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LOCUS DEFINED

LOCUS is an acronym for

LEVEL OF CARE
UTILIZATION SYSTEM



History

Developed by the American
Association of Community
Psychiatrists (AACMP) In response to
the emerging need for a replicable,
reliable and standardized level of care
determination tool.

Development began in 1995 through a
review of existing patient placement
practices and clinical experience.



LOCUS GOAL

To consistently guide
decisions that match
clients’ needs with the
correct level of care or
Intensity of services
avallable



LOCUS Principles

LOCUS developed on improving upon medical necessity criteria instruments
previously in use

Simple

- easy to Understand

Dimensional

- contains a method for systematic consideration of relevant variables
Concise

- limiting redundancies and irrelevant detail

Quantifiable

- facilitating communication, interactivity, consistency and gives ability to track
changes over time

Integrated

- provides a valid recommendation regardless of diagnosis or co-morbidities
Flexible

- adaptable to a variety of service systems and locations

Consumer Centered

- based on defining individual needs

Empowering

- Allows for inclusion of consumer input in level of care decisions

Reliable & Valid

- Proven reliable instrument that is capable of consistent and replicable
recommendations
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Inter-rater Reliability

Reliability Testing of LOCUS consisted of
ratings of ten 700 to 900 word case vignettes
by ten clinician reviewers with varying
mental health and training backgrounds.

The interclass correlation coefficient (ICC)
for placement recommendations was at the
high end of the “good” range at .68

(Sowers, W., et al 2003)



LOCUS In Use

LOCUS has been a well received instrument
by clinicians and mental health systems.

Currently LOCUS is In use In Minnesota,
Nevada, lllinois, District of Columbia,
Connecticut, New Jersey and Maine.

_OCUS is in frequent use for Utilization
Review activities, prior authorization and
Imiting overuse of services in various levels
of care




Context of Use

LOCUS can be used to determine Eligibility,
Admission, Continued Stay, Readiness for
Discharge and to aid in treatment planning
and needs assessment.

LOCUS Is an effective managed care
Instrument that compliments existing
utilization review processes and aids In
standardizing service payment decisions for
both payer organizations and providers.



LOCUS does not

Prescribe program design (although LOCUS
does specify components of care levels
commonly associated with positive clinical
outcomes)

Specify Treatment Interventions (Does
suggest intensity and restrictiveness)

Replace or invalidate clinical judgment
(LOCUS in fact augments clinical judgment
and prior clinical decisions)

Limit Creativity



LOCUS should not be used as a stand alone factor in
the determination of service provision

A current, complete and competent assessment or
clinician knowledge of documented clinical
Information is necessary for appropriate completion
of LOCUS

LOCUS is best used concurrently with existing and
already established level of care determination
practices

LOCUS provides a link between clinical staff and
payer organizations by providing an evidence based
clinical assessment of need

LOCUS can assist clinicians and treatment teams to
make informed level of care decisions for their
patients
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Once a clinician is experienced Iin use of
LOCUS, LOCUS can be functionally and
reliably administered in about 15 minutes

Reliable and functional use is largely
dependent upon the quality and content of
the most current assessment as well as the
clinical and psychosocial knowledge the
clinician has about the patient

The ability to adequately interpret the
assessment of other clinicians and gather
clinical data increases the reliability of
LOCUS outcomes




LOCUS COMPOSITION & STRUCTURE

LOCUS is comprised of six assessment
parameters or domains with one
domain consisting of two subscales

Each patient assessment requires the
completion of seven domains. LOCUS
users must complete scoring in all
domains to achieve a composite score
and level of care recommendation.



Scoring the LOCUS

Scoring

« The composite Score is comprised of 6 dimensions,
[/ scores

 Highest possible score for each dimension is 5

Must evaluate the client as he or she is now (current
state functionality and symptomotology)

e Patient in residential facility? Strip away supports
(How would they fare with developed skills related to
level of recovery)

AACP © LOCUS Instrument 2010



Individual scores in each domain can
be used as indicators for intervention
and treatment planning without the
need to be linked with level of care
determinations.
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DOMAIN STRUCTURE

Each domain is rated on a scale from 1to 5
with specific criteria for each increment rating.
Sub-criteria consists of between one and
seven line items specific to the behaviors,
Issues or symptoms which exist to validate a
score within the domain. Specifity and
accuracy Is not necessary for clinicians to
obtain an correct rating in each domain.

A composite score from 7 to 35is obtained
and weighs predominantly in the determination
of level of care recommendations



SIX DOMAINS

The six domains in LOCUS are

-Risk of Harm-
-Functional Status-
-Medical, Addictive and Psychiatric Co-Morbidity-
-Recovery Environment-
-Treatment and Recovery History-
-Engagement-



Domain One: RISK OF HARM

This dimension considers a person’s potential to cause
significant harm to self or others

While this may most frequently be due to suicidal or homicidal
thoughts or intentions, in many cases unintentional harm may
result from misinterpretations of reality, from inability to
adequately care for oneself, or from altered states of
consciousness due to use of Intoxicating substances in an
uncontrolled manner

For the purposes of evaluation in this parameter, deficits in
ability to care for self are considered only in the context of their
potential to cause harm.

Only behaviors associated with substance use are used to rate
risk of harm, not the substance use itself.

Other factors may be considered in determining the likelihood
of such behavior such as; past history of dangerous behaviors,
ability to contract for safety, and availability of means.

When considering historical information, recent patterns of
behavior should take precedence over patterns reported from
the remote past.
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Risk of harm is rated according to the following
criteria:

1 - Minimal risk of harm

a) No indication of suicidal or.homicidal thoughts or impulses, and no history. of suicidal or homicidal ideation, and no
indication of significant distress.

b) Clear ability to care for self now and in the past.
2 - Low risk of harm

a) No current suicidal or homicidal ideation, plan, intentions or severe distress, but may have had transient or passive
thoughts recently or in the past.

b) Substance use without significant episodes of potentially harmful behaviors.
c) Periods in the past of self-neglect without current evidence of such behavior.
3 - Moderate risk of harm
a) Significant current suicidal or homicidal ideation without intent or conscious plan and without past history
b) No active suicidal/homicidal ideation, but extreme distress and/or a history of suicidal/homicidal behavior exists.

c) History of chronic impulsive suicidal/homicidal behavior or threats and current-expressions does not represent
significant change from baseline.

d) Binge or excessive use of substances resulting in potentially harmful behaviors without current involvement in such
behavior.

e) Some evidence of self neglect and/or compromise in ability to care for oneself in current environment.
4 - Serious risk of harm

a) Current suicidal or homicidal ideation with expressed intentions and/or past history of carrying out such behavior but
without means for carrying out the behavior, or with some expressed inability or aversion to doing so, or with ability to
contract for safety.

b) History of chronic impulsive suicidal/homicidal behavior or threats with current expressions or behavior representing a
significant elevation from baseline.

c) Recent pattern of excessive substance use resulting in disinhibition and clearly harmful behaviors with no demonstrated
ability to abstain from use.

e) Clear compromise of ability to care adequately for oneself or to be adequately aware of environment.
5« Extreme risk of harm
a) Current suicidal or homicidal behavior or such intentions with a plan and available means to carry out this behavior...
- Without expressed ambivalence or significant barriers to doing so, or
- With a history of serious past attempts which are not of a chronic, impulsive or consistent nature, or
- In presence of command hallucinations or delusions which threaten to override usual impulse control.

b) Repeated episodes of violence toward self or others, or other behaviors resulting in harm while under the influence of
intoxicating substances with pattern of nearly continuous and uncontrolled use.

c) Extreme compromise of ability to care for oneself or to adequately monitor environment with evidence of deterioration in
physical condition or injury related to these deficits.

AACP © LOCUS Instrument 2010



Domain Two: Functional Status

This dimension measures the degree to which a consumer is able to
fulfill social responsibilities, to interact with others, maintain optimal
functioning, as well as a consumer’s capacity for self care.

This ability should be compared against an ideal level of functioning
given an individual’s limitations, or may be compared to a baseline
functional level as determined for an adequate period of time prior to
onset of this episode of iliness.

Consumers with chronic deficits who do not experience any acute
changes in their status are the only exception to this rule and are
given a rating of three.

If such deficits are severe enough that they place a client at risk of
harm, they will be considered when rating Dimension | in accord with
the criteria elaborated there.

For the purpose of this document, sources of impairment should be
limited to those directly related to psychiatric and/or addiction
problems that the individual may be experiencing. While other types of
disabilities may play a role in determining what types of support
services may be required, they should generally not be considered in
determining the placement of a given individual in the behavioral
treatment continuum.
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Functional Status is rated according to the following
criteria

1 - Minimal Impairment
a) No more than transient impairment in functioning following exposure to an identifiable stressor
2 - Mild Impairment
a) Experiencing some deterioration in interpersonal interactions, with increased incidence of arguments, hostility or conflict, but is able
to maintain some meaningful and satisfying relationships.
b) Recent experience of some minor disruptions in-aspects of self care or usual activities.

c) Developing minor but consistent difficulties in social role functioning and meeting obligations such as difficulty fulfilling parental
responsibilities or performing at expected level in work or school, but maintaining ability to continue in those roles.

e) Demonstrating significant improvement in function following a period of deterioration.

3 - Moderate Impairment
a) Becoming conflicted, withdrawn, alienated or otherwise troubled in most significant relationships, but maintains control of any
impulsive or abusive behaviors.
b) Appearance and hygiene may fall below usual standards on-a frequent basis.
¢) Significant disturbances in vegetative activities such as sleep, eating habits, activity level, or sexual appetite which do not pose a
serious threat to health.
d) Significant deterioration in ability to fulfill responsibilities and obligationsto job, school, self, or significant others and these may be
avoided or neglected on some occasions.
e) Chronic and/or variably severe deficits in interpersonal relationships, ability to engage in socially constructive activities, and ability
to maintain responsibilities.
f) Recent gains and or stabilization in function have been achieved while participating in treatment in a structured and /or protected
setting.

4 - Serious Impairment
a) Serious deterioration of interpersonal interactions with consistently conflictual or otherwise disrupted relations with others, which
may include impulsive or abusive behaviors.

b) Significant withdrawal and avoidance of almost all social interaction.
c) Consistent failure to maintain personal hygiene, appearance, and self care near usual standards.
d) Serious disturbances in vegetative status such as weight change, disrupted sleep, or fatigue that threaten physical well being:
e) Inability to perform close to usual standards in school, work, parenting, or other obligations and these responsibilities may be
completely neglected on a frequent basis or for an extended period of time.

5 - Severe Impairment
a) Extreme deterioration in social interactions which may include chaotic communication, threatening behaviors with little or no
provocation, or minimal control of impulsive or abusive behavior

b) Development of complete withdrawal from all social interactions.

c) Complete neglect of personal hygiene and appearance and inability to attend to most basic needs such as food intake and personal
safety with.associated impairment in.physical status.

d) Extreme disruptions in vegetative function causing serious harm to health and well being.
e) Complete inability to maintain any aspect of personal responsibility as a citizen, or in occupational, educational, or parental roles.
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Domain Three: Medical, Addictive, and
Psychiatric Co-Morbidity

This dimension measures potential complications in the
course of illness related to co-existing medical illness,
substance use disorder, or psychiatric disorder In
addition to the condition first identified or most readily
apparent (here referred to as the presenting disorder).

Co-existing disorders may prolong the course of iliness
In some cases, or may necessitate availability of more
Intensive or more closely monitored services in other
cases.

Unless otherwise indicated, historical existence of
potentially interacting disorders should not be
considered in this parameter unless current
circumstances would make reactivation of those
disorders likely.

For patients who present with substance use disorders,
physiologic withdrawal states should be considered to
be medical co-morbidity for scoring purposes.
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Medical, Addictive, and Psychiatric Co-Morbidity is rated
according to the following criteria

1 - No Co-morbidity
a) No evidence of medical illness, substance use disorders, or psychiatric disturbances apart from the presenting disorder
b) Any illnesses that may have occurred in the past are now stable and pose no threat to the stability of the current condition.

2 - Minor Co-morbidity
a) Existence of medical problems which are not themselves immediately threatening or debilitating and which have no impact on the course of the
presenting disorder
b) Occasional episodes of substance misuse, but any recent episodes are self limited, show no pattern of escalation, and there is no indication that
they adversely affect the course of any co-existing psychiatric disorder.
c) May occasionally experience psychiatric symptoms which are related to stress, medical illness, or substance use, but which are transient and
have no discernable impact on the co-existing substance use disorder.

3 - Significant Co-morbidity
a) Medical conditions exist, or have potential to develop (such as diabetes or a mild physiologic withdrawal syndrome), which may require
significant medical monitoring.
b) Medical conditions exist which may be adversely affected by the existence of the presenting disorder.
c) Medical conditions exist which may adversely affect the course of the presenting disorder.
d) Ongoing or episodic substance use occurring despite adverse consequences with significant or potentially significant negative impact on the
course of any co-existing psychiatric disorder.
e) Recent substance use which has had clearly detrimental effects on the presenting disorder but which has been‘temporarily arrested through use
of a highly structured or protected setting or through other external means.
f) Significant psychiatric symptoms and signs are present which are themselves somewhat debilitating, and which interact with and have an adverse
affect on the course and severity of any co-existing substance use disorder.

4 - Major Co-morbidity
a) Medical conditions exist, or have a very high likelihood of developing (such as a moderate, but uncomplicated, alcohol, sedative, or opiate
withdrawal syndrome, mild pneumonia, or uncontrolled hypertension), which may require intensive, although not constant, medical monitoring.
b) Medical conditions exist which are clearly exacerbated by the existence of the presenting disorder.
¢) Medical conditions exist which are clearly detrimental to the course and outcome of the presenting disorder.
d) Uncontrolled substance use occurs at a level, which poses a serious threat to health if unabated, and/or which poses a serious barrier to recovery
from any co-existing psychiatric disorder.
e) Psychiatric symptoms exist which are clearly debilitating and which interact with and seriously impair ability to recover from any co-existing
substance use disorder.

5 - Severe Co-morbidity
a) Significant medical conditions exist which may be poorly controlled and/or potentially life threatening in the absence of close medical
management (e.g., severe or complicated-alcohol withdrawal, uncontrolled diabetes mellitus, complicated pregnancy, severe liver disease,
debilitating cardiovascular disease).
b) Presence and lack of control of presenting disorder places client in-imminent danger from complications of existing medical problems.
¢) Uncontrolled medical condition severely exacerbates the presenting disorder, dramatically prolonging the course of iliness and seriously
impeding the ability to recover from it.
d) Severe substance dependence with inability to control use under any circumstance with intense withdrawal symptoms and /or continuing use
despite clear exacerbation of any co-existing psychiatric disorder and other aspects of well being.
e) Acute or severe psychiatric symptoms are present which seriously impair client’s ability to function and prevent recovery from any co-existing
substance use disorder, or seriously exacerbate it.
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Domain Four: Recovery Environment

This dimension considers factors in the environment that may
contribute to the onset or maintenance of addiction or mental
Iliness, and factors that may support a consumer’s efforts to
achieve or maintain- mental health and/or abstinence.

Stressful circumstances may originate from multiple sources and
Include interpersonal conflict or torment, life transitions, losses,
worries relating to health and safety, and ability to maintain role
responsibilities.

Supportive elements in the environment are resources which enable
consumers to maintain health and role functioning in the face of
stressful circumstances, such as availability of adequate material
resources and relationships with family members.

The availability of friends, employers or teachers, clergy and
professionals, and other community members, which provide
caring attention and emotional comfort, are also sources of
support.

For consumers being treated in residential settings, ratings should
be based on the conditions which would be encountered upon
transitioning to a new or returning to the usual environment,
whichever is most appropriate to the circumstances.
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Recovery Environment is rated according to the following criteria

A) Level of Stress
1- Low Stress Environment
a) Essentially no significant or enduring difficulties in interpersonal interactions and significant life circumstances are stable.
b) No recent transitions of consequence.
c) No major losses of interpersonal relationships or material status have been experienced recently.
d) Material needs are met without significant cause for concern that they may diminish in the near future, and no significant threats to health or safety are apparent.
e) Living environment poses no significant threats or risk:
f) No pressure to perform beyond capacity in social role.
2 - Mildly Stressful Environment
a) Presence of some ongoing or intermittent interpersonal conflict, alienation, or other difficulties.
b) A transition that requires adjustment such as change in household members,or a new job or school.
c) Circumstances causing some distress such as a close friend leaving town, conflict in or near current habitation, or concern about maintaining material well being.
d) A recent onset of a transient but temporarily disabling or debilitating illness or injury.
e) Potential for exposure to alcohol and/or drug use exists.
f) Performance pressure (perceived or actual).in school or employment situations creating discomfort.
3 - Moderately Stressful Environment
a) Significant discord or difficulties in family or other important relationships or alienation from social interaction.
b) Significant transition causing disruption in life circumstances such as job loss, legal difficulties or change of residence.
c) Recent important loss or deterioration of interpersonal or material circumstances.
e) Concern related to sustained decline in health status.
f) Danger in or near habitat.
g) Easy exposure and access to alcohol and drug use.
h) Perception that pressure to perform surpasses ability to meet obligations in a timely or adequate manner.
4 - Highly Stressful Environment

a) Serious disruption of family or social milieu which may be due to illness, death, divorce or separation of parent and child, severe conflict, torment and/or physical or
sexual mistreatment.

b) Severe disruption in life circumstances such as imminent incarceration, lack of permanent residence, or immersion in an alien culture.
c) Inability to meet needs for physical and/or material well being.
d) Recent onset of severely disabling or life threatening illness.
e) Difficulty avoiding exposure to active users and other pressures to partake in alcohol or drug use.
f) Episodes of-victimization or direct threats of'violence near current home.
g) Overwhelming demands to meet immediate obligations are perceived.
5 - Extremely Stressful Environment
a) An acutely traumatic level of stress or enduring and highly disturbing circumstances disrupting ability to cope with even minimal demands in social spheres such as:
-ongoing injurious and abusive behaviors from family member(s) or significant other.
-witnessing or being victim of extremely violent incidents perpetrated by human malice or natural disaster.
-persecution by a dominant social group:
-sudden or unexpected death of loved one.
b) Unavoidable exposure to drug use and active encouragement to participate in use.
c) Incarceration or lack of adequate shelter.
d) Severe pain and/or imminent threat of loss of life due to illness or injury
e) Sustained inability to meet basic needs for physical and material well being;
f) Chaotic and constantly threatening environment.
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Domain Five: Treatment & Recovery
History

This dimension recognizes that a client’s historical experience
provides some indication of how that client is likely to respond
to similar circumstances in the future.

While it is not possible to codify or predict how an individual
consumer may respond to any given situation, this scale uses
past trends in responsiveness to treatment exposure and past
experience in managing recovery as its primary indicators.

Although the recovery process is a complex concept, for the
purposes of rating in this parameter, recovery is defined as a
period of stability and good control of symptoms.

While it is important to recognize that some clients will respond
well to some treatment situations and poorly to others, and that
this may in some cases be unrelated to level of intensity, but
rather to the characteristics and attractiveness of the treatment
provided, the usefulness of past experience as one predictor of
future response to treatment must be taken into account in
determining service needs.

Most recent experiences in treatment and recovery should take
precedence over more remote experiences in determining the
proper rating.
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Treatment & Recovery History Is rated
according to the following criteria

1 - Fully Responsive to Treatment and Recovery Management
a)There has been no prior experience with treatment or recovery.

b) Prior experience indicates that efforts in all treatments that have been attempted have been helpful
in controlling the presenting problem.

c) There has been successful management of extended recovery with few and limited periods of
relapse even in unstructured environments or without frequent treatment.

2 - Significant Response to Treatment and Recovery Management

a) Previous or current experience in treatment has been successful in controlling most symptoms but
intensive or repeated exposures may have been required.

b) Recovery has been managed for moderate periods of time with limited support or structure.
3 - Moderate or Equivocal Response to Treatment and Recovery Management

a) Previous or current treatment has not achieved complete remission of symptoms or optimal control
of symptoms.

b) Previous treatment exposures have been marked by minimal effort or motivation and no significant
success or recovery period was achieved.

c) Equivocal response to treatment and ability to maintain a significant recovery.

d) At least partial recovery has been maintained for moderate periods of time, but only with strong
professional or peer support or in structured settings.

4 - Poor Response to Treatment and Recovery Management

a) Previous or current treatment has not achieved complete remission of symptoms or optimal control
of symptoms even with intensive and/or repeated exposure.

b) Attempts to maintain whatever gains that can be attained in intensive treatment have limited
success, even for limited time periods or in structured settings.

5 - Negligible Response to Treatment

a) Past or current response to treatment has been quite minimal, even with intensive medically
managed exposure in highly structured settings for extended periods of time.

b) Symptoms are persistent and functional ability shows no significant improvement despite this
treatment exposure.
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Domain Six: Engagement

This dimension considers the individual’s
understanding of illness and treatment and ability or
willingness to engage in the treatment and recovery
process.

Factors such as acceptance of iliness, motivation for
change, ability to trust others, interaction with
treatment opportunities, and ability to take
responsibility for recovery should be considered in
defining the measures for this dimension.

These factors will likewise impact a consumer’s
ability to be successful at a given level of care.

AACP © LOCUS Instrument 2010



Engagement iIs rated according to the
following criteria

1 - Optimal Engagement
a) Complete understanding and acceptance of iliness and its affect on function.
b) Shows strong desire to change.
c) Is enthusiastic about treatment, is trusting, and shows strong ability to utilize available resources.
e) Understands recovery process and personal role in a successful recovery plan.
2 - Positive Engagement
a) Significant understanding and acceptance of illness and attempts to understand its affect on function.
b) Willingness to change.

c) Engages in treatment in a positive manner, capable of developing trusting relationships, and will use
available resources independently when necessary.

e) Shows some recognition of personal role in recovery and accepts some responsibility for it.
3 - Limited Engagement
a) Some variability or equivocation in acceptance or understanding of illness and disability.
b) Has limited desire or commitment to change.
c) Relates to treatment with some difficulty and establishes few, if any, trusting relationships.
d) Does not use available resources independently or only in cases of extreme need.
e) Has limited ability to accept responsibility for recovery.
4 - Minimal Engagement
a) Rarely, if ever, able to accept reality of illness or any disability which accompanies it.
b) Has no desire to adjust behavior.
c) Relates poorly to treatment and treatment providers and ability to trust is extremely narrow.
d) Avoids contact with and use of treatment resources if left to own devices.
e) Does not accept any responsibility for recovery.
5 - Unengaged
a) No awareness or understanding of illness and disability.
b) Inability to understand recovery concept or contributions of personal behavior to disease process.
c) Unable to actively engage in treatment and has no current capacity to relate to another or develop trust.
d) Extremely avoidant, frightened, or guarded.
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Hints

Can’t decide between two scores, go with the higher
score, erring on the side of clinical caution

Always make scoring decisions on most recent
Information, events, data or outcomes. Be fair to the
patient, give credit for progress and don’t play the
“what If” game

You will have better level of care recommendation
outcomes using a primary presenting issue to
complete the evaluation: e.g. Dually Diagnosed —
choose one
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LOCUS® Adult Version 2010 Instrument
Score Sheet

| Client Name: | Date:
Scores
Dimension | 1] 2] 3] 4] 5]
Dimension 101 21 3] 41 5[]
Dimension Il 101 21 3] 41 5[]
Dimension IV 100 2[] 3] 4] 5[]
Dimension IVB 101 2[ ] 3[] 4[] 5]
Dimension V 100 2[] 3] 4[] 5]
Dimension VI 10 20 300 400 5]
COMPOSITE SCORE \
Placement Grid Level of Care(LOC) 1012013 14 15 ]6[ ]
Clinician Recommended (LOC) 1012013 14 15 ]6[ ]

Signature and Credentials of Assessor
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LEVEL OF CARE
DETERMINATION GRID

Level of Recovery Low Intensity High Intensity Medically Medically Medically

Care Maintenance Community Based | Comnuumity Based Monitored Monitored hlanaged

Health Services Services Non-Residential | Residential | Fesidential

Wanagement Services Services Services
Dimensions
Level 1 Level 2 Level 3 Level 4 Level 5 Level 6

L Fisk of Hamm 2 or less 2 or less 3 or less 3 or less )] )
3 4
I Functisgnal Status 2 or less 2 or less 3 orless 3 or less @)= )
3 4
oI Co-Morbidity 2 or less 2 or less 3 or less 3 or less HE (5
3 4

IVA. Recovery Environment Sum of Sum of Sum of Jord 4 or more 4 or more

“Stress”
VA+IVE WVA+IVE VaA+IVE
IVE. Recovery Environment 3 or less 4 or more 4 or more
“Support” iz d or less iz 5 or less is 3 or less

W Treatment & Recovery History 2 or less 2 orless 3 orless lord 3 or more 4 or more

VI  Engagement 2 or less 2 or less 3 or less Jord 3 or more 4 or more

Composite Rating 10 to 13 l4to0 16 17 to 19 20to 22 230 27 28 or more

2 indicates ndependent eriteria -
requires admission to this level
regardless of composite score

* Unless sum of TV A and IV B equals 2
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On the determination grid, the LOCUS
presents outcome recommendations
pased on the composite rating with
justification in each rating for level of
care decisions based on the score in
each domain

An accurate level of care determination
should not be made based on the
outcome score in only one domain.

Composite ratings are the most
accurate measure of level of care
determination
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Composite Score and Corresponding
Level of Care Recommendations

Level 1 — Composite Score of 10-13
Level 2 — Composite Score of 14-16
Level 3 — Composite Score of 17-19
Level 4 — Composite Score of 20-22
Level 5 — Composite Score of 23-27
Level 6 — Composite Score of 28-35




1)

2)

3)

4)

The term “level” is used for simplicity and describes a flexible or variable
combination of specific service types and might more accurately be said to
describe levels of resource intensity.

The particulars of program development are left to providers to determine
based the availability and array of services in a given geographic area.

The LOCUS does make recommendations regarding the components each
level of care should include for achieving best outcome. LOCUS makes these
recommendations based on three areas of service

Care Environment — The requirements of a physical facility most associated
with positive treatment outcomes such as layout of office, location to
consumers, access, staffing and hours of operation.

Clinical Services- The clinical services offered most associated with positive
clinical outcomes.

Support Services — The ability of a service to link with other services, provide
community and home based support, access collateral contacts and prowde
flexible arrays of service frequency, intensity and duration.

Crisis Stabilization and Prevention Services — Crisis and prevention services
in varying intensities and forms most associated with positive clinical
outcomes
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1)
2)
3)
4)

S)
6)

LOCUS LEVELS OF CARE

Recovery Maintenance Health Management
_ow Intensity Community Based Services
High Intensity Community Based Services

Medically Monitored Non-Residential
Services

Medically Monitored Residential Services
Medically Managed Residential Services




Meaning in Levels of Care

Does LOCUS determine need for
hospitalization?

Does LOCUS recommend length of stay?

A LOCUS level of care recommendation is
often dependent upon the array of services
and options available in the area of use.



BASIC SERVICES - Prevention and Health Maintenance

LOCUS makes accommodation for cases in which those assessed by LOCUS may not be recommended for a level of care
associated with the services provided in their area. LOCUS establishes a recommendation of basic services that should exist
which are designed to prevent the onset of illness or to limit the magnitude of morbidity associated with already established
disease processes. These services may be developed for individual or community application, and are generally carried out in a
variety of community settings. These services will be available to all members of the community. LOCUS should not be used to
determine eligibility etc. for these types of services.

Basic services should include these components in each of the service areas

1. Care Environment - An easily accessible office and'communications equipment. Adequate space for any services provided on-
site must be available. Central offices are likely to be most conveniently located in or near a community health center. Most
services will be provided in the community, however, in schools, places of employment, community centers, libraries, churches,
etc., and transportation capabilities must be available.

2. Clinical Services - Twenty-four hour physician and nursing capabilities will be provided for emergency evaluation, brief
intervention, and outreach services.

3. Support Services - As needed for crisis stabilization, having the capability to mobilize community resources and facilitate linkage
to more intense levels of care if needed.

4. Crisis Stabilization and Prevention Services - In addition to crisis services already described, prevention programs would be
available and promoted for all covered members. These programs would include: 1) Community outreach to special populations
such as the homeless, elderly, children, pregnant woman, disrupted or violent families and criminal offenders; 2) Debriefing for
victims of trauma or disaster; 3) Frequent opportunities to screen for high risk members in the community; 4) Health
maintenance education (e.g., coping skills, stress management, recreation); 5) Violence prevention education and community
organization; 6) Consultation to primary care providers and community groups; 7) Facilitation of mutual support networks and
empowerment programs; 8) Environmental evaluation programs identifying mental health toxins; and 9) Support of day care and
child enrichment programs.

Placement Criteria:
These Basic Services should be available to all members of the community regardless of their status in the dimensional rating scale.
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LEVEL ONE - Recovery Maintenance and Health Management

This level of care provides treatment to clients who are living either independently or with minimal
support in the community, and who have achieved significant recovery from past episodes of
iliness. Treatment and service needs do not require supervision or frequent contact. Recovery
Maintenance programs must provide the following:

1. Care Environment - Adequate space should be available to carry out activities required for
treatment. Space should be easily accessible, well ventilated and lighted. Access to the facility
can be monitored and controlled, but egress can not be restricted. In some cases, services may
be provided in community locations or in the place of residence.

2. Clinical Services - Treatment programming will be available up to two hours per month, and
usually not less than one hour every three months. Psychiatric or physician review and/or contact
should take place about once every three to four months. Medication use can be monitored and
managed in this setting. Capabilities to provide individual or group supportive therapy should be
available in at this level.

3. Supportive Services - Assistance with arranging financial support, supportive housing, systems
management, and transportation may be necessary. Facilitation in linkage with mutual support
networks, individual advocacy groups, and with educational or vocational programming will also
be available according to client needs.

4. Crisis Stabilization and Prevention Services - Clients must have access to 24-hour emergency
evaluation and brief intervention services including a respite environment. Educational and
employment opportunities, and empowerment programs will be available, and access to these
services will be facilitated. In addition, all Basic Services (see page 17) will be accessible.
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Level 1 Placement Criteria

. Risk of Harm - clients with a rating of two or less may step down to this level
of care.

. Functional Status - clients should demonstrate ability to maintain a rating of
two or less to be eligible for this level of care.

. Co-morbidity - a rating of two or less is generally required for this level of
care.

. Recovery Environment - a combined rating of no more than four on Scale
“A” and “B” should be required for treatment at this level.

. Treatment and Recovery History - a rating of two or less should be
required for treatment at this level.

. Engagement and Recovery Status - a rating of two or less should be
obtained in this dimension for placement at this level of care.

. Composite Rating - placement at this level of care implies that the client
has successfully completed treatment at a more intensive level of care and
primarily needs assistance in maintaining gains realized in the past. A
composite rating of more than 10 but less than 14 should generally be
obtained for eligibility for this service.

AACP © LOCUS Instrument 2010



LEVEL TWO - Low Intensity Community Based Services

This level of care provides treatment to clients who need ongoing treatment, but who are living
either independently or with minimal support in the community. Treatment and service needs
do not require intense supervision or very frequent contact. Programs of this type have
traditionally been clinic-based programs. These programs must provide the following:

1. Care Environment - Adequate space should be available to carry out activities required for
treatment. Space should be easily accessible, well ventilated and lighted. Access to the facility
can be monitored and controlled, but the way out cannot be restricted. In some cases
services may be provided in community locations or in the place of residence.

2. Clinical Services - Treatment programming will be available up to three hours per week, but
usually not less than one hour every two weeks. Psychiatric or physician review and/or
contact should be available according to need as indicated by initial and ongoing assessment.
Medication use can be monitored and managed in this setting. Capabilities to provide
individual, group, and family therapies should be available in these settings.

3. Supportive Services - Case management services will generally not be required at this level
of care, but assistance with arranging financial support, supportive housing, systems
management, and transportation may be necessary. Liaison with mutual support networks
and individual advocacy groups, and coordination with educational or vocational programming
will also be available according to client needs.

4. Crisis Stabilization and Prevention Services - Clients must have access to 24-hour
emergency evaluation and brief intervention services including a respite environment.
Educational and employment opportunities, and empowerment programs will be available,
and access to these services will be facilitated. In addition, all other Basic Services (see page
17) will be accessible.
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Level 2 Placement Criteria

. Risk of Harm - a rating of two or less would be most appropriate for this level of care.
In some cases, a rating of three could be accommodated if the composite rating falls
within guidelines.

. Functional Status - ratings of three or less could be managed at this level.
. Co-Morbidity - a rating of two or less is required for placement at this level.

. Recovery Environment - a rating of three or less on each scale and a combined
score of no more than five on the “A” and “B” scales is required for treatment at this
level.

. Treatment and Recovery History - a rating of two or less is generally most
appropriate for this level of care. In some cases, a rating of three could be attempted
at this level if stepping down from a more intensive level of care and a rating of two or
less is obtained on scale “B” of dimension four.

. Engagement and Recovery Status - a rating of two or less is generally most
appropriate for this level of care. In some cases, a rating of three may be placed at
this level if unwilling to participate in treatment at a more intensive level.

. Composite Rating - placement at this level of care will generally be determined by the
interaction of a variety of factors, but will be excluded by a score of four or more on
any dimension. A composite score of at least 14 but no more than 16 is required for
treatment at this level.
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LEVEL THREE - High Intensity Community Based Services

This level of care provides treatment to clients who need intensive support and treatment, but who
are living either independently or with minimal support in the community. Service needs do not
require daily supervision, but treatment needs require contact several times per week. Programs
19f||this' type have traditionally been clinic based programs. These programs must provide the
ollowing:

1. Care Environment - Adequate space should be available to carry out activities required for

treatment. Space should be easily accessible, well ventilated and lighted. Access to the facility
can be monitored and controlled, but egress can not be restricted. These services may be
provided in community locations in some cases, including the place of residence.

2. Clinical Services - Treatment programming (including group, individual and family therapy) will be

available about three days per week and about two or three hours per day. Psychiatric/medical
staffing should be adequate to provide review and/or contact as needed according to initial and
ongoing assessment. On call psychiatric/medical services will generally not be available on a 24-
hour basis. Skilled nursing care Is usually not required at this level of care, and medication use
can be monitored but not administered. Capabilities to provide individual, group, family and
rehabilitative therapies should be available in these settings.

3. Supportive Services - Case management or outreach services should be available and integrated

with treatment teams. Assistance with providing or arranging financial support, supportive
housing, systems management and transportation should be available. Liaison with mutual
support networks and individual advocacy groups, facilitation of recreational and social activities,
alnd coord(ljnatlon with educational or vocational programming will also be available according to
client needs

4. Crisis Stabilization and Prevention Services - Clients must have access to 24-hour emergency

evaluation and brief intervention services including a respite environment. Mobile service
capability, day care and child enrichment programs, education and employment opportunities, and
empowerment programs will be available, and access to these services will be facilitated. All other
Basic Services (see page 17) will also be available.
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Level 3 Placement Criteria

. Risk of Harm - a rating of three or less can be managed at this level.

. Functional Status - a rating of three or less is required for this level of care.
. Co-Morbidity - a rating of three or less can be managed at this level of care.

. Recovery Environment - a rating of three or less on each scale and a combined
score of no more than five on the “A” and “B” scales is required for treatment at this
level.

. Treatment and Recovery History - a rating of two is most appropriate for
management at this level of care, but in many cases a rating of three can be
accommodated.

. Engagement and Recovery Status - a rating of three or less is required for this level
of care.

. Composite Rating - placement at this level of care will generally be determined by the
interaction of a variety of factors, but will be excluded by a score of four or more on
any dimension. A composite score of at least 17 and no more than 19 is required for
treatment at this level.
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LEVEL FOUR - Medically Monitored Non-Residential Services

This level of care refers to services provided to clients capable of living in the community either in
supportive or independent settings, but whose treatment needs require intensive management by
a multi disciplinary treatment team. Services, which would be included in this level of care, have
traditionally been described as partial hospital programs and as assertive community treatment
programs.

1. Care Environment - Services may be provided within the confines of a clinic setting providing
adequate space for provision of services available at this level, or they may in some cases be
provided by wrapping services around the client in the community (i.e. ACT team).

2. Clinical Services - Clinical services should be available to clients throughout most of the day on a
daily basis. Psychiatric services would be accessible on a daily basis and contact would occur as
required by initial and ongoing assessment. Psychiatric services would also be available by
remote communication on a 24-hour basis. Nursing services should be available than about 40
hours per week. Physical assessment should be provided on-site if possible and access to
ongoing primary medical care should be available. Intensive treatment should be provided at least
five days per week and include individual, group, and family therapy depending on client needs.
Rehabllitative services will be an integral aspect of the treatment program. Medication can be
carefully monitored, but in most cases will be self-administered.

3. Supportive Services - Case management services will be integrated with on site treatment teams
or mobile treatment teams and will provide assistance with providing or arranging financial
support, supportive housing, systems management, transportation and ADL maintenance. Liaison
with mutual support networks and individual groups, facilitation of recreational and social
activities, and coordination with educational or vocational programming will also be available
according to client needs.

4. Crisis Stabilization and Prevention Services - Clients must have access to 24-hour emergency
evaluation and brief intervention services including a respite environment. Mobile service
capability, day care and child enrichment programs, education and employment opportunities, and
empowerment programs will be available, as will other Basic Services.
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Level 4 Placement Criteria

. Risk of Harm - a rating of three or less is required for placement at this level independent of other variables, and a
rating higher than three should not be managed at this level.

. Functional Status - a rating of three is most appropriate for this level of care independent of other variables. In
some cases, a rating of four could be managed at this level if placed in conjunction with a rating of one on scale
“A” and “B” in dimension four. (Availability of Assertive Community Treatment (ACT) would be equivalent to a
rating of one on scale “B”. An “A” scale rating of two could generally be managed in conjunction with ACT).

..Co-Morbidity - a rating of three or less is most appropriate for this level of care. In some cases, a rating of four could
be managed at this level if placed in conjunction with a rating of one on scale “A” and “B” in dimension four.
(Availability of Assertive Community Treatment would be equivalent to a rating of one on scale “B”. An “A” scale
rating of two could generally be managed in that circumstance).

. Recovery Environment - an “A” scale rating of three or less is most appropriate for this level of care. In some
cases, a rating of four could be managed at this level if placed in conjunction with a rating of one on scale “B”.
(Availability of Assertive Community Treatment would merit a rating of one on scale “B”). A “B” scale rating of three
or less could otherwise generally be managed at this level.

. Treatment and Recovery History - a rating of three or less is most appropriate for this level of care. In some cases,
a rating.of four could be managed at this level if placed in conjunction with a rating of one on scale “A” and “B” in
dimension four. (Availability of Assertive Community Treatment would be equivalent to a rating of one on scale “B”.
An “A” scale rating of two could generally be managed in conjunction with ACT).

. Engagement and Recovery Status - a rating of three or less is most appropriate for this level of care. In some
cases, a rating of four could be managed at this level if placed in conjunction with a rating of one on scale “A” and
“B” in dimension four. (Availability of Assertive Community Treatment would equivalent to a rating of one on scale
“B”. An “A” scale rating of two could generally be managed in conjunction with ACT).

. Composite Rating - in many cases, utilization of this level of care will be determined by the interaction of a variety of
factors.-A composite rating of 20 requires treatment at-this level with or without ACT resources available. (The
presence of ACT reduces scores on dimension four enabling these criteria to be met even when scores of four are
obtained in other dimensions.)
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LEVEL FIVE - Medically Monitored Residential Services

This level of care refers to residential treatment provided in a community setting. This level of care
has traditionally been provided in non-hospital, free standing residential facilities based in the
community. In some cases, longer-term care for persons with chronic, non-recoverable disability,
which has traditionally been provided in nursing homes or similar facilities, may be included at this
level. Level five services must be capable of providing the following:

1. Care Environment - Facilities will provide adequate living space for all residents and be capable of
providing reasonable protection of personal safety and property. Physical barriers preventing
egress or access to the community may be used at this level of care but facilities of this type will
generally not allow the use of seclusion or restraint. Food services must be available or adequate
provisions for residents to purchase and prepare their food must be made.

2. Clinical Capabilities - Access to clinical care must be available at all times. Psychiatric care should
be available either on site or by remote communication 24 hours daily and psychiatric consultation
should be available on site at least weekly, but client contact may be required as often as daily.
Emergency medical care services should be easily and rapidly accessible. On site nursing care
should be available about 40 hours per week if medications are being administered on a frequent
basis. On site treatment should be available seven days a week including individual, group and
family therapy. In addition, rehabilitation and educational services must be available either on or
oril‘f site. Medication is monitored, but does not necessarily need to be administered to residents in
this setting.

3. Supportive Services - Residents will be provided with supervision of activities of daily living, and
custodial care may be provided to designated populations at this level. Staff will facilitate
recreational and social activities and coordinate interface with educational and rehabilitative
programming provided off site.

4. Crisis Resolution and Prevention - Residential treatment programs must provide services
facilitating return to community functioning in a less restrictive setting. These services will include
coordination with community case managers, family and community resource mobilization, liaison
with community based mutual support networks, and development of transition plan to supportive
environment.
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Level 5 Placement Criteria
. Risk of Harm - a rating of four requires care at this level independently of other parameters.

. Functional Status - a rating of four requires care at this level independently of other
dimensional ratings, with the exception of some clients who are rated at one on dimension
four on both scale “A” and “B” (see level three criteria).

. Co-Morbidity - a rating of four requires care at this level independently of other parameters,
with the exception of some clients who are rated at one on dimension four on both scale “A”
and “B” (see level three criteria).

. Recovery Environment - a rating of four or higher on the “A” and “B” scale and in
conjunction with a rating of at least three on one of the first three dimensions requires care
at this level.

. Treatment and Recovery History - a rating of three or higher in conjunction with a rating of
at least three on one of the first three dimensions requires treatment at this level.

. Engagement and Recovery Status - a rating of three or higher in conjunction with a rating
of at least three on one of the first three dimensions requires treatment at this level.

. Composite Rating - while a client may not meet any of the above independent ratings, in
some circumstances, a combination of factors may require treatment in a more structured
setting. This would generally be the case for clients who have a composite rating of 24 or
higher.
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LEVEL SIX - Medically Managed Residential Services

This is the most intense level of care in the continuum. Level six services have traditionally been provided
in hospital settings, but could, in some cases, be provided in freestanding non-hospital settings. Whatever

the case may be, such settings must be able to provide the following:

1. Care Environment - The facility must be capable of providing secure care, usually meaning that clients
should be contained within a locked environment (this may not be necessary for services such as
detoxification, however) with capabilities for providing seclusion and/or restraint if necessary. It should be
capable of providing involuntary care when called upon to do so. Facilities must provide adequate space,

light, ventilation, and privacy. Food services and other personal care needs must be adeguately provided.

2. Clinical Services - Clinical services must be available 24 hours a day, seven days a week. Psychiatric,
nursing, and medical services must be available on site, or in close enough proximity to provide a rapid
response, at all times. Psychiatric/medical contact will generally be made on a daily basis. Treatment will

be provided on a daily basis and would include individual, group and family therapy as well as

pharmacologic treatment, depending on the client’s needs.

3. Supportive Services - All necessities of living and well being must be provided for clients treated in these
settings. When capable, clients will be encouraged to participate in and be supported in efforts to carry
out activities of daily living such as hygiene, grooming and maintenance of their immediate environment.

4. Crisis Resolution and Prevention Services — These residential settings must provide services designed
to reduce the stress related to resuming normal activities in the community. Such services might include
coordination with community case managers, family and community resource mobilization, environmental

evaluation and coordination with residential services, and coordination with and transfer to less intense

levels of care.
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Level 6 Placement Criteria

. Risk of Harm - a rating of five qualifies an admission independently of other
parameters.

. Functional Status - a rating of five qualifies placement independently of other
variables.

. Medical and Psychiatric Co-Morbidity - a rating of five qualifies placement
independently of other parameters.

. Recovery Environment - a rating of four or more would be most appropriate for this
level, but no rating in this parameter qualifies placement independently at this level,
nor would it disqualify placement if otherwise warranted.

. Treatment and Recovery History - a rating of four or more would be most
appropriate for this level but, no rating in this dimension qualifies placement
independently at this level, nor would it disqualify an otherwise warranted placement.

. Engagement and Recovery Status - a rating of four or more would be most
appropriate for this level but no rating in this parameter qualifies or disqualifies
placement independently at this level.

. Composite Rating - in some cases, patients not meeting independent criteria in any
one category, may still need treatment at this level if ratings in several categories are
high, thereby increasing the risk of treatment in a less intensive setting. A composite
rating of 28 (an average rating of four or-more in each dimension) would indicate the
need for treatment at this level.
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CASE 11

HISTORY OF PRESENT ILLNESS: Mr. S is a 49-year-old divorced man who is self-referred.
He is currently living in a cheap downtown hotel and is very distressed to find himself'in this

situation. He reports that his mother and his sister “conspired” to have him evicted from his

apartment about four months ago. “My world is falling apart. I feel like I'm at the end of my rope.
I need help sleeping and [ need a decent place to live.”

He lost his job about six months ago and is involved in a complicated workman's compensation
claim. He is currently receiving food stamps and living off savings. Since losing his job, Mr. S.
reports an increase in emotional and physical fatigue, very low mood, 10 pound weight loss and
disrupted sleep. Believes he is only sleeping 2-4 hours a night and fecls “worn out.” Although he
denies suicidal ideation, he does report a history of suicide ideation and reports that once as a
teenager he took “a handful of Tylenol” but “nothing happened.” Describes a very negative outlook
and states that just when things are looking up he gets “knocked down™ again.

PSYCIIIATRIC HISTORY: Mr. S reports that he has struggled with depression for 15 years.
States he can nol remember a single day in the last 15 years when he was free from low mood. He
reports a seasonal camponent to his depression. There arc also some symptoms suggesting manic
episodes (feeling high, inability to sleep) but nothing more definite. He has never been hospitalized
for psychiatric reasons but has received outpatien: treatment in numerous settings. He expresses
considerable dissatisfaction with the trecatment he has received in the mental health system and
complains that no one has been able to ¢xplain to him what was wrong or treat him successfully.

He has been tried on a variety of medications, most of them mood stabilizers, with no apparent
benefit. He does not currently take any medication for any physical or emotional condition.

MEDICAL HISTORY: Mr. § reports a history of head injuries as a result of a variety of accidents.
He states that he has experienced momentary loss of consciousness as a resull of some of these
blows to the head. He also has a history of enuresis, which persisted until late adolescence. He
reportedly sustained an injury in the Air Force which resulted in partial deafness. He does not
receive any military pension or disability.

SUBSTANCE USE HISTORY: Mr. S denies any problem with drugs or alcohol. He reports that
he drinks “scldom and socially.” He docs admit to smoking marijuana on a fairly regular basis until
the break up of the relationship. He has used marijuana only rarely since then. He denies any
present or previous legal problems.

SOCIAL HISTORY: Mr. S has one older sister. His mother and father remained marricd until his
father’s dcath about 20 years ago. He describes a good relationship with his father and a very
conflicted relationship with his mother and his sister. He reports that his mother was physically and
emotionally abusive. Mr. S considers himself to be of above average intelligence but admits that he
always struggled in school. He joined the Air Force immediately upon graduating from high
school. lHe was in the service for eight years and reccived an honorable discharge. He was married
during this time for about a year. He has no children. He was trained on computers in the Air
Force and has previously worked. on and off. at a computer repair business. He claims to have

sustained a back injury on the job and this is the basis of his workman's comp claim. The claim has
been denied and he is in the process of making an appeal. For the last 19 years he has been living
with another man. It is not clear whether or not this was a sexual relationship but it came to end at
the time of his eviction and he has had no contact with his ex-partner. There is a positive family
history for psychiatric problems. There is a matemal cousin who is institutionalized for some
unknown reason and a maternal aunt and two other cousins diagnosed with bipolar disorder. He
believes his mother may be alcoholic.

MENTAL STATUS EXAMINATION: This is a slight, somewhat disheveled man who appears
cachectic, distressed and anxious. He is restless and speaks somewhat rapidly, but WNL. Thoughts
are organized and no perceptual disturbance noted. Mood is upset and affect is dysphoric and
constricted. Cognitlive exam shows some deficit in concentration.
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LOCUS® Adult Version 2010 Instrument Score Sheet

Client Name PRIME #
Reviewer Name Date Completed
Agency | Program

Prior Com posite Score

| Prior Placement Grid Level of Care LOC or recommended LOC

Date of Prior LOCUS

| Prior LOCUS completed by |

l. Risk of Harm

1 - Minlmal risk of harm

a- [ Noindication of suicidal or homicidal thoughts or impulses, and no history of suicdal or homicidal ideation, and no
ndication of significant d
b- fo

2 - Low risk of harm
a- [ Ne current
thoughts

b- [ Subst

¢- [ Perods

tially harmful behawviers without current invelvement in such

udenre of saif naglect and/nr compromise in ahility to care for oneseff in current environ ment

4 - Serious risk of harm

ying out such be
cing so, or with

t sxpressions of behavier representing 2

nide usua mpuise controd.

b- ors resuking in harm while under the influence of
d use.
G menitor environment with evidence of detedoration
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IIl. Funectional Status

1 - Minimal Im pairment

e

(] Ne mere than transient impairment in fundioning fellowing exposure to an identifiable stressor.

2 - Mild Impairment

A

b-

[

d-

(] Expenencing some deterioration in interpersonal interactions, with increased incidence of arguments, hogilty or
confiict, but is able to maintain some meaningful and satisfying relationships.

[] Recent expenience of ssme minor disruptions in asped s of self care or usual activities.

[ Developing minor but consistent difficulties in social role functioning and meeting obligations such as difficulty fulfiling
parental responsibilities or performing at expeded levelin work or school, but maintaining ability te continue in those
reles.

[] Demenstrating significant improvement in funciion following a pericd of deterioration.

3 - Moderate Impairment

a

3]

[ Becoming conficted, withdrawn, alienated or otherwise troubled in mest significant relationships, but maintains control
of any impulsive or abusive behawiors.

(] Appearance and hygiene may fall below usual gandards on a frequent basis.

] Significant disturbances in vegetative activities such as sleep, eafing habits, adiviy leve|, or sexual appatie which do
not pose a senous threat o heslth.

[] Significant deterioration in ability to fulfill responsibilties and obligations to job, school, s, or significant others and
these may be avoided or neglected on some eccasions.

[ Chronic and/or vanably severe deficis in interpersonal relationships, ability to engage in sodally construciive
adiviies, and ability to maintain responsibiliies.

(] Recent gains and or stabilization in function have been achieved while participating in treatment in a structured and
lor protected setting.

4 - Serious Impairment

A

IS

[=9
0

[] Senous deterioration of interpersonal interactions with consistently conflidual or otherwise disrupted relafions with
others, which may include impulsive, or abusive behawiors.

[] Significant withdrawal and avoidancs of almast all social interadion.

[] Consstent falurs to maintain personal hygiens, appearance, and sef care near ususl standards,

[ Senous disturbances in vegeistive saus such as weight change, disrupied slesp, or fatigus thal threaien physica
wel being.

Clinabiliy to perform close to usual standards in school, work, parenting, or other cbligations and these responsibilities
may be completely negleded en a frequent basis or for an extended peried of time.

5 - Severe Impairment

A

b-

)

[]Exreme deterioration in sccial interadions which may indude chaotic communication, threatening behaviors with litle
or no provecation, or minimal control of impulsive or abusive behavior.

UlDevelopment of complete withdrawal from all social interactions.

[IComplete neglest of parsonal hygiene and appearance and inability to attend to most basic neads such a5 food intake
and personsl safety with assecizted impairment in physical gatus.

[Exireme disruptions in vegetative fundion causing serious harm to heslth and well being.

LlComplete inabilky to maintain any aspect of personal responsibilky as a ciizen, orin oocupational, educational, or
parental roles.
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Medical, Addictive, and Psychiatric Co-Morbidity

1 - No Co-morbidity
3 [ INoewdence of medicalillness, subgance use disorders, or psychising disturbances apart framthe presenting
discrder.
b- [CJAnyillnesses that may have occurred in the past are now stable and pose nothreat to the stability of the current
condition.

2 - Minor Co-morbidity
& [Exstence of medical problems which are not themselves immediately threatening or debilitating and which have no
mpact on the course of the presenting disorder.
b- [JOccasional episodes of substance misuse, but any recent episodesare selff imited, show no pattern of escalation, and
thers is no indication that they adwersely affect the course of any coexisting psychiatric disorder,
& [May cccasionally experience psychiatnc symptoms which are related to dress, medical liness, or substance use, but
which are transient and have no discernable impact on the co-exsting substance use disorder.

3 - Significant Co-morbidity
& [ IMedical conditions exist, or have potential to develop (such asdiabates or a mild physiolegic withdrawal syndrome),
which may require significant medical monitoring.
b-  [Medical conditions exist which may be adversely affected by the existence of the presenting disorder.
& [Medical conditions gxist which may adversely affed the course of the presenting disorder.
- []Ongeing or episedic substance use occurring despie adverse consequences with significant or potentially significant
negative impact on the course of any co-exigting psychiatne disorder,
e [ |Recent substance use which has had dearly defrimental effedis on the presenting disorder but which has been
temporanly arrested through use of a highly structured or protected seffing or through other external means.
(CISignificant psychiatric symptoms and signs are present which are themsslves somewhat debilitating, and which
nteract with and have an adverse affect onthe course and seventy of any co-ewisting substance use disorder.

[=%

gl

4 - Major Co-m orbidity
3 [ IMedical conditions exist, or have a very high likelihcod of developing (such as a moderate, but uncomplicated, alcohal,
sedative, or opiate withdrawal syndrome, mikd pneumonia, or uncontrolled hyperiension), which may require intensive,
akhough not constant, medical menitonng.
b- [Medical conditions exist which are clearly exacerbated by the exisence of the presenting disorder
Medical conditions exst which are clearly detnmental tothe course and outcome of the presenting disorder.
d  [JUncontrolled substance use oocurs at a kevel, which poses a senous threat to heakh if unabated, andior which poses a
sericus barrer to recovery from any co-existing psychiatric disorder.
e [IPsychiatric symptoms exigt which are dlearly debiliating and which interact with and serioudly impair ability to recover
from any co-exsting substance uss disorder.

I

5 - Severe Co-morbidity

a- [ISignificant medical conditions exigt which may be pootly controlled andior potentially e threatening in the absence of
close medical management (s.g., severs or complicated alcohol withdrawsal, uncontrolled diabstes melltus, complicated
pregnancy, severe liver dissase, debiliating cardiovasaular disease).

b- [JPresence and lack of control of presenting disorder places dient in imminent danger from complications of existing
medical problems.

& [JUncontrolled medical condition severely exacerbates the presenting disorder, dramatically prolonging the course of

ness and senously impeding the abiity to recover from £.

d-  [JSevere subgtance dependence with inability to control use under any circumstance with intense withdrawal symptoms
and for continuing use despie clear exacerbation of any co-exsting psychiatne disorder and cther aspeds of well being.

e [Acute or severe psychiatric symptoms are present which sericusly impair dient's abikyte fundion and prevent
recovery from any co-existing substance use disorder, or seriously exacerbate i
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IV. Recovery Environment
A) Level of Stress
1 - Low Stress Environment

a- [Essentially no sgnficant or enduring difficukties in interpersenal interactions and significant Ife circumstances are
stable.

b-  [Mo recent transitions of consequence.
& [MNo major losses of interpersonal relationships or material status have been expenenced recently.
d-  [Msaterial needs are met wihout signficant cause for concern that they may diminish in the near future, and no

significant threats to health or safely ar apparent.
e [ ]Living environment poses no signficant threats or risk.
- [IMopressureto perform beyond capacity in secial role.

2 - Mildly Stressful Environment
a- [ Presence of some ongoing or intermittent interpersonal conflict, alienation, or other difficukies.
b- [JAtransition that requires adjustment such as change in househeld members or a new job or scheal.
& [JCircumstances causing some distress such as a close friend leawing town, confliid in or near current habitation, or
congern about maintaining material well being.
d- [JArecent onset of a transient but temporanly disabling or debilitating illness or injury.
e-  [JPctential for exposure to slcohol andlor drug use exsts.
- [Performance pressure (perceived or actual) in schodl or employment stuations creating discomfort.

3 - Moderately Stressful Environment
a- []Significant discord or difficuliies in family or other imporiant relationships or alienation from social interadiion.
b- [1Significant transition causing disruption in life circumstances such as job loss, legal difficultiss or change of residence.
& [JRecent important loss or deterioration of interpersenal or matenial Groumstances.
d-  [JConcem related to sustained dzcling in heslth satus.
e [IDangerin or near habiat.
- [[JEssy exposurs and sccess to alechol and drug use.
g- [Perception that pressure to perform surpasses abiiyio mest obligations in a timely or adequate manner.

4 - Highly Stressful Environment

a [ |Serious disruptien of famiy or socal milieu which may be due te iliness, death, divorce or separation of parent and
child, severs confiict, torment and/or physical or sexual mistreatment.

b- [JSsvers disruption in life circumstances such as imminent incarceration, lack of permanent residence, or immersion in
an alien cukure.

& [inabikyto meet needs for physical and/er material well being.

d  [JRecent onsst of severely disabling er life threatening iness.

e [IDifficulty aveiding exposure to active users and other pressures to partake in alcchel or drug use.

- [CJEpiscdes of victimization or direct threats of viclence near current home.

g [JOverwhelming demands toc mest immediate obligations are perceived.

5 - Extrem ely Stressful Environment
3 []An acutely traumatic level of stress or enduring and highly disturbing creumstancas disrupting abiliy to cope with even
minimal demands in secial spheres such as:

- [Cengoing injuricus and abusive behawiors from family member(s) or significant ot her.
- [CIwitnessing or being wiclim of extremely viclent incidents perpetrated by human malice or natural disaster
- [persecution by a dominant socal group.
- [Csudden or unexpected death of loved one.

b- [JUnaveidable exposure te drug use and active encouragement to participate in use.

o [incarcerstion or lack of adequate shelter,

d-  [Severe pain and/orimminent threat of koss of life dus to liness or injury

e [Sustained inabilty to meet basic needs for physical and material well baing:

- [Chaotic and congtantly threatening environment.
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B) Level of Support

1 - Highly Supportive Environment
g []Abundant sources of support with ample time and interest to provide for both material and emotional needs in a
Girgumstances.
b- [Effedive involvement of Assertive Community Treatment Team (ACT) or cther smilarly highly supportive resources.
(Selection of this criterion pre-empts higher ratings)

2 - Supportive Environment
& [ Suppotive resourcesare not abundant, but are capable of and wiling o provide significant aid in times of nesd.
b- [JSome elements of the support system are wiling and able to participate in treatment i requested to do so and have
capacty to effect needed changes.
[IProfessional supports are available and effectively engaged (i.e. ICM).
(Selection of this criterion pre-empts higher ratings)

3]

3 - Limited Supportin Environment

a- [JAfew supportive resources exigt in current envirenment and may be capable of providing some help if needed.

b- [Usual sourcesof suppor may be somewhat ambivalent, aliensied, difficul to access, or have a limied amount of
resources they are willing or able to offer when needed.

& [IPersons who have potentialto provide suppett have incomplete ability to patticipate intreatment and make necessary
changes.

d- [JResocurces may be only partially utlized even when avaiable.

& [ ]Limited construdive engagement with any professional sources of suppert which are available.

4 - Minimal Support in Environment
a [ Very few actual or potential sources of support are available.
b- [ Usual suppottive resourcesdisplay litle motivation or willingnass to offer assistance or they are dysfunctional or
hestile toward client.
[] Existing supperts are unable to provide sufficient resourceste meet material or emofional needs.
[ Client may be alienated and unwilling to use supports available in & constructive manner,

o

(=9
T

5 - No Supportin Environment
& [ Mo sources for assisiance are available in environment either e motionally or materially.

V. Treatment and Recovery History

1 - Fully Responsive to Treatment and Recovery Management
a- [l There has been no prior experience wih treatment or recovery.
b- [ Prior expenence indicates that efforts in all treatments that have been attempted have been helpful in controlling the
presenting problem.
o [ There has been successful management of extended recovery with few and Imited periods of relapse evenin
unstructured environments or without frequent treatment.

2 - Significant Response to Treatment and Recovery Management
a [ ] Previous or current experience in treatment has been successful in contraling most symptoms but intensive or
repeatad exposures may have besn raguirsd.
b- [[] Recovery has been managed for moderate periods of time with imied support or structure.

3 - Moderate or Equivocal Response to Treatment and Recovery Management
a- [ Previcus or current treatment has not achieved complete remission of symptoms or optimal contrel of symptems.
b- [ Previcustreatment exposures have been marked by minimal effert or mativatien and no significant success or
recovery pencd was achieved.
&[] Equivocal response totreatment and abilty to maintain a significant recovery,
[ & least partial recovery has been maintained for moderate penods of time, but only wih strong professional or peer
suppot orin gructured seftings.

(=%
0
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V.

4 - Poor Response to Treatment and Recovery Management

a

b-

[ Previous or current treatment has not achieved complete remission of symptoms or optimal control of symptoms even
with intensive andlor repeated exposure.

(] Attempts to maintain whatever gains that can be sttained in intensive treatment have limted succsss, even for imied
time penods orin structured settings.

5 - Negligible Response to Treatment

8- [ Pad or current responss to treatment has been quite minimal, even with intensive medically managed exposure in
highly structured seftings for extended periods of time.
b- [ Symptoms are persistent and functional ability shows no significant improvement despite this treatment exposure.
Engagement

1 - Optimal Engagement

a-
b-

&

(=1

(] Complete understanding and acceptance of ilness and is sffed on funciion.

] Shows strong desireto changs.

[ Is enthusiastic about treatment, is trusting, and shows strong abilkyto utiize available resources.
] Understands recovery process and personal role in a successful recovery plan.

2 - Positive Engagement

3
b-

G

d-

[] Sgnfficant understanding and acceptance of ilness and aite mpts to understand its affect on function.

[] Willingness to change.

] Engagesintreaiment in a poskive manner, capable of developing trusting relafionships, and will use avaiable
resources independently when necessary

(] Shows some recognition of personal role in recovery and acoepts some responsibility for &,

3 -Limited Engagement

(] Some vanability or equivocation in acceptance or understanding of ilness and disability.
[ Has limied desire or commitment to change.

[ Relatesto treatment with some difficully and establishes few, f any, trusting relationships.
[] Does not use available resources independently or only in cases of exireme need.

(] Has limked abityto accept responsibilty for recovery,

4 - Minim al Engagement

F
b-

=

(=1

.

] Rarely, if ever, able to acoept reality of finess or any disabilty which acoompanies &.

(] Has no desire to adjus behavior

] Relates pootly to treatment and treatment providers and ability to trust is extremely narrow.
[] Avoids contad: with and use of treatment resources if left to own devices.

[ Dees net accept any responsibility for recovery,

5 - Unengaged

a

9 7

[=9

[] No awareness or understanding of ilness and disability.

[ Inability to understand recovery concept or contributions of personal behavior to disease process.

(] Unable to actively engage in treatment and has no current capacity to relate to another or develop trusgt.
[ Extremely avoidant, frightened, or guarded.
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LOCUS® Adult Version 2010 Instrument
Score Sheet

| Client Name: | Date:
Scores
Dimension | 1] 2] 3] 4] 5]
Dimension 101 21 3] 41 5[]
Dimension Il 101 21 3] 41 5[]
Dimension IV 100 2[] 3] 4] 5[]
Dimension IVB 101 2[ ] 3[] 4[] 5]
Dimension V 100 2[] 3] 4[] 5]
Dimension VI 10 20 300 400 5]
COMPOSITE SCORE \
Placement Grid Level of Care(LOC) 1012013 14 15 ]6[ ]
Clinician Recommended (LOC) 1012013 14 15 ]6[ ]

Signature and Credentials of Assessor
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LEVEL OF CARE
DETERMINATION GRID

Level of Recovery Low Intensity High Intensity Medically Medically Medically

Care Maintenance Community Based | Comnuumity Based Monitored Monitored hlanaged

Health Services Services Non-Residential | Residential | Fesidential

Wanagement Services Services Services
Dimensions
Level 1 Level 2 Level 3 Level 4 Level 5 Level 6

L Fisk of Hamm 2 or less 2 or less 3 or less 3 or less )] )
3 4
I Functisgnal Status 2 or less 2 or less 3 orless 3 or less @)= )
3 4
oI Co-Morbidity 2 or less 2 or less 3 or less 3 or less HE (5
3 4

IVA. Recovery Environment Sum of Sum of Sum of Jord 4 or more 4 or more

“Stress”
VA+IVE WVA+IVE VaA+IVE
IVE. Recovery Environment 3 or less 4 or more 4 or more
“Support” iz d or less iz 5 or less is 3 or less

W Treatment & Recovery History 2 or less 2 orless 3 orless lord 3 or more 4 or more

VI  Engagement 2 or less 2 or less 3 or less Jord 3 or more 4 or more

Composite Rating 10 to 13 l4to0 16 17 to 19 20to 22 230 27 28 or more

2 indicates ndependent eriteria -
requires admission to this level
regardless of composite score

* Unless sum of TV A and IV B equals 2
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LOCUS Evaluation Report 6/28/00 11:47 am
Patient Name: Case |, Mr. §. Date of Test: 06/28/00 Time: 11:47 am

Sociul Security; 222-22-2222 Gender: Male Patient DOB: 01/02/1951
Diagnosis:  Adjusiment Disorder: Unspecified

Current Disposition: None

Recommended Disposition: Medically Monitored Residential Services

Actual Disposition: Medically Monitored Residential Services
Reason For Variance: None
Program/Referred To: Treatment House

Evaluation Notes:

LOCUS RESULTS LOCUS Score: 22

Risk of Harm Dimension Score 3
» No active suicidal/homicidal ideation, but extreme distress and’or a history of suicidal/homicidal behavior
exists
Functional Status Dimension Score 4
= Serious disturbances in vegetative status such as weight change, disrupted sleep, or fatigue that threaten
physical well being
« Inability to perform close to usual standards in school, work, parenting, or other obligations and these
responsibilities may be completely neglected on a frequent basis or for an extended period of time

Medical, Addictive and Psychiatric Co-Morbidity Dimension Score 2
« Occasional episodes of substance misuse, but any recent episodes are self limited, show no pattern of

escalation, and there is no indication thal they adversely affect the course of any co-existing psychiatric

disorder
Recovery Environment (Level of Stress) Dimension Score 4
» Severe disruption in life circumstances such as imminent incarceration, lack of permanent residence, or

immersion in an alien culture

Recovery Environment (Level of Support) Dimension Score 4
» Client may be alienated and unwilling to use supports available in a constructive manner
Treatment and Recovery History Dimension Score 3

« Previous or current treatment has not achicved complete remission of symptoms or optimal control of
symptoms
» Equivocal response to treaiment and ability to maintain a significant recovery
Engagement Dimension Score 2
* Willingness 1o change

Page | of | Clinician: Wesley, S Date Test Performed

&4 LOCUS 2000 Training Manual
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Case II Discussion

Discussion: Although past suicidal behavior was distant, a rating of three is probably justified in
the context of his current distress. Vegetative signs are beginning to take their toll, and his ability
to function has otherwise deteriorated, indicating the rating of four. It is unclear how much support
his mother and sister would be willing to provide but his distrust makes this a somewhat moot
point. His treatment history is not clear cut, but it does appear that he has not had great success
with past experiences. He was rated as a two in Engagement primarily due to his help seeking
behavior, which indicates a desire to change, and some recognition of his problem. Although his
composite score is slightly low for a level five, he meets independent criteria for residential
treatment, at least temporarily, due to his impaired functioning.
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CASE IX

HISTORY OF PRESENT ILLNESS: D.M. is a 32-year-old Caucasian female who presented to
the emergency room due to depression and suicidal ideation. She reported that over the past couple
of weeks, she has had increasing problems with depression with occasional episodes of irritability
and increasing use of aleohol and cocaine. She reported that her mood had been depressed with
troubled sleep, frequent awakenings, fatigued and anhedonia. She was apathetic and unmotivated
with poor concentration and low self esteem. Prior to admission she developed suicidal ideation
with plan to overdose on her medications and those of her boyfriend. When she became fearful that
she would follow through on these plans, she presented to the emergency room and was admitted.
She reported that she has been drinking 6-8 drinks daily for the past 1 1/2 years. She also used
cocaine intermittently when she has access to it. She has had a number of adverse consequences
resulting in her current condition and which are related (o her substance use and mental health
problems. She has now been hospitalized for 6 days and over the past 2 days suicidal ideation has
subsided, sleep has improved, and while she has made efforts to participate in treatment, she
remains somewhat unmotivated and apathetic, Withdrawal symptoms have resolved.

PSYCHIATRIC HISTORY: She has had multiple hospital admissions over the last 1 1/2 years,
both for substance use rehabilitation and mood disorder. She is taking Depakote 250 mg b.i.d.,
Risperdal 2 mg g hs.. and Paroxetine 20 mg q a.m., increased to 40 mg, for mood problems. She
has been diagnosed with bipolar disorder, but does not deseribe any frankly manic episodes, She
does describe some periods of extreme irritability and hyperactivity and high levels of energy. She
states that while she maintains herself on her medications and when not using, that she does fairly
well. She denies past suicide attempts with the exception of one attempt during her (een years.
Other than some improvement in response to medications, she does not feel that her past treatment
experiences have been helpful. She has not been consistent in {ollowing treatment
recommendations.

MEDICAL HISTORY: She hus a history of asthma. She is using an Albutero! inhaler on a p.r.n.
basis. maximum 3 times in 24 hours. She also is using Pepcid, 20 mg tablets b.i.d. for gastritis.
She also has recently had some problems with bronchitis and urinary tract infections. She is not
currently on any antibiotics. Apart from these problems, she denics any other significant medical
problems.

SUBSTANCE USE HISTORY: While she has used mainly alcohol and cocaine, she reports that
she uses a variety of other substances when they are available. She has used alcohol on a daily
basis for a number of years and recently has become involved in both crack cocaine and powder
cocaine. She sometimes uses the cocaine in a binge fashion and has runs of several days at a time.
She has had previous treatment and previous periods of abstinence, up to 3 years. She designates
no particular programs as being most beneficial. but does report that AA has been quite helpful at
various times. She reports that she does have several family members who are involved with
substances, some of whom are in recovery and some of whom are active. She reports the use of
cigarettes, aboul 2 packs per day. and is not willing to discontinue her use of nicotine at this time.

SOCIAL HISTORY: She has been living currently with a somewhat abusive boyfriend who is
also a problem alcohol user. She states that he does well when he is not using but has been
physically abusive and cruel to her when he is intoxicated. She is uncertain about her ability to
dissociate from the relationship with her partner. She has lefl him several times but always returns
afler he promises to change. She has no relationship with her parents, who recently moved to
Florida, and has no other current friends. She reports that she recently lost her job. She worked as
a mental health therapist but lost her job due to substance abuse and frequent call offs. She also has
several legal charges which are pending including theft and possession. On the advice of her public
defender, she is seeking treatment, in part, because it will “look good to the judge.” She reports
that she has few recreational interests and she has personal religious beliels but no religious
involvement. She reports a history of unhappiness dating back to the time of her childhood when
she felt neglected by an alcoholic mother. She also was sexually abused by a | 7-year-old
stepbrother at the age of 8 and has continued to be involved in abusive relationships as an adult.

MENTAL STATUS EXAMINATION: This is a tall, blonde haired, Caucasian female who was
somewhat lethargic at the time of interview but was able to brighten and cooperate with the exam.
She was dressed in street clothes, casual but clean. She also was able to engage in the interview
process and was reasonably well related. She showed no abnormality of speech or movement.
Thoughts were well associated and there were no perceptual disturbances reported. She does
report, however, that thoughts occasionally become paranoid when off her medication. She reports
her mood is depressed but somewhat better than yesterday. Her affect was dysthymic but showed
fairly good range and appropriate reactivity. She denied current suicidal ideation. On cognitive
exam, she was intact to short term and long term memory, attention and concentration. Her
intelligence was average. Her insight and judgment were fair.
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LOCUS Evaluation Report 6/28/00 11:42 am

Patient Name: Case |X, D.M. Date of Test: 06/28/00 Time: 11:38 am
Social Security: 999-99-9999 Gender: Female Patient DOB: 01/09/1968

Diagnosis:  Major Depression, recurrent

Current Disposition: Medically Managed Residential Services

Recommended Disposition: Medically Monitored Residential Services

Actual Disposition: Medically Monitored Residential Services

Reason For Variance: None

Program/Referred To:

Evaluation Notes:

LOCUS RESULTS LOCUS Score: 24

Risk of Harm Dimension Score 3
« No active suicidal/homicidal ideation, extreme distress and/or history of suicidal/homicidal behavior exists.

Functional Status Dimension Score 3
» Recent gains and/or stabilization in function have been achieved while participating in treatment in a
struciured and/or protecied setting.
Medieal, Addictive and Psychiatric Co-Morbidity Dimension Score 3
« Recent substance use which has had clearly detrimental effects on the presenting disorder but which has been
temporarily arrested through the use of a highly structured or protected setting or through other external
means.
Recovery Environment (Level of Stress) Dimension Score 4
» Serious disruption of family or social milicu which may be due to illness, death, divorce or separation of
parent and child, severe conflict, torment and/or physical or sexual mistreatment.

« Difficulty avoiding exposure to active users and ather pressures to partake in alcohol or drug use.

Recovery Environment (Level of Support) Dimension Score 5
« No sources for assistance are available in environment either emotionally or materially.
Treatment and Recovery History Dimension Score 3
« Previous or current treatment has not achieved complete remission of symptoms or optimal control of

symptoms.
« At least partial recovery has been maintained for moderate periods of time, but only with strong professional

or peer support or in structured seltings.

Engagement Dimension Score 3
+ Some variability or equivocation in accepting or understanding of iliness and disability.

« Has limited desire or commitment to change.

Page | af | Clinician: Wesley, S Date Test Performed

T8 1.OCUS 2000 Training Manual
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Case 1X Discussion

Previous Level of Care Rating

Dimension | 4a

Dimension 11 4e

Dimension 111 4a,d

Dimension IV-A d4a.e

Dimension [V-B Sa

Dimension V 3d

Dimension VI 4d,e

Total 28

Previous LOC Rec, 6 (Medically Managed Residential Services)

Discussion: This woman no longer experiences suicidal intentions, so now rates a three for Risk of
Harm. Her functioning has improved slightly, and her substance use has at least temporarily been
arrested and stabilized, allowing a reduction in her score to three in both dimensions. Her recovery
environment is unchanged and will be a challenging problem in her continuing treatment plan. She
has shown some improvement in response to current treatment and some improvement since
admission in the degree to which she has engaged in treatment, although in a very limited way. Her
score indicates that while her deficits in multiple categories required hospitalization initially, she
now appcars ready to move to a protected, but less intensive setting.

AACP © LOCUS Instrument 2010



CASE XI

HISTORY OF PRESENT ILLNESS: Ms. C. is a 35-year-old Victnamese-born, divorced woman
who is currently a patient al a state hospital. She is being evaluated loday by a treatment Leam to
consider a possible change in level of care.

She has been stable. Ms. C. has been on Clozaril 200mg BID for the past seven months. She
reports that this medication has been the most useful to her in decreasing auditory hallucinalions.
She describes these voices as command hallucinations about activities of daily living likc “write to
your sister” or “brush your tecth.” She denies presence of command hallucinations to harm herself
or others. She reports she has had hallucinations since her illness began at age 19. She denies any
suicidal or homicidal thoughts at the present time and indicates no significant distress at the present
time.

PSYCHIATRIC HISTORY: Ms. C. was admitted to the state hospital four years ago and was
transferred to an on-site residential program one year ago. She has been in inpatient care since her
admission with the exception of one trial visit with a county community residence. This visit one
year after her admission was not successful. Ms. C. reports that she became lost one night and was
not able to retumn to her assigned residence. Hospital records report that there were several
incidents and she was described as “non-compliant with the rules of the program.”

She re-entered the state hospital after several short-term acute hospitalizations, Past medication
trials have included Prolixin Decanoate, Haldol and Trilafon. She has required treatment with anli-
Parkinsonian agents. Benadryl and Cogentin.

Records indicated that Ms. C's most significant impairment has been confused, irresponsible, and
undirected behaviors. She has a history of lcaving her family home or residence and wandering in
the neighborhood. During one episode, she was sexually assaulted by several men. She has had
periods of hypersexuality while hospitalized. She has been unable to live independently and
manage her finances since her illncss began sixteen years ago. Ms. C. has two reported suicide
attempts by overdose of sleeping pills and aspirin. Today, she is unclear whether she intended to
dic when these occurred.

MEDICAL HISTORY: Only admission was for childbirth six years ago. No current medications
for medical problems. Records indicate history of vaginal infections and abnormal PAP smears.
Follow-up for this problem is unclcar. Most recent lab work was positive for HIV infection.

SUBSTANCE USE HISTORY: Ms. C. denies use of alcohol or other substances, but loxicology
tests on several previous admissions were posilive for cocaine and cannabis.

SOCIAL HISTORY: Ms. C. was bomn in Vietnam and immigrated when she was a teenager. She
was raiscd by her mother and father with her one sister. Two stepsisters were left behind in
Vietnam. She was married briefly and divorced by her husband during her current admission. Her
daughter is being raised by her mother. Records indicate that she lost custody of her daughter after
an alleged incident of feeding her daughter poison. Ms. C. reports that she graduated {rom high

school and wanted to go to community college prior to her illness and wonders whether this would
still be possible. She describes her other interests as music, cooking and walking outside.

She has limited involvement with her family, and they have visited and taken part in family
programming infrequently. She appears indifferent to her relationship with them.

MENTAL STATUS EXAMINATION: Ms. C. is a pleasant, well-dressed woman who speaks
with an accent and at times is difficult to understand. Formal thought disorder with occasional
loose associations is evident but does not impede the interview. She gives the impression of trying
{0 give an answer to every question even if she isn't sure, in order to be polite, Mood is euthymic
and affect is stable and somewhat blunted. She denied current suicidal/homicidal thoughts.
Reported occasional mild auditory hallucinations. Cognition was not formally tested, but patient
was alert, oriented, with no evidence of major impairment,
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LOCUS Evaluation Report 6/28/00 11:42 am

Patient Name: Case X1, Ms. C. Date of Test: 06/28/00 Time: 11:38 am
Social Sceurity: 111-11-1112 Gender: Female Patient DOB: 01/11/1965

Diagnosis:  SchizoafTective Disorder

Current Disposition: Medically Managed Residential Services

Recommended Disposition: Medically Monitored Residential Services

Actual Disposition: Medically Monitored Residential Services

Reason For Variance: None

ProgranV/Referred To:

Evaluation Netes:

LOCUS RESULTS LOCUS Scoare: 24 l

Risk of Harm Dimension Score 3
= No auctive suicidal/homicidal ideation, bul extreme distress and/or history of suicidal/homicidal behavior
exists.
Functional Status Dimension Score 3
» Chronic and/or variably severe deficits in interpersonal relationships. ability to engage in socially constructive
activities, and ability to maintain responsibilitics.
Medical, Addictive and Psychiatric Co-Morbidity Dimension Score 3
« Ongoing or episodic substance use occurring despite adverse consequences with significant or potentially
significant negative impact on the course of any co-existing psychiatric disorder.
Recovery Environment (Level of Stress) Dimension Score 3
« Significant transition causing disruption in life circumstances such as job loss, legal difficulties or change of
residence.

Recovery Environment (Level of Support) Dimension Score 4
» Existing supports are unable to provide sufTicient resources 1o meet material or emotional needs.
Treatment and Recovery History Dimension Score 4

« Previous or current treatment has not achieved complete remission of symptoms or optimal control of

symptoms even with intensive and/or repeated exposure.
Engagement Dimension Score 4
» Rarely, if ever, able to accept reality of illness or any disability which accompanies it.

Page ! of | Clinician: Wesley, S Date Test Performed

82 LOCUS 2000 Training Manual
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Case X1 Discussion

Previous Level of Care Rating:

Dimension | 3b

Dimension I Se

Dimension [11 3d

Dimension IV-A 3a

Dimension IV-B 4¢

Dimension V 4a

Dimension Vi 4d,a

Total 26

Previous LOC Rec. 6 (Medically Managed Residential Services)

Discussion: This woman, who has failed in past attempts to live in the community, has recently
improved and stabilized her functioning with the introduction of a new medication. Her past
history of suicide attempts puts her at moderate risk of harm, but functioning has improved and
stabilized, although there are some chronic deficits. Substance use has been at least temporarily
arrested. The possible change in her living situation may be causing some moderate stress at this
time, and she currently has little support available in the community. Her ability to maintain
hersell in a less structured setting is not established, nor is her ability to engage with trecatment
resources. The improvement in her function is sufficient to support a recommendation for less
intensive management in a community-based residence with the hope of eventually strengthening
community supports and graduation to less structured living in the future.
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