
a. Current Practices:  Please describe your current treatment model for treatment of co-occurring mental health and substance use disorders. Are the following included?
· Treatments for mental illnesses and substance use disorders, including medications, are provided concurrently
· Multiple modalities (e.g., individual, group)
· Motivational interventions
· Education about symptoms, course and treatments for specific mental health and substance use disorders, and the interactive nature of co-occurring  conditions
· Skill-building components to reduce substance use and better manage mental health symptoms (e.g. cognitive behavioral therapy)
· Trauma-informed and trauma-specific services
· Relapse prevention planning for both disorders
· Program displays, distributes, and utilizes client/family educational materials addressing mental health, substance use and co-occurring disorders
· Psychopharmacologic and addiction pharmacotherapy prescriptions are provided on-site, except for chemical maintenance medications
· Peer supports for people with co-occurring disorders are available on-site or through collaboration
· Family members or other significant support persons are incorporated in the treatment process through individual or multi-family group sessions, including a focus on co-occurring disorders
· MOU in place with chemical maintenance provider
b. Proposed Changes, if any:  How does your agency plan to meet the requirements regarding integrated treatment services specified in PB 2010-15
c. Action Steps, if applicable:


4.   STAFFING POLICIES (APPENDICES E AND F Section 4)
(Please limit your responses to the space provided on page 26.)
a. Current Practices:  Please describe and include any policies related to workforce competencies in co-occurring disorders. 
b. Proposed Changes, if any:  How does your agency plan to meet the requirement regarding policies related to co-occurring mental health and substance use disorders?
c. Action Steps, if applicable:


5. STAFFING COMPETENCIES (APPENDICES E AND F Section 4)
(Please limit your responses to the space provided on page 27.)
a. Current Practices:  Please list staff members at your agency who meet the competencies described in PB 2010-15 Section 4.
b.  Proposed Changes, if any:  How does your agency plan to meet the staffing requirement?

c. Action Steps, if applicable:  include time frames for any hiring.

6. EDUCATION AND TRAINING (APPENDICES E AND F Section 5)
(Please limit your responses to the space provided on page 28.)
a. Current Practices:  Please provide evidence of training for agency staff in co-occurring competencies.
b.   Proposed Changes:  How does your agency plan to meet the education and training requirement described in PB 2010-15 Section 5 – at least two training events per year for ECC staff to assist them in maintaining and enhancing co-occurring competencies?

c. Action Steps, if applicable: 

7. QUALITY ASSURANCE (APPENDICES E AND F Section 6)
(Please limit your responses to the space provided on page 29.)
a. Current Practices:  How does your agency measure treatment outcomes for Individuals with co-occurring disorders?

b. Proposed Changes:  How does your agency plan to meet the Quality Assurance requirements described in PB 2010-15 Section 6?
c. Action Steps, if applicable:   

V.  PERSONNEL 
1.   STAFFING LEVELS (There is no page limitation to 1.   STAFFING LEVELS)
a.   Current Staff:  Please list all staff that provides direct and indirect tasks relating to initial screening, assessment and treatment functions for adults. Please include administrative support staff, medical staff, clinical staff, supervisory staff and administrative staff.  For each staff person, identify the program site, job title, job functions, degree and major, license(s) held, hours per week, and % of time dedicated to these services. 
	      STAFF

      NAME 


	        SITE

  LOCATION


	            JOB

          TITLE
	         JOB 

 FUNCTIONS 
	DEGREE
	LICENSE(S)

HELD
	HOURS

  PER

WEEK
	      % TIME   

DEDICATED TO 

FUNCTIONS



	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


b. Proposed Changes, if any:    

c. Action Steps, if applicable:

2. TRAINING REQUIREMENTS 
(Please limit your response to one page)
a.   Current Practices:  What are the training requirements for staff, and how are these met?  Please describe requirements by job functions.

b.   Proposed Changes, if any:
c.   Action Steps, if applicable:


3. SUPERVISION REQUIREMENTS
(Please limit your response to one page)
               a. Current Practices:  What are the supervision requirements for staff, and how are these requirements met? Please describe requirements by

                    job functions. 

               b. Proposed Changes, if applicable:

               c. Action Steps, if applicable:

        VI.  CERTIFICATIONS
                Sworn as true to the best of my knowledge and belief, subject to the penalties of false statement.

                  Printed Name:  
                  Signature:  ______________________________________            Signature:  ____________________________________

                                                             Executive Director                                                                    Chairman of the Board

                  Date:  
                  Sworn and subscribed before me on this _______________day of ___________ 2015.

                                                                                                                 _______________________________________________

                                                                                                                 Commissioner of the Superior Court

                                                                                                                 Notary Public
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1

