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LOCUS DEFINED

LOCUS is an acronym for

LEVEL OF CARE 
UTILIZATION SYSTEM
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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.
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LOCUS GOAL

To consistently guide 
decisions that match 

clients’ needs with the 
correct level of care or 

intensity of services 
available
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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)
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LOCUS in Use

LOCUS has been a well received instrument 
by clinicians and mental health systems. 
Currently LOCUS is in use in Minnesota, 
Nevada, Illinois, District of Columbia, 
Connecticut, New Jersey and Maine.

LOCUS is in frequent use for Utilization 
Review activities, prior authorization and 
limiting overuse of services in various levels 
of care
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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.
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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
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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 in 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
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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.
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Scoring the LOCUS

Scoring
• The composite Score is comprised of 6 dimensions, 

7 scores

• Highest possible score for each dimension is 5
Must evaluate the client as he or she is now (current 
state functionality and symptomotology)

• Patient in residential facility? Strip away supports 
(How would they fare with developed skills related to 
level of recovery)
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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 1 to 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 35 is obtained 
and weighs predominantly in the determination 
of level of care recommendations
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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-
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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.
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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 illness. 

- 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 I 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.
c) 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 obligations to 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 illness 
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.
c) 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.
c) Uncontrolled medical condition severely exacerbates the presenting disorder, dramatically prolonging the course of illness 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 
illness, 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 illness, 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.
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Engagement is rated according to the 
following criteria

1 - Optimal Engagement
a) Complete understanding and acceptance of illness 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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On the determination grid, the LOCUS 
presents outcome recommendations 
based 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
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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

1) 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.

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

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

4) Crisis Stabilization and Prevention Services – Crisis and prevention services 
in varying intensities and forms most associated with positive clinical 
outcomes
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LOCUS LEVELS OF CARE

1) Recovery Maintenance Health Management
2) Low Intensity Community Based Services
3) High Intensity Community Based Services
4) Medically Monitored Non-Residential 

Services
5) Medically Monitored Residential Services
6) Medically Managed Residential Services
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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.
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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 
illness. 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

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

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

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

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

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

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

7. 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. 
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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

1. 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. 

2. Functional Status - ratings of three or less could be managed at this level. 

3. Co-Morbidity - a rating of two or less is required for placement at this level. 

4. 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. 

5. 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. 

6. 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. 

7. 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 
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 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, 
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, 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

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

2. Functional Status - a rating of three or less is required for this level of care. 

3. Co-Morbidity - a rating of three or less can be managed at this level of care.

4. 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. 

5. 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. 

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

7. 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. 
Rehabilitative 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 

1. 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. 

2. 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). 

3. 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). 

4. 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. 

5. 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). 

6. 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). 

7. 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 
off 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

1. Risk of Harm - a rating of four requires care at this level independently of other parameters. 

2. 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). 

3. 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). 

4. 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. 

5. 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. 

6. 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. 

7. 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 adequately 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

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

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

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

4. 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. 

5. 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. 

6. 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. 

7. 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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