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[bookmark: _Hlk105835606]Proposed New Rules in Division 72 Chapter 309 – Pertaining to Community Based Mobile Crisis Intervention Services

Rule Number 309-072-0100 to 309-072-0360
Rule Action: Proposed new rules
Rule Summary: Proposed new rules pertaining to Community Based Mobile Crisis Intervention Services that are culturally, linguistically, and developmentally appropriate and trauma informed. 
309-072-0100 
Purpose and Scope
(1) These rules prescribe minimum service delivery standards for services and supports provided by providers certified by the Health Systems Division (Division) of the Oregon Health Authority (Authority).
(2) Community Mental Health Programs (CMHP) shall be responsible for the provision, oversight, and coordination of Community-Based Mobile Crisis Intervention Services (CBMCIS) within their service areas, maintaining any applicable Memorandum of Understanding (MOU).
(3) Non-CMHP providers approved by the Health Systems Division (Division) of the Oregon Health Authority (Authority) to render CBMCIS shall: 
a. Maintain an active MOU with any applicable CMHP within their service area.
b. Coordinate the rendering of services for the system of care within each CMHP service area.
309-072-0320
Personnel Documentation, Training, and Supervision
(1) Providers shall develop policy to ensure all program staff are trained in evidence-based, developmentally, culturally, and linguistically appropriate trainings on behavioral health crisis response and staff are offered training updates regularly in order to ensure all program staff receive current and relevant information for mobile crisis response, including trainings specific to staff credentials, and in relation to local resources. 
(2) Providers will develop policy that outlines training in the administration of evidence based, developmentally appropriate tools, and screenings to inform crisis resolution plan to individuals experiencing behavioral health crisis.
(3) Providers shall ensure that at least one of the two providers on a response team must be a trained QMHP or QMHA who are current on all the following trainings when providing direct services to a person in crisis. 
(4) In addition to qualifications in 309-019-0125 providers shall ensure, by education, verified training, or observed competency, that all program staff have and maintain the following skills, certifications, and trainings. Providers shall ensure that all program staff receive the following trainings during the first 90 days of hire. 
(a) First aid and CPR
(b) Harm reduction strategies including overdose intervention
(c) Administration of naloxone and overdose reversal
(d) De-escalation strategies
(e) Assessing risk and safety planning
(f) Lethal means access
(g) Evidence based brief clinical engagement strategies
(h) Trauma informed crisis intervention strategies
(i) Crisis response strategies for working with people with TBI, dementia, IDD, and ASD.
(j) Crisis response strategies for working with individuals with other co-occurring disorders including medical disorders and SUD.
(k) Crisis response strategies for working with youth and older adults.
(l) Crisis response strategies for working with LGBTQIA2S+ and other groups at higher risk for suicide.
(m) A review of Provider policies and procedures regarding staff safety when responding to community based crises
(n) Mental Health First Aid 
(o) Psychological First Aid
(p) Motivational Interviewing
(q) Child Development and Family Systems
(4) Staff training shall be documented in the staff’s personnel record.
(5) All trainings are required for all staff every three calendar years.
(6) During the first 90 days of hire, staff that have completed equivalent training within two years of hire and can demonstrate competencies, may provide documentation, such as transcripts or certificate of completion, may not be required to complete a specific training(s). Providers must retain a copy of certificates of completion and documentation of demonstrated competencies.
Statutory/Other Authority: ORS 179.040, ORS 413.042, ORS 413.032-413.033, ORS 426.072, ORS 426.236, ORS 426.500, ORS 430.021, ORS 430.256, ORS 430.357, ORS 430.560, ORS 430.626-430.629, ORS 430.640, ORS 430.870 & ORS 743A.168
Statutes/Other Implemented: ORS 413.520, ORS 426.060, ORS 426.140, ORS 430.010, ORS 430.254, ORS 430.335, ORS 430.590, ORS 430.620, ORS 430.626-430.629, & ORS 430.637

309-072-0330
Standards for Community-Based Mobile Crisis Intervention Services (CBMCIS)
(1) CBMCIS shall be delivered to any individual experiencing a behavioral health crisis, across the lifespan. CBMCIS shall be available to the community, 24 hours a day, seven days per week. 
(2) CBMCIS shall be available to individual at times and in locations which are convenient to the individual, and may include: homes, parks, schools, school, emergency departments, medical clinics, or other community-based settings.
(3) Formal Interpretation services shall be available to individuals and/or families who request services in languages not spoken by CBMCIS team members. In the absence of in-person interpretation services, interpretation software tools and services can be used. 
(4) CBMCIS teams shall be provided by a two-person multidisciplinary team that includes, at minimum:
(a) One QMHP; or a QMHA trained in crisis screening; and
(b) One other trained behavioral health provider as defined in OAR 309-019-0125 :
(5) CBMCIS teams shall carry naloxone and have at least one team member on site who is trained in its administration to reverse opioid overdoses.
(6) CBMCIS team shall ensure equitable access to services, particularly for adults, youth and families who may have faced historical discrimination and inequities in health care based on race or ethnicity, physical or cognitive ability, gender, gender identity or presentation, sexual orientation, socioeconomic status, insurance status, citizenship status, or religion.
(7) CBMCIS teams must be dispatched when requested by 988 call center/s, without further assessment.
(8) Providers shall have program staff available to respond to crisis events in their respective geographic service area with the following maximum response times: 
(a) In “urban” areas, a mobile crisis team member shall respond from the initial call to the face-to-face interaction within one hour; 
(b) In “rural” areas, a mobile crisis team member shall respond from the initial call to the face-to-face interaction within two hours; 
(c) In “frontier” areas, a mobile crisis team member shall respond from the initial call to the face-to-face interaction within three hours; 
(d) In “rural” and “frontier” areas, a person who is trained in crisis management shall respond to the crisis event by phone call within one hour of being notified of the crisis event
(9) CBMCIS teams must have written policies and protocol in place to request law enforcement presence or co-response at the location of response.
(10) CBMCIS teams must have written policies and protocol, LOA, or MOU in place with 988, and other crisis call centers detailing how individuals in crisis will be monitored until mobile crisis or MRSS team reaches the location of individual and/or family in crisis.
(11) CBMCIS teams shall attempt and document the attempt, to collect, the following information during transit to location of crisis, or when appropriate, either directly or from 988 or any other crisis line that requested mobile response for the individual and/or family in crisis:
(a) Name of individual in crisis and individual who called.
(b) Relationship to caller if it is a third-party call
(c) Date of Birth of individual in crisis if available
(d) Insurance provider
(e) Current presentation, symptoms, circumstances of person of concern that prompted call.
(f) Phone number
(g) Specific requested cultural/linguistic/developmental needs, if any;
(h) What response and outcome caller is hoping for
(i) If other individuals are around the individual in crisis and their relationship to individual in crisis
(j) Presence of an animal including a service animal, if any;
(k) Presence of weapon, if any;
(l) Current and/or historical aggression, if available
(m) Presence of any physical barrier to reach individual or family at the location of crisis
(n) Any available information about immediate unmet needs such as housing, employment, food insecurity etc.
(o) Identify current services or supports in place such as primary care, family peer support, peer wellness support, faith-based support.
(12) Mobile response teams must have written agreements in place with any 9-1-1 center in their service area.  These agreements must outline the information needed from the 9-1-1 center when transferring a caller to the mobile response team.  911 will provide (if known) the following information at a minimum regarding the call:
(a) Name of the caller;
(b) Name of the person in need of the Mobile Response Team (if different);
(c) Date of Birth;
(d) Current location of the person in need;
(e) Caller phone number;
(f) Reason for the call;
(g) Any weapons known;
(h) Any specific threats of harm to self or others
309-072-0340
Initial 72-hour response 
CBMCIS services shall be individualized to meet the needs of each individual and shall consider developmental, cultural and linguistical needs.
(1) Upon arrival, the CBMICIS team shall follow procedures to ensure safety at the service location for all parties. 
(2) A crisis screening shall be completed by either a QMHP or a QMHA; 
(a) A developmentally appropriate OHA-approved crisis screen shall be used; and
(b) A QMHP must be on call and available to consult with the CBMCIS team at all times, when not on site, and must be available to respond, in person as needed to complete an assessment. 
(3) Response to a crisis shall include at least one of the following:
(a) Crisis intervention, de-escalation and harm reduction strategies;
(b) Suicide screening, which includes:
(i) A QMHP shall be consulted to determine the need to follow-up with a suicide assessment; 
(ii) Crisis and Safety Plan; and 
(iii) Lethal means.
(c) Screen for comorbid risk factors contributing to the immediacy of the crisis;
(d) When it is determined that a Psychiatric evaluation is needed:
(i) Initiating a CMHP director's custody transport hold for adults ages 18 and over: when appropriate
(ii) Transporting individuals on involuntary status and who were not sufficiently stabilized in the community to non-hospital facility-based crisis services;
(ii) For youth 17 and under, who are requiring hospitalization, Providers shall work with the youth and their family to access the least restrictive transportation method available to ensure the youth is safely transported from the community to the emergency department. 
(iv) Maintaining crisis intervention services while in transport; and
(v) Follow-up services.
(3) For each crisis intervention providers shall ensure each of the following: 
(a) Suicide prevention and intervention;
(b) Peer support services; and
(c) Making referrals to local area resources including coordination with medical and BH services and utilizing automated outpatient scheduling as available. 
(4) Assessments may be a delivered by telehealth (audio/videoconferencing) capabilities in areas without timely access to face-to-face services.
(5) Crisis and safety plan shall be completed by a trained staff under the supervision of an QMHP and include:
(a) Stabilization and harm reduction strategies;
(b) Documentation of referrals for further assessment, planning, and intervention for each identified risk to health and safety.
(6) Care coordination shall occur during or within 72 hours of a mobile crisis response and may include the following when indicated: 
(a) Inpatient admissions for those on CMHP custody holds 
(b) transportation to nearest outpatient crisis stabilization service provider
(c) Connection to Outpatient providers and appointment scheduling;
(d) Follow up and notification to existing providers, as agreed upon by the individual, and may include Primary Care/Pediatricians, schools, outpatient providers and others when clinically indicated.  
(e) Warm handoffs for ongoing services that are within close proximity to the individual’s desired location. This may include direct communication with the service provider and individual/family? to arrange follow-up crisis support and an appointment as needed;
(g) Follow-up and outreach activities to individuals are made within 72 hours after the initial contact per crisis episode.
(7) Connection with a warm line and a warm handoff to resources, services and/ or supports including identifying and scheduling appointments with a provider, when applicable. 

309-072 –0345
Stabilization Services for youth, young adults, and their families
1.  Referrals 
(1) Stabilization services are designed to maintain the youth/young adult in their current living arrangement, to prevent unnecessary emergency room visits and hospitalizations, to stabilize behavioral health needs and to improve functioning in life domains.
(2) Stabilization services and supports, past the initial 72 hours mobile crisis response period, may extend up to 56 days for youth, young adults, ages 0-20 years, and their families when clinically indicated in a Mental Health Assessment.
(3) Young adults over the age of 18 may choose the extent to which their family is involved
(4) CMHP shall establish policies and procedures collaboratively with their local emergency rooms on the process for expediting referrals for stabilizations services when a youth or young adult presents to the emergency room.
2.  Eligibility 
(1) For youth and young adults (age 0-20 years) who meet the following criteria may be eligible for extended services a QMHP must be available to complete a Mental Health Assessment within the first 72 hours response, in accordance with Division 19 OAR 309 to determine the ongoing need for stabilization services up to 56 days.

(a) Providers may subcontract with another agency to provide the stabilization services, as approved by the authority.

3. Enrollment  
(1) Stabilization services may be clinically indicated, when a youth, young adult and their family are meeting one or more of the following:
(a) mental health concerns related to continued patterns of behavioral and emotional problems, which require continued intervention and coordination to maintain functioning and prevent continued emotional and/or behavioral escalation.
(b) do not have current connection to the appropriate resources, services and supports
(c) suicidal ideation or at significant risk, 
(d) youth displaying escalating frequency and intensity of agitation or aggression which puts themselves or others at risk;
(e) a need for assistance navigating community resources and connecting to community services and supports
4.  Stabilization Services 
(1) A QMHP in collaboration with the youth, young adult and their family shall complete these additional provisions and documentation required prior to the start of stabilization services (and prior to discharge from the emergency room, when applicable) Written informed consent for ongoing stabilization services
(a) Develop or update Safety Plan including Lethal Means Counseling
(b) Written program materials including roles and responsibilities of team members, emergency contacts and connection to a consumer warm line and resources.
(c) Service plan, as described in OAR 309-019-0140, which includes the appropriate treatment and supports to meet assessed clinical needs, and may include:
(i) Skills training
(ii) Individual therapy
(iii) Family therapy
(iv) Medication management
(v) Case management
(vi) Care coordination
(vii) Youth Peer Support Services, for youth 14 and over when available
(viii) Family Peer Support Services
(2) When a Family Support Specialist is not is not on site, the QMHP shall ensure that a Family Support Specialists is assigned to the family
(a) The QMHP or their designee shall notify the assigned Family Support Specialist and provide contact information for the family
(b) The Family Support Specialist shall contact the family within 24 hours to introduce their role and services
(c) The assigned QMHP and Family Support Specialist shall coordinate services and take a team- based approach to supporting services to ensure regular communication among team members and with the youth or family and coordinate individual services provided by each team member
(3) Services shall be provided, face to face, whenever possible, with services and supports to the youth and/or their family provided as frequently as necessary to meet the needs outlined in the Service Plan.
(4) Providers shall complete the OHA approved assessment tools for all youth, young adults and their families when applicable, utilizing stabilization services at the start and end of services and submitted into an OHA approved database within 14 days of completion.
(5) When the assessment process determines the presence of co-occurring substance use and mental health disorders or any significant risk to health and safety; MRSS providers shall document referral for further assessment, planning, and intervention from an appropriate professional, either with the same provider or with a collaborative community provider.
(6) Providers shall establish policies and procedures for transporting a child to higher levels of care when needed
(7) Providers shall establish policies and procedures for when to call EMS or Police for assistance.

5.  Discharge and Transition	
(1) Closure of services are appropriate to consider when the factors contributing to the initial crisis have been identified and addressed, as indicated by some combination of the following:
(a) presenting symptoms are managed via connection to commensurate supports and services. Youth and family report increased safety and confidence in managing current and future crises
(b) Youth and family report decreased frequency and intensity of crisis situations
(c) Youth and family have a safety plan in place that includes a lock box or other methods of means restriction and harm reduction and
(d) An appropriate transition plan to ongoing services has been established
(2) MRSS teams shall make recommendations and assist in referrals for ongoing services and supports collaboratively with the youth and their family
(a) If a youth or young adults is requiring a higher level of care, the provider shall help facilitate an emergency department and/or referrals to residential, subacute, day treatment, or other higher level of care
(b) Providers shall provide a warm hand off to the next level of care prior to closure
(3) MRSS providers shall document a Transition Summary at the end of services and provide a copy to the youth and their family which includes at a minimum:
(a) Recommendations for ongoing services and supports;
(b) Upcoming scheduled appointments and engagements;
(c) Crisis and safety plan; and
(d) How to access crisis services in the future.
(4) Services may be extended past the initial 56 days to ensure a warm hand off to aftercare services and supports when clinically indicated.
(5) MRSS Provider shall follow up with youth and their family within 72 hours of discharge to ensure that the crisis has resolved, or they have successfully been connected to ongoing services.
(6) Providers are responsible for completing and submitting data into an OHA approved database, which includes, but is not limited to, the following OHA approved forms:
(a) Intake Demographics/Clinical Form
(b) Clinical Services and Support Form
(c) Pre and Post Outcome Measures at intake and closure;
(d) Closure Demographic/Clinical Form
(e) Satisfaction/Family Experience Survey
(f) in services and collaboration with the team
	
	
	



