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FEDERAL


Annual 


Salary/Rate


Level of 


Effort
Cost


$60,000 0.5 $30,000


$60,000 0.25 $15,000


$50,000 1 $50,000


$80,000 0.25 $20,000


$45,000 1 $45,000


$47,500 0.5 $23,750


$45,000 0.5 $22,500


$46,000 0.5 $23,000


$46,000 0.5 $23,000


TOTAL $252,250


Cost


$19,297


$41,621


$63,063


$123,980


Justification: The ODMHSAS will require a program manager that is already intimately familiar with our 


provider system, rules, protocols, training systems, contracting requirements, and providers, in order to move as 


quickly as will be needed toward approval as a demonstration state.  Malissa McEntire has worked with the 


Department for five years and was named Manager of Integrated Care in 2014.  She will devote 50% of her time 


to this project, but will continue to serve as lead over HH contracts as well.  Malissa will need a project 


coordinator to manage the RFP process and work closely with the CMHCs, frequently visiting their various 


satellites and helping trouble shoot.  The Decision Support Services division of the ODMHSAS has long been 


a national leader in collecting data and reporting outcomes.  Their division will provide a central role in ensuring 


the success of Oklahoma's state planning grant.  Tracy will serve as the Lead Evaluator of the state planning 


grant.  There are many key data system milestones that must be met in a short year's time in order to prepare the 


state for the two-year demonstration.  Tracy will need the help of another seasoned senior data analyst, David 


Melton, who will devote 25% of his time.  Tracy will handle the liaison with the various entities (14 CMHCs; 


10+ IT vendors; the state HIE, the HH Registry vendor; CMT, SAMHSA's vendor for the National Evaluation, 


etc.).  David will determine needed reports, work with the Registry and HIE on best method to generate the 


reports, write code, and trouble shoot IT issues with provideres and vendors.  The temporary DSS senior data 


analyst will assist in all of these tasks as assigned.  The two IT Application Specialists will develop the 


interfaces from each disparate EHR from the CCBHCs into a single interface to the registry to reduce the burden 


and expense of each CCBHC paying its vendor to develop an interface.  The ODMHSAS Provider 


Certification Division certifies all substance use disorder providers in the state, and almost all mental health 


providers.  The past year has been especially busy, certifying new HH locations under the newly promulgated 


rules.  They have been able to expand their duties thusfar without expanding staff, but a state planning grant 


requiring another new certification will put them beyond their staff capacity.  A successful planning year will 


require an additional staff person to work with the CMHCs to understand and work toward proposed standards.


Wage


49.15%


Component


Retirement


Employer's FICA


Health Insurance


TOTAL FRINGE


Project Coordinator


Name


Malissa McEntire


David Melton


Tracy Leeper


TBD


TBD


Nathaniel Robtoy


Warren Whisler


TBD


TBD


Budget and Budget Narrative


A.  Personnel:  


B.  Fringe Benefits:


Program Manager


Justification:  Estimated fringe benefits are based on actual known costs and limited to FICA at 7.65%, 


Employee Retirement at 12.50%, and Health Insurance at 25.00% for a total of 49.15%


Rate


7.65%


16.50%


25.00%


Position


Senior Policy Analyst


PE -Senior Policy Analyst


Temp. Policy Analyst


Salaries are consistent with that paid for similar work within the state and according to Oklahoma's Office of 


Personnel Management. 


Senior Policy Analyst


Temp. Reviewer/TA 


IS Application Specialist


IS Application Specialist
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Item Rate Cost


Local Travel: $0.575 per mile 15,000 miles $8,625


$8,625


Item Cost Cost


$1,000 $3,000


$320 $320


$1,000 $3,000


$6,320


Rate Other Cost


$40/hr x 500 hrs. $20,000


OU - Dr. Vanderlip Consultant $250/hr x 266 hrs. $83,790


MyHealth Interface mapping/prog. $38,750


CMT Interface, data warehouse $130,000


2 to 6 CMHCs $877,000


All CMHCs 14 x $9,800 $138,000


OU E-TEAM YIS Interface $13,350


14 trainings/consultation $142,000


$300 x 15 hrs. $4,500


$300 x 15 hrs. $4,500


$300 x 15 hrs. $4,500


Evolution Foundation OR and Engagement $50,000


$25,000


$1,531,390


TOTAL EQUIPMENT


TOTAL CONSULTANTS/ CONTRACTS 


For RFP/Infrastructure


Service


Consultant 


Consultation


Consultation


Smartphone (service plan) 1 


Purpose of Travel


C.  Travel:  


3


Justification:   The equipment will be for the staff to be able to conduct daily operations for the grant.


Location


EHR Modifications


D. Supplies


Name


Deborah Ogles


Number of


3


1


Laptop/Setup


Printer


TOTAL TRAVEL


Consultation


OR and Engagement


The Beck Institute


Health Mgmt. Associates


Center for Health Care 


Training/Consultation


Dr. David Mee Lee


NAMI OK


Justification:  Staff will travel as needed to CMHCs, and local travel is needed to manage the grant.


E: Contracts
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The two to six CMHCs that win RFPs will submit proposed infrastructure budgets for approval, for a 


maximum of $200,000 each.  All CMHCs will need to work with the ODMHSAS on building their 


infrastructure, staff training and policy changes, toward eventual system transformation. They will need to recoup 


lost staff time, in addition to paying their IT vendors additional costs to update EHRs, staffing up in some areas, 


getting contracts in place with DCOs as needed, Additional HIT needs related to CCBHC certification, e.g., 


telecommunications device for the deaf, secure tablets for in home services, emergency backup systems, ect. 2-6 


CMHCs = $40,000. The Beck Institute will conduct training and supervision which will result in CMHCs 


having additional staff trained as Supervisors in CBT and trained as trainers of cognitive behavioral techniques 


for non-therapist practitioners.  Dr. David Mee Lee will consult with CMHCs on ASAM levels of care and 


required partnerships. The Evolution Foundation and NAMI OK will partner to host stakeholder involvement 


meetings regionally during the planning year.  They will continuously reach out to engage more consumers and 


family members throughout the year, as well as other community partners.  The PracticeWise Learning data 


base of EBP components will be shared by CMHCs and ODMHSAS as an important component of 


individualized treatment planning.  Dr. Bruce Chorpita will consult on building a state level system for utilizing 


key components of EBPs for individualized treatment planning.


Justification:  In order to work quickly and complete the ambitious one-year goals, the ODMHSAS will need to 


employ subject matter experts as consultants.  Deborah Ogles successfully negotiated many payment 


methodologies with CMS during her 25 years with OHCA.  She created the payment methodologies for OKs 


HHs and was an important part of the core team on that initiative.  The ODMHSAS will need her to develop the 


CC-PPS-2 methodology and participate in negotiations with CMS.  Dr. Eric Vanderlip is a national leader in 


integrated care models, dually board certified, and uniquely position now in Tulsa, OK with OU School of 


Community Medicine, Department of Informatics, to provide expertise in virtually every component of a 


successful planning year.  The state's HIE, MyHealth: Development/modification of an interface from the HIE to 


the patient registry to send encounter data in real time for continuity of care, e.g., ER and hospital admission 


notifications to CCBHCs. Programming: 35 hours @ $250 = $8,750; data mapping, testing: 60 hours @ $175 = 


$10,500. CMT (registry): Development/ modification of interfaces with MyHealth, EHRs and YIS for CQI 


functions and required data metrics. Development/modification of three interfaces (MyHealth, EHRs and YIS) to 


the patient registry. 3 medium impact interfaces @ $10,000 = $30,000; access to self-service integrated data 


warehouse providing integration of existing warehouse platforms and data structures, normalized data, pre-


defined view/drilldown galleries, report generation, multi- level granularity and built-in visualization products = 


$100,000. OU ETEAM (YIS): Development of interface to patient registry for CQI functions and required data 


metrics; Development/modification of YIS interface to patient registry for CQI functions and required data 


metrics. Programming: 45 hours @ $250 = $11,250; data mapping, testing: 28 hours @ $75 = $2,100.  CMHCs: 


Modify ERHs and interfaces to collect required data for CQI functions and data metrics and additional HIT 


needs specific to targeted CMHCs. Vendor changes for modifications to interface and EHR fields; 14 CMHCs @ 


$7,000. 
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Description Cost


Base IDC Rate


$713,025 10.86% $77,435


$77,435


$252,250


$123,980


$8,625


$6,320


Consultants/Contracts $1,531,390


$1,922,565


$77,435


$2,000,000


Total Costs


$1,197,100


$1,197,100


$12,310


$1,209,410


Total Costs


$85,000


$41,778


$126,778


$126,778


Indirect Costs


Total Federal Request


Justification:  A copy of the most recent Indirect Cost Rate Agreement of 10.86% effective July 1, 2012  is 


attached and will be used to calculate costs for this agreement using total direct costs less capital expenditures 


(equipment, buildings, renovations), that portion of each sub award [contract] in excess of $25,000, and flow-


through funds.


Fringe Benefits


Travel


Supplies


TOTAL INDIRECT COSTS


Personnel


Budget Summary


Total Direct Costs


Total Data Collection & Performance 


Measurement Costs


Personnel


Fringe Benefits


Travel


Infrastructure Development


Total Infrastructure Costs


Data Coll. & Perform. Measurement


Contractual


Other


Indirect Charges


Total Direct Charges


Equipment


Supplies


Personnel


Fringe Benefits


Travel


Equipment


Supplies


Contractual


Other


Total Direct Charges


Indirect Charges


Computation


G. Indirect Cost:  
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Section E:  Biographical Sketches and Job Descriptions 


Malissa McEntire M.A., Project Director 


Malissa McEntire is currently the Manager of Integrated Care at the Oklahoma Department of 


Mental Health and Substance Abuse Services.  Ms. McEntire has been in this position since 


April 2013, when she was hired to serve as program manager for Oklahoma’s Health Home 


Initiative.  In this role, Ms. McEntire has been responsible for support in the development of 


Oklahoma Health Homes; provisionally certifying health home provider locations; technical 


assistance for Health Home agencies; and monthly Oklahoma Health Home Learning 


Collaborative meetings.   


Ms. McEntire has worked in behavioral health and social services for 20 years, with both direct 


care and supervisory experience in various settings including adults with a serious mentally 


illness, children with a serious emotional disturbance, forensic/jail diversion clients, co-occurring 


disorders, ACT, Outpatient Competency Restoration, TBI, Autism, and special needs children.    


Ms. McEntire received a Master’s degree in Art Therapy from Wayne State University in 2001; 


and a Bachelor’s degree in Art from the University of Science and Arts of Oklahoma in 1996.   


Erik Vanderlip M.D., Consulting Physician 


Dr. Vanderlip is the George Kaiser Foundation Endowed Chair in Psychiatry and an Assistant 


Professor in the Departments of Psychiatry and Medical Informatics at the University Of 


Oklahoma School Of Community Medicine.  Dr. Vanderlip is a graduate of the School of 


Community Medicine at the University of Oklahoma and completed post-graduate training in 


both Family Medicine and Psychiatry at the University of Iowa in 2012.  He has a Master’s 


degree in public health (MPH) and health services research, blending primary care and 


behavioral health clinical services from the University of Washington in Seattle in 2014, and 


specializes in chronic care of medically and psychiatrically complex individuals.   


Dr. Vanderlip shares a dual appointment within the Departments of Medical Informatics and 


Psychiatry at the University of Oklahoma where he is actively developing innovative health 


service models that blend general health, behavioral health and social service disciplines into 


team-based chronic care workflows utilizing data from a state-of-the-art Health Information 


Exchange. He delivers invited lectures nationally on the role of psychiatrists in the physical 


health of underserved populations with behavioral health disorders, with particular emphasis on 


emerging models of integrated care and adaptations to the traditional Assertive Community 


Treatment service model.  He is the author of two textbook chapters and several peer-reviewed 


publications, and consults nationally with Assertive Community Treatment teams to incorporate 


general healthcare into their menu of services.  His primary professional goal is developing state-


of-the-art holistic healthcare services for poor and underserved populations. 
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Dr. Vanderlip was pleased to serve a nationally-elected position as the American Psychiatric 


Association Resident-Fellow Trustee through 2014, and currently serves as a Trustee to the 


Board of the American Association of Community Psychiatrists.  He is the co-chair of the 


American Psychiatric Association/Academy of Psychosomatic Medicine Workgroup on 


Dissemination of Integrated Care and is a member of the Scientific Programming Committee of 


the Institute for Psychiatric Services. 


Jackie Shipp, Program Director  


Ms. Shipp is currently the Director of Community Based Services at the Oklahoma Department 


of Mental Health and Substance Abuse Services (ODMHSAS). Prior to this position she served 


as Director of Children, Youth and Family Services and as the Principal Investigator for the 


Oklahoma Systems of Care from 2003 until 2011. Ms. Shipp served as the Interim Executive 


Director for The Oklahoma Youth Center (OYC) in 2007. OYC was the state residential 


inpatient facility for children in Oklahoma. 


For many years, Ms. Shipp has worked as a child, youth and family therapist and as a supervisor 


of outpatient services in a community mental health center. She has served on several boards and 


councils, including the Oklahoma Department of Human Services (OKDHS) Child Care 


Advisory Committee and the Institutional Review Board of the Oklahoma Department of Mental 


Health and Substance Abuse Services (ODMHSAS). Ms. Shipp is past chair for the Child, Youth 


and Family Division of the National Association of Mental Health Program Directors. She has 


received an “Angel” award from the Latino Community Development Agency in Oklahoma for 


her work to increase services for Latino children, youth and families, and received a Family 


Matters Award from The Oklahoma Family Resource Coalition in 2009. Ms. Shipp received the 


Employee of the Year award from the ODMHSAS in 2011. 


Ms. Shipp attended the University of Oklahoma where she earned a Master’s degree in human 


relations in 1992. She has been a licensed professional counselor since 1994. 


Tracy Leeper, Senior Data Support Analysis 


Tracy Leeper, MA, has worked at the Oklahoma Department of Mental Health and Substance 


Abuse Services (ODMHSAS) for the last twenty-four years in the Decision Support Services 


Division, conducting data analysis, performance monitoring, program evaluation and writing 


information technology policy.  She has served as manager of all of the Department’s data 


system and performance indicator grant projects for the last 20 years.  She has served on many 


boards at the federal and state level, including the Southeastern States Mental Health Statistics 


Improvement Program User Group, the Center for Substance Abuse Services’ Performance 


Monitoring Data Workgroup, the Oklahoma Health Information Exchange Trust Advisory 


Board, the Oklahoma Health Information Security and Privacy Council; the State Agency Health 


Information Infrastructure Advisory Board; the state interagency Delivering Interoperable 


Solution Components Utilizing Shared Services Committee, the ODMHSAS Governing Board’s 
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Performance Improvement Committee and the Department’s Institutional Review Board.  She is 


the co-author on nine peer-reviewed publications and one SAMHSA Technical Assistance 


Protocol. Ms. Leeper holds a Master’s degree in Sociology from the University of Oklahoma. 


David Melton, Data Support Analyst  


David Melton received a Master’s degree in Experimental Psychology in 2009 and since, has 


worked for the Oklahoma Department of Mental Health and Substance Abuse Services 


(ODMHSAS) as a Senior Data Analyst in the Decision Support Services Division. While at the 


department, he has built reports for National Outcome Measures (NOMs), worked extensively on 


a project to consolidate Medicaid and State behavioral health claims into the state MMIS, built a 


variety of reports used by administrators and agencies, and worked with agencies to ensure data 


quality. Currently, most of his time is spent on behavioral health authorizations which 


ODMHSAS provides for the entire state. 


Nathaniel Robtoy, IS Application Specialist 


Nathaniel Robtoy is an IS Application Specialist III in the Information Service Division of the 


ODMHSAS since 2012.  He received his Bachelor of Science from Oklahoma Christian 


University in 2009.  He is team lead for half of the programmers and works on creating and 


updating web applications in ASP.NET utilizing HTML, JavaScript, C#, SQL, and VB.NET to 


fulfill requirements as needed, and works on updating and maintenance of server services that 


collect information and return information to the submitter. He is proficient in web development 


asp.Net, HTML, CSS, C#, and SQL.   


Warren M. Whisler, IS Application Specialist 


Warren Whisler has a Bachelor’s degree in Computer Science from the University of Central 


Oklahoma and an Electronics Certificate from the East Arkansas Community College.   He is 


proficient in programming languages (C#, VB, C++, Java, PHP, JavaScript, jquery, HTML, css, 


COBOL), software (CS5 (Dreamweaver, Photoshop, etc.), Microsoft Office (Excel, Word, etc.), 


Expression Web, Visual Studio, NetBeans, Eclipse- and operating Systems (Windows, Linux). In 


his position as IS Application Specialist at the ODMHSAS, he has used both C# and VB in 


conjunction with SQL for both web and desktop applications; desktop scanning application 


utilizing technology, such as creation and recognition of barcodes, optical character recognition, 


TWAIN interface, pixel manipulation; created websites dealing with both frontend and backend 


development, typically using the LAMP stack; written more than 30 PHP files that together 


added functionality such as login, logout, registration, and the ability for users to upload content 


in numerous categories; and written PHP scripts that work as autonomous bots that scrape data 


from relevant sites, parse the needed data, and allow the film site to increase its total content a 


hundredfold in a matter of minutes. 
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Kimrey McGinnis, Project Lead/Consultant OHCA 


Kimrey McGinnis, MSW, LCSW has been with Oklahoma’s State Medicaid Agency, the 


Oklahoma Health Care Authority (OHCA) for ten years.  She began her OHCA career as a 


Behavioral Health Specialist and went on to several positions within the Waiver Development 


and Reporting unit, ultimately serving as the unit’s manager.  In this position, she administered 


OHCA’s 1115(a) SoonerCare Choice Waiver which authorizes the SoonerCare Choice patient-


centered medical home and Insure Oklahoma programs.  With a strong knowledge base in 


SoonerCare program administration, development and policy, Ms. McGinnis returned to a 


mental health focus as the agency’s Behavioral Health Services Director.  Her clinical 


background of over 20 years includes roles in direct practice, case management/utilization 


review, prior authorization and behavioral health service development.  Ms. McGinnis received a 


Master’s degree in Social Work from the University of Oklahoma in 1994 and is a Licensed 


Clinical Social Worker. 


M. Melinda Thomason, Project Lead/Consultant OHCA 


Melinda Thomason is the Assistant Chief of Federal and State Policy at the Oklahoma Health 


Care Authority (OHCA.) In this capacity she continues more than 25 years of experience in 


facilitating innovative service delivery systems in health care. Melinda assists with negotiating 


and reporting to federal agencies and other oversight entities. Her particular expertise lies in 


linking program requirements and legal authorities to ensure ongoing compliance. She has an 


extensive background in communications, health care quality improvement, provider relations 


and member services. Melinda joined the Health Care Authority in September 1998. She holds a 


B.S. in journalism/public relations from Oklahoma State University, 1979 and an M.Ed. in adult 


education from University of Central Oklahoma, 1991. 
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State Project Director 


Plans, organizes and coordinates the ODMHSAS’s Oklahoma CCBHC implementation. This 


includes serving as primary contact for federal, state, and local partners. The person in this 


position is responsible for the administrative, management and day-to-day operations of the 


agency’s integrated healthcare programs. He/she develops, directs and supervises the integrated 


healthcare programs and is responsible for establishing and monitoring healthcare, quality 


improvement and efficiency targets and outcomes. This position is supervised by the Director of 


Community Based Services. 


 


Knowledge and Skills: 


 Ability to bring together and work effectively with key federal, state and community 


stakeholders. 


 Ability to establish working relationships with clinical, administrative, and support staff in 


order to develop professionalism and coordination within the team. 


 Knowledge of valid assessment, treatment planning and service delivery systems including 


best-practice and evidence-based practice models used in various treatment settings. 


 Knowledge of appropriate program administration, management and supervisory principles. 


Ability to apply these skills at the administrative, state and national level. 


 


Roles and Responsibilities: 


 Oversees the development and implementation of programmatic goals and objectives of the 


Oklahoma CCBHC grant. 


 Assures compliance with contractual agencies or legal requirements of program. 


 Coordinates the communication between communities, state, and federal levels. 


 Applies knowledge of healthcare goals and objectives and the organizational business plan to 


bridge patient care services and outcomes. 


 Attends staff meetings, workshops, and seminars to learn agency policy, rules, regulations 


and procedures. 


 Organize and coordinate training for treatment providers, other team, and community 


members as prescribed in grant. 


 Maintain cooperative relationships with program participants, the treatment agencies, 


community organizations, and other collaborating partners. 


 Monitor the performance and progress toward achievement of goals and objectives. 


 Monitor contract compliance. 


 Manage budget to ensure funds are allocated appropriately and in accordance with the 


approved grant budget. 
 


Education and Experience:  A Master's degree AND five (5) years of related experience in 


social service setting, plus experience in supervising staff and programs.  


 


Salary, hours, travel:  Salary range ($55,000-$68500) 40 hour work week, travel as necessary 


for job duties, e.g., technical assistance, site visits, or trainings/conferences.   
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Physician Consultant  


The Physician Consultant will serves as primary consultant for Evidenced Based Practices in 


Integrated care: and prepare and facilitate regularly scheduled trainings with key staff members 


and provider agencies.  


 


Knowledge and Skills: 


 


 Knowledge of healthcare practices including physical, psychiatric and general wellness. 


 Knowledge of Evidenced Based Practices in integrated care. 


 Ability to communicate and build relationships. 


 Knowledge of valid assessment, treatment planning and service delivery systems including 


best-practice and evidence-based practice models used in various treatment settings. 


 Ability to facilitate educational trainings. 


. 


Roles and Responsibilities: 


 Participates in the development of the Oklahoma CCBHC grant 


 Consults with key team members on the development of Oklahoma CCBHC grant 


 Educates key team members and provider agencies on principals related to CCBHC and 


integrated care. 


 Attends staff meetings, workshops, and seminars to learn agency policy, rules, 


regulations and procedures. 


 Serves on outside committee when necessary. 


 Maintain cooperative relationships with program participants, the treatment agencies, 


community organizations, and other collaborating partners to provide ongoing 


consultation. 


 


 


Education and Experience: 


Doctor of Medicine (MD), with experience in both psychiatry and primary care. This position 


will have knowledge of evidenced based practices in integrated care, and experience with 


teaching and training. 


 


 


Salary, hours, travel:  Salary range (N/A, contract consultant) 10 hours weekly, travel as 


necessary for job duties, e.g., technical assistance, site visits, or trainings/conferences.   
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Decision Support Policy Analyst 


Under general direction, gather and disseminate information regarding behavioral healthcare 


policies, strategies and technical developments, and support and coordinate the implementation 


of health information technology.  


 


Knowledge and Skills: 


 Knowledge of mental health and substance abuse treatment and information systems; 


principles, regulations, and procedures relevant to data sharing, confidentiality, and security; 


techniques of data collection and performance measurement; and health information 


technology. 


 Skill using computer technology including word processing, spreadsheet, data management 


and graphical software; ability to communicate effectively verbally and in writing; 


considerable skill in conducting several projects simultaneously and skill in analyzing 


complex data. Knowledge of the theory and methods of statistical research and evaluation 


methods.  


 


Roles and Responsibilities: 


 Participate in interagency and state collaborations and federal initiatives to promote 


standardization, interoperability and health information technology for behavioral 


healthcare such as the adoption of a behavioral health claim attachment and additional 


procedural codes and modifiers. 


 Ensure coordination among departmental initiatives such as strategic planning, policies 


and projects, and promote intradepartmental communication and collaboration. 


 Ensure data collection efforts meet departmental, federal and other stakeholder reporting 


needs and work with PI and other staff to promote the use of data driven decision 


making.    


 Facilitate consumer involvement in data system design and development, data collection, 


analysis, reporting and utilization of Personal Health Records. 


 Promote the use of health information technology within DMHSAS, such as the 


provision of Personal Health Records, use of telemedicine, and record automation. 


 Promote and facilitate interagency data sharing through linking algorithms, web-based 


data query systems and other technologies.    


 Promote academic liaisons for staff development and research opportunities and 


encourage Science to Service initiatives. 


 Provide business analyst functions, such as annual reviews of IS/DSS policies, and grant 


development support to DMHSAS divisions. 


 


Education and Experience:  Master's degree in Sociology, Psychology, Business 


Administration or related field and one (1) year experience with behavioral healthcare systems 


OR bachelor's degree in social work, psychology or business administration and three (3) years 


of experience with behavioral healthcare systems. 


 


Salary, hours, travel:  Salary range ($75,000-$95,000) 40 hour work week, travel as necessary 


for job duties, e.g., technical assistance, site visits, or trainings/conferences.  
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Senior Data Analyst 


Performs complex decision support analytical work involving the collection, compilation, 


analysis and interpretation of quantitative and qualitative information and is responsible for 


general administration of specific Department, interagency or grant-funded projects, e.g., 


Medicaid data analysis; mental health or substance abuse needs assessment; substance abuse or 


mental health services consumer surveys; or children’s systems of care evaluation. This position 


is supervised by the Senior Data Analyst. 


 


Knowledge and Skills: 


 Knowledge of the theory and methods of statistical research and evaluation methods.  


 Knowledge of project and time management methods, including the use of project scheduling 


chart; and have excellent written and verbal communication skills, especially related to 


explaining statistical analysis to audiences with little or no statistical training. 


 Complex skill in the use of word processing; data management and analysis software, 


including spreadsheets and database programs and in preparing technical reports and report 


formatting. 


 


Roles and Responsibilities: 


 Provides training, consultation or other support as needed to DSS, ODMHSAS, sub-


contractors or other entities’ staff to ensure analytical programs are written, data 


collection and reporting protocols are established and followed, and all other steps are 


taken to ensure data submitted for projects are accurate, complete and timely   


 Ensures successful compilation, analysis and dissemination of data in project reports by 


coordinating and collaborating with all appropriate stakeholders.   


 Ensures that all mandatory reporting requirements are met and that all reports meet 


standards for professional format and appearance, appropriate statistical analyses, and 


contain clear communication of findings for the intended audience   


 Monitors and reports the implementation of each project phase to the supervising DSS 


Manager, based on the schedule established by the project timetable or Gantt chart  


 Clearly communicates the project objectives to a variety of project participants, including 


any sub-contractors, Department administrative staff, legislators, federal project officers 


or other relevant stakeholder groups 


 Collaborates with project stakeholders to prepare analyses for journal publication when 


appropriate   


 Assists with the preparation of grant applications, reports to ODMHSAS and other state 


agencies, and federal grant progress reports  


 Assist project director with statistical data on the effectiveness of program, contracts, and 


outcomes. 


 


Education and Experience:  A master's degree, to include 12 semester hours in statistics, 


research methods, or program evaluation AND five (5) years of related experience in public 


health, social science or statistics. 


 


Salary, hours, travel:  Salary range ($50,000-$63,500) 40 hour work week, travel as necessary 


for job duties, e.g., technical assistance, site visits, or trainings/conferences.   
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IS Application Specialist 


 


Definition:  Under general supervision of the IS Application Development Manager, position 


will work closely with staff within the Information Services (IS) Division as well as other 


divisions of ODMHSAS.  This position will be responsible for the design, development, 


enhancement and maintenance of department’s client/server and web-based applications.  


 


Knowledge and Skills: 


 Skill in working cooperatively with people from a variety of cultural, racial, educational, 


and employment backgrounds;  


 Express self clearly and concisely both verbally and in writing;  


 Experience with PC-based LANS and software, including word processing, Windows, 


spreadsheet, and packaged database management;  


 Ability to work independently;  


 Ability to manage multiple projects and prioritize projects as they are developed, and to 


meet deadlines. 


Roles and Responsibilities:  


 Performs analysis, design, coding, and software testing to satisfy the requirements of the 


department’s staff while using standards and procedures established by the Central 


Administration IS staff 


 Provide management, leadership and direction to project development and maintenance 


staff. 


 Provides written and oral reports of programming activities and progress to immediate 


supervisor, IS management, and other department staff as required. 


 Performs other duties as assigned.  


 


 


Education and Experience:  Possession of a Bachelor’s degree in Information Systems, 


Computer Science, Business or related field and two (2) years development experience in one of 


the fields listed below OR a minimum of four (4) years development experience in one of the 


following:  ASP, ASP.Net, VBScript, Jscript, HTML, Visual Studio, Adobe, VB,VB.NET,C#, 


PL/SQL, .NET, Crystal Reports and XML with at least two (2) years database experience in a 


relational database environment (Oracle, Microsoft SQL/Server).   
 


Salary, hours, travel:  Salary range ($39,000-$49,500) 40 hour work week, travel as necessary 


for job duties, e.g., technical assistance, site visits, or trainings/conferences.   
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Section F. Confidentiality and SAMHSA Participant Protection/Human Subjects Guideline 


1. Protect Clients and Staff from Potential Risks. 


 


Clients and staff will participate in the planning grant through participation in surveys, focus 


groups and through advocacy boards.  As participation is totally voluntary, there are no 


foreseeable physical, medical, psychological social and legal risks or potential adverse effects. 


Input will only be solicited from clients and staff stating a desire to participate in the planning 


process.  In compiling and reporting feedback, no individuals will be identified. If an individual 


should suffer emotional difficulties due to issues raised or disclosure of personal information, 


appropriate mental health services will be made available.  The ODMHSAS is the State Mental 


Health Authority and operates a trauma-informed service delivery system.  Individuals involved 


in the planning process who have need for these services will have full access to them.   


 


2. Fair Selection of Participants. 


The populations of focus are consumers, those in recovery, family members, advocacy 


organizations, partner state agencies and behavioral health providers.  Participants can be of any 


age, gender and racial/ethnic background and may include pregnant women, youth, and 


individuals who are likely to be particularly vulnerable to HIV/AIDS.  We will seek to have wide 


representation of all groups to be involved in the planning process.  Anyone wishing to 


participate will be welcomed. Notifications have and will continue to be sent to behavioral health 


workgroups, advocacy organizations, state agencies, and behavioral health agencies explaining 


the project and how input can be given.   Providers and advocacy organizations have been asked 


to disseminate a letter explaining the project to consumers, family members and those in 


recovery.  Within the letter was a link to participate in an anonymous survey.  Hard copies of the 


surveys were also distributed for individuals indicating they were not comfortable or unable to 


complete the survey online.  A question on the survey asked respondents if they wished to be 


contacted for future surveys, focus groups, or task groups through an advocacy board and, if so, 


to provide their contact information.  Everyone indicating a desire to participate will be included.  


3. Absence of Coercion. 


Participation is totally voluntary.  Only those indicating a desire to participate will be contacted.  


No incentives will be used.  Even though participation is anonymous, participants will be 


reminded that neither treatment services nor employment will be affected by participation or lack 


thereof.  


4. Data Collection. 
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Data will be collected from anyone who wished to participate in the planning process. This may 


include consumers, those in recovery, family members, advocacy organizations, partner state 


agencies and behavioral health providers.  Data will be obtained through surveys, focus groups 


and task groups. No specimens will be used. The survey previously disseminated is included in 


Attachment 2. 


5. Privacy and Confidentiality. 


No identifying information will be collected through surveys or recorded in information 


collected through focus groups or task groups.  The evaluation team will oversee the data 


collection.  Online survey responses are collected over secured, encrypted SSL/TLS connections.  


Secure Sockets Layer (SSL) and Transport Layer Security (TLS) technology protect 


communications by using both server authentication and data encryption. This ensures that user 


data in transit is safe, secure, and available only to intended recipients.  The only identifying data 


collected will be contact information of those individuals stating a desire to participate in the 


planning process. Data are stored on a dedicated file server with security features that limit 


access to individuals involved in the program. The file server is located in a room secured with a 


key-pad entry system and is set up with a firewall, virus detection and 128-bit secure socket layer 


(encryption) system to prevent unauthorized access and corruption of data. Access is limited to 


the evaluation team. Specific levels of access and security for each person using the system have 


been established, so only persons with proper security clearance can access the data.  


    


6. Adequate Consent Procedures. 


Participation in surveys is considered passive consent as the link is provided to the individual 


and they choose whether to act on it.  Further, there is information at the beginning of the survey 


stating, “No identifying information will be collected about you unless you wish to be contacted 


for future participation in efforts to improve the service experience at community mental health 


centers. If you do provide your contact information, it will be kept in a secure database and 


destroyed at the end of the project. No identifying information will ever be made public. 


Participating or choosing not to participate will not affect any current or future services you may 


receive at a community mental health center.  Participation is totally voluntary and you may end 


your participation at any time without any negative results.”   


For focus groups, all adult participants will sign a consent form. For youth participation, a 


caregiver will sign a consent form for the youth to participate.  The youth will also be asked to 


sign an assent form. Both the caregiver and youth must agree to participate before the youth will 


take part in the focus group.  


For all consent forms, participants will sign and date the form, and receive a copy of the form. 


For participants with limited reading skill, poor eye sight or for whom English is not their first 


language, a provider staff member will read the form to them and ask questions afterwards to 


ensure they understand what they are agreeing to.  Sample consent and assent forms are included 


in Attachment 3. 
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7. Risk/Benefit Discussion.   


There are minimal risks associated with participation in the planning grant. Risks are the 


potential for disclosure of confidential information during participation in the project. Staff 


members at all levels are trained in privacy and confidentiality policies, and data are transmitted 


and stored in secure areas to prevent such an event from occurring. 


 


The benefits of participating include the opportunity to provide input for transforming the 


behavioral healthcare delivery system in the State.  


8. Protection of Human Subjects Regulations.   


ODMHSAS is willing to comply with all Protection of Human Subjects Regulations. Further, the 


data collection and storage procedures will be approved by the ODMHSAS Institutional Review 


Boards before being implemented. 
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		Section F Confidentiality and SAMHSA Participant Protection

		Assurance of Complaince with Charitable Choice










Attachment 1. (1) MOA between SMHA, SSA and SMA
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Attachment 1. (2) SMHA/SSA Confirmation Letter
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July 23, 2015 
 
 
David Morrissette, Ph.D., LCSW 
CAPT, US Public Health Service 
Center for Mental Health Services, SAMHSA 
1 Choke Cherry Road Room 6-1011 
Rockville, MD. 20857 
 
Dear Captain Morrissette: 
 
As Secretary of Health & Human Services and Commissioner of the Oklahoma State 
Department of Health (OSDH), please accept this letter and our full support and 
participation with the Oklahoma Department of Mental Health & Substance Abuse Services 
(ODMHSAS) in their state planning for certifying community behavioral health clinics.   
 
Oklahoma consistently ranks among the highest in the regional and nationally, for rates of 
mental illness and addiction, as well as prescription drug abuse, underage drinking and 
suicide.  Ties to other chronic health issues are also well documented.  As you are very well 
aware, life expectancy for people with untreated behavioral health diseases is significantly 
less than the general population, upward of 25-30 years in Oklahoma. 
 
As one of the closest partners of the ODMHSAS, the OSDH will perform an important 
function as close advisor and partner both at the state level and on local levels.   
 
 
Sincerely, 
 


 
Terry Cline, Ph.D. 
Commissioner 
Secretary of Health & Human Services 


Attachment 1. (3) Letters of Commitment
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3037 NW 63rd Street, Suite 104W 
Oklahoma City, OK 73116 
HELPLINE: 800-583-1264 
www.namioklahoma.org 


 


July 30, 2015 


David Morrissette, Ph.D., LCSW 
CAPT, US Public Health Service 
Center for Mental Health Services, SAMHSA 
1 Choke Cherry Road Room 6-1011 
Rockville, MD. 20857 


Dear Captain Morrissette: 


NAMI OK is the state’s only organization affiliated with the National Alliance on Mental Illness 
(NAMI), the nation’s largest grassroots organization.  NAMI OK was founded in 1985 by family 
members of people with serious mental illness as a grassroots volunteer agency.  Our mission is 
to improve the quality of life for children, adults, and families who are affected by mental illness. 


As Executive Director of NAMI, OK, I pledge our organization’s participation in Oklahoma’s 
State Planning Grant for Certified Community Behavioral Health Clinics.  Already, we have 
assisted in getting the survey link to consumers and family members around the state, with good 
success rate.  We will further assist the ODMHSAS to hold stakeholder focus groups regionally 
during the planning year.  We also participate in the State Advisory Team for children’s 
behavioral health as well as the State Planning and Advisory Council.  


In addition, we will assist the Community Mental Health Centers chosen to be certified as 
Community Behavioral Health Clinics.   We will advise them regarding meaningful consumer 
and family involvement on their Boards and on any alternative methods of meaningful 
involvement.  We will offer training we have developed in partnership with the Oklahoma 
Family Network, which prepares consumers and family members to serve successfully on 
Boards. 


We are so excited that SAMHSA is leading this important initiative to improve access to 
services, and to expand the scope of services available.  We pledge our active assistance at every 
step in the process. 


 


Sincerely, 


 


Traci Cook, M.S. 
Executive Director 
traci@namioklahoma.org 
 
Hope Starts with You! 
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July 21, 2015 
 
David Morrissette, Ph.D., LCSW 
CAPT, US Public Health Service 
Center for Mental Health Services, SAMHSA 
1 Choke Cherry Road Room 6‐1011 
Rockville, MD. 20857 
 
Dear Dr. Morrissette: 


On  Behalf  of  the  University  of  Oklahoma’s  E‐TEAM  (Educational  Training,  Evaluation,  Assessment, 
Management),  I  am  pleased  to  provide  the Oklahoma Department  of Mental Health  and  Substance 
Abuse Services (ODMHSAS) with this  letter of support for the Planning Grants for Certified Community 
Behavioral  Health  Clinics  (CCBHCs).    E‐TEAM  partners  with  customers  to  provide  carefully‐crafted 
research and evaluation  studies along with  training  support  to enable  informed decisions  resulting  in 
better outcomes. We have served as the evaluator for ODMHSAS’ Systems of Care since 2003. E‐TEAM 
manages  the national and  local evaluation components of  the SAMHSA CMHS  federal grants. E‐TEAM 
provides feedback to ODMHSAS central management, site leadership and staff, families, and partners on 
whether  goals  and  objectives  are  being  achieved  so  that  changes  and  adjustments  can  be made  in 
practice. The evaluation also provides outcomes information for individual children, youth and families, 
as well as aggregated outcomes  information for  local sites and the state as a whole. E‐TEAM designed 
and maintains a statewide evaluation data collection effort based on data collected through the Youth 
Information System (YIS) by the local OKSOC sites. Developed by E‐TEAM, the YIS is a secure, web‐based 
application  which  provides  real‐time  access  to  evaluation  and  program  monitoring  data  to  state 
management, to individual site leadership, and to site wraparound facilitators. Data collected in the YIS 
are accessible on a continuous basis at the site and state levels.  


We have been part of the transition from two local SOC communities to a SOC presence in 72 of the 77 
counties.    Much  of  the  growth  has  been  due  to  the  positive  outcomes  we  have  been  able  to 
demonstrate through our rigorous data collection, program monitoring and evaluation design. We are 
now  coordinating with  the ODMHSAS  to establish quality measures  for  the Behavioral Health Homes 
and will do so with the CCBHCs if awarded the grant.  


Because of our close working relationship with the ODMHSAS and our success in many endeavors, we 
are confident that it can achieve the goal set forth in the application and pledge our ongoing support in 
improving the lives of those with behavioral health issues.  


 
Sincerely, 


 
 
 


Belinda Biscoe Boni, Ph.D. 
Associate Vice President for Outreach 
Director of E‐TEAM 
The University of Oklahoma 
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CCBHC Certification Criteria Readiness Tool (CCRT) 
 


On March 31, 2014, Congress passed the Protecting Access to Medicare Act (H.R. 4302), 
which included a demonstration program based on the Excellence in Mental Health Act. Once 
again, behavioral health clinics will have a federal definition with defined quality standards and 
reimbursement that reflects the actual cost of care. The legislation: 


• Creates criteria for “Certified Community Behavioral Health Clinics” (CCBHCs) as 
entities designed to serve individuals with serious mental illnesses and substance use 
disorders that provide intensive, person-centered, multidisciplinary, evidence-based screening, 
assessment, diagnostics, treatment, prevention, and wellness services. The Secretary of the 
Department of Health and Human Services is directed to establish a process for selecting eight 
states to participate in a 2-year pilot program. 


• Provides $25,000,000 that will be available to states as planning grants to identify how 
CCBHCs fit into system redesign efforts and to develop applications to participate as a 
demonstration state. Only states that have received a planning grant will be eligible to apply to 
participate in the pilot. 


• Requires participating states to develop a Prospective Payment System (PPS) for 
reimbursing Certified Behavioral Health Clinics for required services provided by these entities. 
Participating states will receive an enhanced Medicaid match rate for all of the required 
services provided by the Certified Community Behavioral Health Clinics. 


 
Therefore, the purpose of the CCBHC Certification Criteria Readiness Tool (CCRT) is to provide 
the management team of each Community Behavioral Health Clinic that is considering 
participation in the demonstration program the ability to review the required CCBHC certification 
criteria, as issued by SAMHSA in May 2015, and assess the level of readiness to meet each 
criterion.  The CCRT provides a level of concern rating that will support awareness of the level of 
change management that may be needed to support enhanced service delivery processes, 
staffing, scope of services, quality outcomes, reporting and governance areas.  The readiness tool 
also provides a sub-total section and overall concern level score which can support more objective 
identification of change management needs for the clinic to meet all criteria.   
 
Important Definitions 
 
Before completing the CCRT, it is important to review and understand “Definitions” of important 
terms used in the criteria.  A list of terms and identified definitions are listed on pages 24 – 27 
that follow the end of CCRT Assessment Scoring Sheet.    
 
Use of CCRT 
 
The CCRT is a self-assessment tool that will require your management team to schedule joint 
time to meet and work through the six programs.  The typical time frame to complete the 
assessment will vary from team to team based on the service delivery process 
measurement and support awareness that your team processes.    
 
Below is important context for your management team as preparation for your use of the CCRT: 


 


Attachment 2. Data Collection Instruments/Interview Protocols
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1. It is important for your team to move away from anecdotal responses to the certification 
criteria questions such as “We should be able to meet the criteria….” to understand the 
reality of the actual capacity of the clinic and/or individual locations/programs to actually 
meet the criteria. 


2. If there are significant variances in response levels or service process data among the 
management team members, it is important to identify if a CCRT needs to be completed for 
specific programs (i.e., children/adolescent vs. adult, etc.) or locations in order to fully 
identify process variances within the clinic.   If it is determined best to use multiple CCRT 
forms to assess programs/locations within the clinic, please add together and average the 
question and section scores to generate an overall score for the clinic. 


3. If the question and section scores have more than a one point variance, the key issue to 
identify is to determine if your clinic is operating as a “group practice” or a “loosely held 
federation of individual practices”.  


NOTE:   If your clinic finds that there are significant practice variances within specific 
programs and/or locations, then overall clinic compliance with the required certification 
criteria can be significantly more difficult. Therefore, an important outcome of the CCRT 
might be to identify specific internal practice variances and how to reduce/eliminate these 
variances. 


4. The self assessment scoring model for each question and section of the CCRT is based on 
a five point scale as outlined below: 


5 4 3 2 1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


NOTE: The five point rating scale format alternates for each question to help focus the team on a more 
informed response.   


 
The level of concern that your team identifies needs to be supported by the following scoring 
parameters: 


   
a. If a particular certification criterion focuses on the state’s ability to perform, please rate your 


level of concern about your CCBHC providing the state necessary information to support the 
state performance requirement. 


b. If your team is not able to identify the specific response requested to any primary question, 
the score should be documented as a “1”.  


c. Most assessment questions contain a “Yes” or “No” identifier prior to the concern rating.  The 
focus for this question is for your team to confirm if the identified criterion is current practice 
within your clinic - YES or NO.  If your team responds “NO”, the specific criterion concern 
response should be a 1 – 4 based on the level of concern you have about developing the 
capacity to be compliant with the criterion.  Also, if your team identifies a “Yes” and does not 
feel that a “5” fully identifies the appropriate response, please identify the level of concern 
that your teams has about being fully compliant.   


d. If your team identifies a level of practice variance within various programs or locations, the 
score should be a “2” or “3” based on the level of variance identified and the amount of effort 
it will take to reduce the variance to a standardized clinic wide practice. 
 


At end of each section of the CCRT, there is a “Total Cumulative Score” indicator that will allow your 
team to total all individual question scores in that section.   Also, at the end of the CCRT, there is a 
scoring sheet that provides for transferring the section cumulative scores to an overall score summary 
with recommendations for next steps.   
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Outline of the CCRT Sections:  The six program certification requirements outlined below include 
specific citations in quotes from Section 223 of the Protecting Access to Medicare Act (H.R. 4302), 
which included a demonstration program based on the Excellence in Mental Health Act: 
 


 
 
 


Program Requirement 1: Staffing (“Staffing requirements, including criteria that staff have diverse 
disciplinary backgrounds, have necessary State required license and accreditation, and are culturally and 
linguistically trained to serve the needs of the clinic’s patient population.”)  


Program Requirement 2:  Availability and Accessibility of Services  (“Availability and accessibility of 
services, including: crisis management services that are available and accessible 24 hours a day, the use of a 
sliding scale for payment, and no rejection for services or limiting of services on the basis of a patient’s ability to 
pay or a place of residence.”)  
Program Requirement 3: Care Coordination   (“Care coordination, including requirements to coordinate care 
across settings and providers to ensure seamless transitions for patients across the full spectrum of health 
services, including acute, chronic, and behavioral health needs. Care coordination requirements shall include 
partnerships or formal contracts with the following:  
(i) Federally-qualified health clinics (and as applicable, rural health clinics) to provide Federally-qualified health 


clinic services (and as applicable, rural health clinic services) to the extent such services are not provided 
directly through the certified community behavioral health clinic.  


(ii) Inpatient psychiatric facilities and substance use detoxification, post-detoxification step-down services, and 
residential programs.  


(iii) Other community or regional services, supports, and providers, including schools, child welfare agencies, 
and juvenile and criminal justice agencies and facilities, Indian Health Service youth regional treatment 
clinics, State licensed and nationally accredited child placing agencies for therapeutic foster care service, and 
other social and human services.  


(iv) Department of Veterans Affairs medical clinics, independent outpatient clinics, drop-in clinics, and other 
facilities of the Department as defined in section 1801 of title 38, United States Code.  


(v) Inpatient acute care hospitals and hospital outpatient clinics.”)  
 
Program Requirement 4:  Scope  of Services (“Provision (in a manner reflecting person-centered care) of the 
following services which, if not available directly through the certified community behavioral health clinic, are 
provided or referred through formal relationships with other providers:  
(i) Crisis mental health services, including 24-hour mobile crisis teams, emergency crisis intervention services, 


and crisis stabilization.  
(ii)  Screening, assessment, and diagnosis, including risk assessment.  
(iii) Patient-centered treatment planning or similar processes, including risk assessment and crisis planning.  
(iv) Outpatient mental health and substance use services.  
(v) Outpatient clinic primary care screening and monitoring of key health indicators and health risk.  
(vi) Targeted case management.  
(vii) Psychiatric rehabilitation services.  
(viii) Peer support and counselor services and family supports.  
(ix)  Intensive, community-based mental health care for members of the armed forces and veterans, particularly 


those members and veterans located in rural areas, provided the care is consistent with minimum clinical 
mental health guidelines promulgated by the Veterans Health Administration, including clinical guidelines 
contained in the Uniform Mental Health Services Handbook of such Administration.”) 


Program Requirement 5:  Quality and Other Reporting (“Reporting of encounter data, clinical outcomes data, 
quality data, and such other data as the Secretary requires.”) 
Program Requirement 6: Organizational Authority, Governance and Accreditation (“Criteria that a clinic be 
a nonprofit or part of a local government behavioral health authority or operated under the authority of the Indian 
Health Service, an Indian Tribe, or Tribal organization pursuant to a contract, grant, cooperative agreement, or 
compact with the Indian Health Service pursuant to the Indian Self-Determination Act [25 U.S.C. 450 et seq.], or 
an urban Indian organization pursuant to a grant or contract with the Indian Health Service under title V of the 
Indian Health Care Improvement Act [25 U.S.C. 1601 et seq].”) 
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E-Form Instructions: The CCRT assessment is provided as an e-form.  Please tab through the assessment 
sections or click on a specific response area and enter the text or click on a checked item.  Using the tab key 
will advance the pages. 


 


MTM Services’ CCBHC Certification Criteria Readiness Tool (CCRT) 


Clinic Name:       
Number of Employees 
(Full Time Equivalents):   


Direct Care Staff:  
      


Clerical/Support Staff:  
      


Admin/Finance Staff: 
      


Residential Staff: 
      


Program Requirements 1: Staffing      


1. (1.a.1): As part of the process leading to certification, the state will prepare an assessment of the needs of the target 
consumer population and a staffing plan for prospective CCBHCs. The needs assessment will include cultural, linguistic and 
treatment needs. The needs assessment is performed prior to certification of the CCBHCs in order to inform staffing and 
services. After certification, the CCBHC will update the needs assessment and the staffing plan, including both consumer and 
family/caregiver input. The needs assessment and staffing plan will be updated regularly, but no less frequently than every 
three years.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


2. (1.a.2): The staff (both clinical and non-clinical) is appropriate for serving the consumer population in terms of size 
and composition and providing the types of services the CCBHC is required to and proposes to offer.                
Note: See criteria 4.K relating to required staffing of services for veterans. 


 


  Yes 
 


  No 
 1  2  3  4  5 


Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 
3. (1.a.3): The Chief Executive Officer (CEO) of the CCBHC maintains a fully staffed management team as 


appropriate for the size and needs of the clinic as determined by the current needs assessment and staffing plan. 
The management team will include, at a minimum, a CEO or Executive Director/Project Director, and a psychiatrist 
as Medical Director. The Medical Director need not be a full-time employee of the CCBHC. Depending on the size 
of the CCBHC, both positions (CEO/Executive Director/Project Director and the Medical Director) may be held by 
the same person. The Medical Director will ensure the medical component of care and the integration of behavioral 
health (including addictions) and primary care are facilitated.  
Note: If a CCBHC is unable, after reasonable and consistent efforts, to employ or contract with a psychiatrist as 
Medical Director because of a documented behavioral health professional shortage in its vicinity (as determined by 
the Health Resources and Services Administration (HRSA) (Health Resources and Services Administration [2015]), 
psychiatric consultation will be obtained on the medical component of care and the integration of behavioral health 
and primary care, and a medically trained behavioral health care provider with appropriate education and licensure 
with prescriptive authority in psychopharmacology who can prescribe and manage medications independently 
pursuant to state law will serve as the Medical Director.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


4. (1.a.4): The CCBHC maintains liability/malpractice insurance adequate for the staffing and scope of 
services provided.    Yes     No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


5. (1.b.1):  All CCBHC providers who furnish services directly, and any Designated Collaborating Organization (DCO) 
providers that furnish services under arrangement with the CCBHC, are legally authorized in accordance with 
federal, state and local laws, and act only within the scope of their respective state licenses, certifications, or 
registrations and in accordance with all applicable laws and regulations, including any applicable state Medicaid 
billing regulations or policies. Pursuant to the requirements of the statute (PAMA § 223 (a)(2)(A)), CCBHC 
providers have and maintain all necessary state-required licenses, certifications, or other credentialing, with 
providers working toward licensure, and appropriate supervision in accordance with applicable state law.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


6. (1.b.2): The CCBHC staffing plan meets the requirements of the state behavioral health authority and any 
accreditation standards required by the state, is informed by the state’s initial needs assessment, and includes 
clinical and peer staff. In accordance with the staffing plan, the CCBHC maintains a core staff comprised of 
employed and, as needed, contracted staff, as appropriate to the needs of CCBHC consumers as stated in 
consumers’ individual treatment plans and as required by program requirements 3 and 4 of these criteria. States 
specify which staff disciplines they will require as part of certification but must include a medically trained 
behavioral health care provider, either employed or available through formal arrangement, who can prescribe and 
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manage medications independently under state law, including buprenorphine and other medications used to treat 
opioid and alcohol use disorders. The CCBHC must have staff, either employed or available through formal 
arrangements, who are credentialed substance abuse specialists. Providers must include individuals with expertise 
in addressing trauma and promoting the recovery of children and adolescents with serious emotional disturbance 
(SED) and adults with serious mental illness (SMI) and those with substance use disorders. Examples of staff the 
state might require include a combination of the following: (1) psychiatrists (including child, adolescent, and 
geriatric psychiatrists), (2) nurses trained to work with consumers across the lifespan, (3) licensed independent 
clinical social workers, (4) licensed mental health counselors, (5) licensed psychologists, (6) licensed marriage and 
family therapists, (7) licensed occupational therapists, (8) staff trained to provide case management, (9) peer 
specialist(s)/recovery coaches, (10) licensed addiction counselors, (11) staff trained to provide family support, (12) 
medical assistants, and (13) community health workers. The CCBHC supplements its core staff, as necessary 
given program requirements 3 and 4 and individual treatment plans, through arrangements with and referrals to 
other providers.  
Note: Recognizing professional shortages exist for many behavioral health providers: (1) some services may be 
provided by contract or part-time or as needed; (2) in CCBHC organizations comprised of multiple clinics, providers 
may be shared among clinics; and (3) CCBHCs may utilize telehealth/ telemedicine and on-line services to alleviate 
shortages. CCBHCs are not precluded by anything in this criterion from utilizing providers working towards 
licensure, provided they are working under the requisite supervision.  


 
 
 
 
 
 
 
 
 
 


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


7. (1.c.1):  The CCBHC has a training plan, for all employed and contract staff, and for providers at DCOs who have 
contact with CCBHC consumers or their families, which satisfies and includes requirements of the state behavioral 
health authority and any accreditation standards on training which may be required by the state. Training must 
address cultural competence; person-centered and family-centered, recovery-oriented, evidence-based and 
trauma-informed care; and primary care/behavioral health integration. This training, as well as training on the 
clinic’s continuity plan, occurs at orientation and thereafter at reasonable intervals as may be required by the state 
or accrediting agencies. At orientation and annually thereafter, the CCBHC provides training about: (1) risk 
assessment, suicide prevention and suicide response; (2) the roles of families and peers; and (3) such other 
trainings as may be required by the state or accrediting agency on an annual basis. If necessary, trainings may be 
provided on-line. Cultural competency training addresses diversity within the organization’s service population and, 
to the extent active duty military or veterans are being served, must include information related to military culture. 
Examples of cultural competency training and materials include, but are not limited to, those available through the 
website of the US Department of Health & Human Services (DHHS), the SAMHSA website through the website of 
the DHHS, Office of Minority Health, or through the website of the DHHS, Health Resources and Services 
Administration. Note: See criteria 4.K relating to cultural competency requirements in services for veterans.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


8. (1.c.2):  The CCBHC assess the skills and competence of each individual furnishing services and, as necessary, 
provides in-service training and education programs. The CCBHC has written policies and procedures describing 
its method(s) of assessing competency and maintains a written accounting of the in-service training provided 
during the previous 12 months.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


9. (1.c.3):  The CCBHC documents in the staff personnel records that the training and demonstration of 
competency are successfully completed.    Yes     No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


10. (1.c.4):  Individuals providing staff training are qualified as evidenced by their education, training and 
experience.    Yes     No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


11. (1.d.1):  If the CCBHC serves individuals with Limited English Proficiency (LEP) or with language-based 
disabilities, the CCBHC takes reasonable steps to provide meaningful access to their services.    Yes    No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


12. (1.d.2):  Interpretation/translation service(s) are provided that are appropriate and timely for the size/needs of the 
LEP CCBHC consumer population (e.g., bilingual providers, onsite interpreters, language telephone line). To the 
extent interpreters are used, such translation service providers are trained to function in a medical and, preferably, 
a behavioral health setting.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 
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13. (1.d.3):  Auxiliary aids and services are readily available, Americans With Disabilities Act (ADA) compliant, and 
responsive to the needs of consumers with disabilities (e.g., sign language interpreters, teletypewriter (TTY) lines).  


  Yes 
 


  No 
 5  4  3  2  1 


Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 
14. (1.d.4): Documents or messages vital to a consumer’s ability to access CCBHC services (for example, registration 


forms, sliding scale fee discount schedule, after-hours coverage, signage) are available for consumers in 
languages common in the community served, taking account of literacy levels and the need for alternative formats 
(for consumers with disabilities). Such materials are provided in a timely manner at intake. The requisite languages 
will be informed by the needs assessment prepared prior to certification, and as updated.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


15. (1.d.5): The CCBHC’s policies have explicit provisions for ensuring all employees, affiliated providers, and 
interpreters understand and adhere to confidentiality and privacy requirements applicable to the service provider, 
including but not limited to the requirements of Health Insurance Portability and Accountability Act (HIPAA) (Pub. L. 
No. 104-191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state laws, including patient privacy 
requirements specific to the care of minors. The HIPAA Privacy Rule allows routine – and often critical – 
communications between health care providers and a consumer's family and friends, so long as the consumer 
consents or does not object. If a consumer is amenable and has the capacity to make health care decisions, health 
care providers may communicate with a consumer's family and friends.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


Note: Total Score for this section ranges from  15 to 
75  Program Requirement  1 Total Cumulative Score:        


Program Requirement 2:  Availability and Accessibility of Services   
1. (2.1.1): The CCBHC provides a safe, functional, clean, and welcoming environment, for consumers and 


staff, conducive to the provision of services identified in program requirement 4.    Yes    No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


2. (2.a.2): The CCBHC provides outpatient clinical services during times that ensure accessibility and meet 
the needs of the consumer population to be served, including some nights and weekend hours.  


 


  Yes    No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


3. (2.a.3): The CCBHC provides services at locations that ensure accessibility and meet the needs of the 
consumer population to be served.  


 


  Yes    No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


4. (2.a.4):  To the extent possible within the state Medicaid program or other funding or programs, the 
CCBHC provides transportation or transportation vouchers for consumers.     Yes    No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


5. (2.a.5):  To the extent possible within the state Medicaid program and as allowed by state law, CCBHCs utilize 
mobile in-home, telehealth/telemedicine, and on-line treatment services to ensure consumers have access to all 
required services.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


6. (2.a.6):  The CCBHC engages in outreach and engagement activities to assist consumers and families to 
access benefits, and formal or informal services to address behavioral health conditions and needs.    Yes    No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


7. (2.a.7): Services are subject to all state standards for the provision of both voluntary and court-ordered 
services.    Yes     No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


8. (2.a.8): CCBHCs have in place a continuity of operations/disaster plan.    Yes     No 
 1  2  3  4  5 


Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 
9. (2.b.1):  All new consumers requesting or being referred for behavioral health services will, at the time of first 


contact, receive a preliminary screening and risk assessment to determine acuity of needs. That screening may 
occur telephonically. The preliminary screening will be followed by: (1) an initial evaluation, and (2) a 


 
 
 


Oklahoma CCBHC, oppSM-16-001, CFDA 93.829 Page 70 of 113







comprehensive person-centered and family-centered diagnostic and treatment planning evaluation, with the 
components of each specified in program requirement 4. Each evaluation builds upon what came before it. Subject 
to more stringent state, federal, or applicable accreditation standards:  
 If the screening identifies an emergency/crisis need, appropriate action is taken immediately, including any 


necessary subsequent outpatient follow-up.  
 If the  s cre e ning ide ntifie s  a n urge nt ne e d, clinica l s e rvice s  a re  provide d a nd the  initia l e va lua tion completed 


within one business day of the time the request is made.  
 If the  s cre e ning ide ntifie s  routine  ne eds , s e rvice s  will be  provide d a nd the  initia l e va lua tion comple te d within 10 


business days.  
 For thos e  pre s e nting with eme rgency or urge nt ne e ds , the  initial evaluation may be conducted telephonically or 


by telehealth/telemedicine but an in-person evaluation is preferred. If the initial evaluation is conducted 
telephonically, once the emergency is resolved the consumer must be seen in person at the next subsequent 
encounter and the initial evaluation reviewed.  


 
Subject to more stringent state, federal or applicable accreditation standards, all new consumers will receive a 
more comprehensive person-centered and family-centered diagnostic and treatment planning evaluation to be 
completed within 60 calendar days of the first request for services. This requirement that the comprehensive 
evaluation be completed within 60 calendar days does not preclude either the initiation or completion of the 
comprehensive evaluation or the provision of treatment during the 60 day period.   Note: Requirements for these 
screenings and evaluations are specified in criteria 4.D.  


 
 
 
 


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


10. (2.b.2):  The comprehensive person-centered and family-centered diagnostic and treatment planning evaluation is 
updated by the treatment team, in agreement with and endorsed by the consumer and in consultation with the 
primary care provider (if any), when changes in the consumer’s status, responses to treatment, or goal 
achievement have occurred. The assessment must be updated no less frequently than every 90 calendar days 
unless the state has established a standard that meets the expectation of quality care and that renders this time 
frame unworkable, or state, federal, or applicable accreditation standards are more stringent.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


11. (2.b.3):  Outpatient clinical services for established CCBHC consumers seeking an appointment for routine needs 
must be provided within 10 business days of the requested date for service, unless the state has established a 
standard that meets the expectation of quality care and that renders this time frame unworkable, or state, federal, 
or applicable accreditation standards are more stringent. If an established consumer presents with an 
emergency/crisis need, appropriate action is taken immediately, including any necessary subsequent outpatient 
follow-up. If an established consumer presents with an urgent need, clinical services are provided within one 
business day of the time the request is made.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


12. (2.c.1):  In accordance with the requirements of program requirement 4, the CCBHC provides crisis 
management services that are available and accessible 24-hours a day and delivered within three hours.     Yes    No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


13. (2.c.2): The methods for providing a continuum of crisis prevention, response, and postvention services are 
clearly described in the policies and procedures of the CCBHC and are available to the public.    Yes     No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


14. (2.c.3): Individuals who are served by the CCBHC are educated about crisis management services and Psychiatric 
Advanced Directives and how to access crisis services, including suicide or crisis hotlines and warmlines, at the 
time of the initial evaluation. This includes individuals with LEP or disabilities (i.e., CCBHC provides instructions on 
how to access services in the appropriate methods, language(s), and literacy levels in accordance with program 
requirement 1).   


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


15. (2.c.4): In accordance with the requirements of program requirement 3, CCBHCs maintain a working 
relationship with local EDs. Protocols are established for CCBHC staff to address the needs of CCBHC 
consumers in psychiatric crisis who come to those EDs.  


  Yes   No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


16. (2.c.5):  Protocols, including protocols for the involvement of law enforcement, are in place to reduce delays for 
initiating services during and following a psychiatric crisis.  


  Yes 
 


  No 
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Note: See criterion 3.c.5 regarding specific care coordination requirements related to discharge from hospital or 
ED following a psychiatric crisis.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


17. (2.c.6):  Following a psychiatric emergency or crisis involving a CCBHC consumer, in conjunction with the 
consumer, the CCBHC creates, maintains, and follows a crisis plan to prevent and de-escalate future crisis 
situations, with the goal of preventing future crises for the consumer and their family.  


       Note: See criterion 3.a.4 where precautionary crisis planning is addressed.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


18. (2.d.1):  The CCBHC ensures: (1) no individuals are denied behavioral health care services, including but not 
limited to crisis management services, because of an individual’s inability to pay for such services (PAMA § 223 
(a)(2)(B)), and (2) any fees or payments required by the clinic for such services will be reduced or waived to enable 
the clinic to fulfill the assurance described in clause (1).  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


19. (2.d.2): The CCBHC has a published sliding fee discount schedule(s) that includes all services the CCBHC 
proposes to offer pursuant to these criteria. Such fee schedule will be included on the CCBHC website, posted in 
the CCBHC waiting room and readily accessible to consumers and families. The sliding fee discount schedule is 
communicated in languages/formats appropriate for individuals seeking services who have LEP or disabilities.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


20. (2.d.3): The fee schedules, to the extent relevant, conform to state statutory or administrative requirements or to 
federal statutory or administrative requirements that may be applicable to existing clinics; absent applicable state 
or federal requirements, the schedule is based on locally prevailing rates or charges and includes reasonable costs 
of operation.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


21. (2.d.4): The CCBHC has written policies and procedures describing eligibility for and implementation of the sliding 
fee discount schedule. Those policies are applied equally to all individuals seeking services.  


  Yes 
 


  No 
 5  4  3  2  1 


Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 
22. (2.e.1): The CCBHC ensures no individual is denied behavioral health care services, including but not limited to 


crisis management services, because of place of residence or homelessness or lack of a permanent address.  
  Yes 


 


  No 
 1  2  3  4  5 


Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 
23. (2.e.2): CCBHCs have protocols addressing the needs of consumers who do not live close to a CCBHC or within 


the CCBHC catchment area as established by the state. CCBHCs are responsible for providing, at a minimum, 
crisis response, evaluation, and stabilization services regardless of place of residence. The required protocols 
should address management of the individual’s on-going treatment needs beyond that. Protocols may provide for 
agreements with clinics in other localities, allowing CCBHCs to refer and track consumers seeking non-crisis 
services to the CCBHC or other clinic serving the consumer’s county of residence. For distant consumers within 
the CCBHC’s catchment area, CCBHCs should consider use of telehealth/telemedicine to the extent practicable. In 
no circumstances (and in accordance with PAMA § 223 (a)(2)(B)), may any consumer be refused services 
because of place of residence.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


Note: Total Score for this section ranges from  23 to 115  Program Requirement  2 Total Cumulative Score:        


Program Requirement 3: Care Coordination    
1. (3.a.1):  Based on a person and family-centered plan of care aligned with the requirements of Section 2402(a) of 


the ACA and aligned with state regulations and consistent with best practices, the CCBHC coordinates care across 
the spectrum of health services, including access to high-quality physical health (both acute and chronic) and 
behavioral health care, as well as social services, housing, educational systems, and employment opportunities as 
necessary to facilitate wellness and recovery of the whole person.  


       Note: See criteria 4.K relating to care coordination requirements for veterans.  


  Yes 
 


   No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


2. (3.a.2):  The CCBHC maintains the necessary documentation to satisfy the requirements of HIPAA (Pub. L. No.  
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104-191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state privacy laws, including patient privacy 
requirements specific to the care of minors. The HIPAA Privacy Rule allows routine – and often critical – 
communications between health care providers and a consumer's family and friends. Health care providers may 
always listen to a consumer’s family and friends. If a consumer consents and has the capacity to make health care 
decisions, health care providers may communicate protected health care information to a consumer's family and 
friends. Given this, the CCBHC ensures consumers’ preferences, and those of families of children and youth and 
families of adults, for shared information are adequately documented in clinical records, consistent with the 
philosophy of person and family-centered care. Necessary consent for release of information is obtained from 
CCBHC consumers for all care coordination relationships. If CCBHCs are unable, after reasonable attempts, to 
obtain consent for any care coordination activity specified in program requirement 3, such attempts must be 
documented and revisited periodically.   


 
 
 
 
 


  Yes 
 


   No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


3. (3.a.3):  Consistent with requirements of privacy, confidentiality, and consumer preference and need, the CCBHC 
assists consumers and families of children and youth, referred to external providers or resources, in obtaining an 
appointment and confirms the appointment was kept.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


4. (3.a.4):  Care coordination activities are carried out in keeping with the consumer’s preferences and needs for care 
and, to the extent possible and in accordance with the consumer’s expressed preferences, with the consumer’s 
family/caregiver and other supports identified by the consumer. So as to ascertain in advance the consumer’s 
preferences in the event of psychiatric or substance use crisis, CCBHCs develop a crisis plan with each consumer. 
Examples of crisis plans may include a Psychiatric Advanced Directive or Wellness Recovery Action Plan.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


5. (3.a.5): Appropriate care coordination requires the CCBHC to make and document reasonable attempts to 
determine any medications prescribed by other providers for CCBHC consumers and, upon appropriate consent to 
release of information, to provide such information to other providers not affiliated with the CCBHC to the extent 
necessary for safe and quality care.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


6. (3.a.6):  Nothing about a CCBHC’s agreements for care coordination should limit a consumer’s freedom to 
choose their provider with the CCBHC or its DCOs.    Yes     No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


7. (3.b.1): The CCBHC establishes or maintains a health information technology (IT) system that includes, but is not 
limited to, electronic health records. The health IT system has the capability to capture structured information in 
consumer records (including demographic information, diagnoses, and medication lists), provide clinical decision 
support, and electronically transmit prescriptions to the pharmacy. To the extent possible, the CCBHC will use the 
health IT system to report on data and quality measures as required by program requirement 5.  


  Yes  
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


8. (3.b.2): The CCBHC uses its existing or newly established health IT system to conduct activities such as 
population health management, quality improvement, reducing disparities, and for research and outreach.  


  Yes 
 


  No 
 1  2  3  4  5 


Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 
9. (3.b.3):  If the CCBHC is establishing a health IT system, the system will have the capability to capture structured 


information in the health IT system (including demographic information, problem lists, and medication lists). 
CCBHCs establishing a health IT system will adopt a product certified to meet requirements in 3.b.1, to send and 
receive the full common data set for all summary of care records and be certified to support capabilities including 
transitions of care and privacy and security. CCBHCs establishing health IT systems will adopt a health IT system 
that is certified to meet the “Patient List Creation” criterion (45 CFR §170.314(a)(14)) established by the Office of 
the National Coordinator (ONC)7 for ONC’s Health IT Certification Program.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


10. (3.b.4):  The CCBHC will work with DCOs to ensure all steps are taken, including obtaining consumer consent, to 
comply with privacy and confidentiality requirements, including but not limited to those of HIPAA (Pub. L. No. 104-
191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state laws, including patient privacy 
requirements specific to the care of minors.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


Oklahoma CCBHC, oppSM-16-001, CFDA 93.829 Page 73 of 113







11. (3.b.5):  Whether a CCBHC has an existing health IT system or is establishing a new health IT system, the CCBHC 
will develop a plan to be produced within the two-year demonstration program time frame to focus on ways to 
improve care coordination between the CCBHC and all DCOs using a health IT system. This plan shall include 
information on how the CCBHC can support electronic health information exchange to improve care transition to 
and from the CCBHC using the health IT system they have in place or are implementing for transitions of care.   


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


12. (3.c.1):  The CCBHC has an agreement establishing care coordination expectations with Federally-Qualified Health 
Centers (FQHCs) (and, as applicable, Rural Health Clinics [RHCs]) to provide health care services, to the extent 
the services are not provided directly through the CCBHC. For consumers who are served by other primary care 
providers, including but not limited to FQHC Look-Alikes and Community Health Centers, the CCBHC has 
established protocols to ensure adequate care coordination.  
Note: If an agreement cannot be established with a FQHC or, as applicable, an RHC (e.g., a provider does not 
exist in their service area), or cannot be established within the time frame of the demonstration project, justification 
is provided to the certifying body and contingency plans are established with other providers offering similar 
services (e.g., primary care, preventive services, other medical care services).  
Note: CCBHCs are expected to work toward formal contracts with entities with which they coordinate care if they 
are not established at the beginning of the demonstration project.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


13. (3.c.2):  The CCBHC has an agreement establishing care coordination expectations with programs that can 
provide inpatient psychiatric treatment, with ambulatory and medical detoxification, post-detoxification step-down 
services, and residential programs to provide those services for CCBHC consumers. The CCHBC is able to track 
when consumers are admitted to facilities providing the services listed above, as well as when they are 
discharged, unless there is a formal transfer of care to a non-CCBHC entity. The CCBHC has established 
protocols and procedures for transitioning individuals from EDs, inpatient psychiatric, detoxification, and residential 
settings to a safe community setting. This includes transfer of medical records of services received (e.g., 
prescriptions), active follow-up after discharge and, as appropriate, a plan for suicide prevention and safety, and 
provision for peer services.  
Note: For these services, if an agreement cannot be established, or cannot be established within the time frame of 
the demonstration project, justification is provided and contingency plans are developed and the state will make a 
determination whether the contingency plans are sufficient or require further efforts.  


  Yes  
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


14. (3.c.3):  The CCBHC has an agreement establishing care coordination expectations with a variety of community or 
regional services, supports, and providers. Services and supports to collaborate with which are identified by statute 
include:  
 S chools ;  
 Child we lfa re  a gencie s ;  
 J uve nile  a nd crimina l jus tice  a ge ncie s  a nd fa cilitie s  (including drug, me nta l he a lth, ve te ra ns  a nd othe r s pe cia lty 


courts);  
 India n He a lth S e rvice  youth re giona l tre a tme nt ce nte rs ;  
 S ta te  lice ns ed a nd na tiona lly accredited child placing agencies for therapeutic foster care service; and  
 Othe r s ocia l a nd human s e rvice s .  
The CCBHC has, to the extent necessary given the population served and the needs of individual consumers, an 
agreement with such other community or regional services, supports, and providers as may be necessary, such as 
the following:  
 S pe cia lty provide rs  of me dica tions  for tre a tment of opioid a nd a lcohol de pende nce ;  
 S uicide /cris is  hotline s  a nd wa rmline s ;  
 India n He a lth S e rvice  or othe r tribal programs;  
 Home le s s  s he lte rs ;  
 Hous ing a ge ncie s ;  
 Employme nt s e rvice s  s ys tems ;  
 S e rvice s  for olde r a dults , s uch a s  Aging a nd Dis a bility Re source  Ce nte rs ; a nd  
 Othe r s ocia l a nd human s e rvice s  (e .g., dome s tic viole nce  ce nte rs , pa s tora l s e rvices, grief counseling, Affordable 


Care Act navigators, food and transportation programs).  
Note: For these services, if an agreement cannot be established, or cannot be established within the time frame of 
the demonstration project, justification is provided and contingency plans are developed and the state will make a 
determination whether the contingency plans are sufficient or require further efforts.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 
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15. (3.c.4):  The CCBHC has an agreement establishing care coordination expectations with the nearest Department of 
Veterans Affairs' medical center, independent clinic, drop-in center, or other facility of the Department. To the 
extent multiple Department facilities of different types are located nearby, the CCBHC should explore care 
coordination agreements with facilities of each type.  
Note: For these services, if an agreement cannot be established, or cannot be established within the time frame of 
the demonstration project, justification is provided and contingency plans are developed and the state will make a 
determination whether the contingency plans are sufficient or require further efforts.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


16. (3.c.5):  The CCBHC has an agreement establishing care coordination expectations with inpatient acute-care 
hospitals, including emergency departments, hospital outpatient clinics, urgent care centers, residential crisis 
settings, medical detoxification inpatient facilities and ambulatory detoxification providers, in the area served by the 
CCBHC, to address the needs of CCBHC consumers. This includes procedures and services, such as peer 
bridgers, to help transition individuals from the ED or hospital to CCBHC care and shortened time lag between 
assessment and treatment. The agreement is such that the CCBHC can track when their consumers are admitted 
to facilities providing the services listed above, as well as when they are discharged, unless there is a formal 
transfer of care to another entity. The agreement also provides for transfer of medical records of services received 
(e.g., prescriptions) and active follow-up after discharge.  


The CCBHC will make and document reasonable attempts to contact all CCBHC consumers who are discharged 
from these settings within 24 hours of discharge. For all CCBHC consumers being discharged from such facilities 
who presented to the facilities as a potential suicide risk, the care coordination agreement between these facilities 
and the CCBHC includes a requirement to coordinate consent and follow-up services with the consumer within 24 
hours of discharge, and continues until the individual is linked to services or assessed to be no longer at risk.  
Note: For these services, if an agreement cannot be established, or cannot be established within the time frame of 
the demonstration project, justification is provided and contingency plans are developed and the state will make a 
determination whether the contingency plans are sufficient or require further efforts. 


  
 
 
 
 


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


17. (3.d.1):  The CCBHC treatment team includes the consumer, the family/caregiver of child consumers, the adult 
consumer’s family to the extent the consumer does not object, and any other person the consumer chooses. All 
treatment planning and care coordination activities are person-centered and family-centered and aligned with the 
requirements of Section 2402(a) of the Affordable Care Act. All treatment planning and care coordination activities 
are subject to HIPAA (Pub. L. No. 104-191, 110 Stat. 1936 (1996)), 42 CFR Part 2, and other federal and state 
laws, including patient privacy requirements specific to the care of minors. The HIPAA Privacy Rule does not cut off 
all communication between health care professionals and the families and friends of consumers. As long as the 
consumer consents, health care professionals covered by HIPAA may provide information to a consumer’s family, 
friends, or anyone else identified by a consumer as involved in their care.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


18. (3.d.2):  As appropriate for the individual’s needs, the CCBHC designates an interdisciplinary treatment team that is 
responsible, with the consumer or family/caregiver, for directing, coordinating, and managing care and services for 
the consumer. The interdisciplinary team is composed of individuals who work together to coordinate the medical, 
psychosocial, emotional, therapeutic, and recovery support needs of CCBHC consumers, including, as appropriate, 
traditional approaches to care for consumers who may be American Indian or Alaska Native.  


       Note: See criteria 4.K relating to required treatment planning services for veterans.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


19. (3.d.3):  The CCBHC coordinates care and services provided by DCOs in accordance with the current treatment 
plan.  
Note: See program requirement 4 related to scope of service and person-centered and family-centered treatment 
planning.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


Note: Total Score for this section ranges from  19  to 95  Program Requirement  3 Total Cumulative Score:        


Program Requirement 4:  Scope  of Services 
1. (4.a.1):  CCBHCs are responsible for the provision of all care specified in PAMA, including, as more explicitly 


provided and more clearly defined below in criteria 4.B through 4.K, crisis services; screening, assessment and 
diagnosis; person-centered treatment planning; outpatient behavioral health services; outpatient primary care 
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screening and monitoring; targeted case management; psychiatric rehabilitation; peer and family supports; and 
intensive community-based outpatient behavioral health care for members of the US Armed Forces and veterans. 
As provided in criteria 4.B through 4.K, many of these services may be provided either directly by the CCBHC or 
through formal relationships with other providers that are DCOs. Whether directly supplied by the CCBHC or by a 
DCO, the CCBHC is ultimately clinically responsible for all care provided. The decision as to the scope of services 
to be provided directly by the CCBHC, as determined by the state and clinics as part of certification, reflects the 
CCBHC’s responsibility and accountability for the clinical care of the consumers. Despite this flexibility, it is 
expected CCBHCs will be designed so most services are provided by the CCBHC rather than by DCOs, as this will 
enhance the ability of the CCBHC to coordinate services.  


  Note: See CMS PPS guidance regarding payment.  


 
 
 


  Yes 
 


   No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


2. (4.a.2):  The CCBHC ensures all CCBHC services, if not available directly through the CCBHC, are provided 
through a DCO, consistent with the consumer’s freedom to choose providers within the CCBHC and its DCOs. This 
requirement does not preclude the use of referrals outside the CCBHC or DCO if a needed specialty service is 
unavailable through the CCBHC or DCO entities.  


 
  Yes 


 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


3. (4.a.3):  With regard to either CCBHC or DCO services, consumers will have access to the CCBHC’s existing 
grievance procedures, which must satisfy the minimum requirements of Medicaid and other grievance requirements 
such as those that may be mandated by relevant accrediting entities.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


4. (4.a.4):  DCO-provided services for CCBHC consumers must meet the same quality standards as those 
provided by the CCBHC.  


 
  Yes     No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


5. (4.a.5):  The entities with which the CCBHC coordinates care and all DCOs, taken in conjunction with the 
CCBHC itself, satisfy the mandatory aspects of these criteria.  


 
  Yes     No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


6. (4.b.1):  The CCBHC ensures all CCBHC services, including those supplied by its DCOs, are provided in a manner 
aligned with the requirements of Section 2402(a) of the Affordable Care Act, reflecting person and family-centered, 
recovery-oriented care, being respectful of the individual consumer’s needs, preferences, and values, and 
ensuring both consumer involvement and self-direction of services received. Services for children and youth are 
family-centered, youth-guided, and developmentally appropriate.  
Note: See program requirement 3 regarding coordination of services and treatment planning. See criteria 4.K 
relating specifically to requirements for services for veterans.  


  Yes  
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


7. (4.b.2): Person-centered and family-centered care includes care which recognizes the particular cultural and other 
needs of the individual. This includes but is not limited to services for consumers who are American Indian or 
Alaska Native (AI/AN), for whom access to traditional approaches or medicines may be part of CCBHC services. 
For consumers who are AI/AN, these services may be provided either directly or by formal arrangement with tribal 
providers.  


  Yes   
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


8. (4.c.1):  Unless there is an existing state-sanctioned, certified, or licensed system or network for the provision of 
crisis behavioral health services that dictates otherwise, the CCBHC will directly provide robust and timely crisis 
behavioral health services. Whether provided directly by the CCBHC or by a state-sanctioned alternative acting as 
a DCO, available services must include the following:  
 24 hour mobile  cris is  te a ms ,  
 Eme rgency cris is  inte rve ntion s e rvice s , a nd  
 Cris is  s ta biliza tion.  


PAMA requires provision of these three crisis behavioral health services. As part of the certification process, the 
states will clearly define each term as they are using it but services provided must include suicide crisis response 
and services capable of addressing crises related to substance abuse and intoxication, including ambulatory and 
medical detoxification. States may elect to require the employment of peers on crisis teams. CCBHCs will have an 
established protocol specifying the role of law enforcement during the provision of crisis services.  
Note: See program requirement 2 related to crisis prevention, response and postvention services and criterion 


  Yes 
 


  No 
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3.c.5 regarding coordination of services and treatment planning, including after discharge from a hospital or ED 
following a psychiatric crisis.   


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


9. (4.d.1):  The CCBHC directly provides screening, assessment, and diagnosis, including risk assessment, for 
behavioral health conditions. In the event specialized services outside the expertise of the CCBHC are required for 
purposes of screening, assessment or diagnosis (e.g., neurological testing, developmental testing and assessment, 
eating disorders), the CCBHC provides or refers them through formal relationships with other providers, or where 
necessary and appropriate, through use of telehealth/telemedicine services.  
Note: See program requirement 3 regarding coordination of services and treatment planning.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


10. (4.d.2):  Screening, assessment, and diagnosis are conducted in a time frame responsive to the individual 
consumer’s needs and are of sufficient scope to assess the need for all services required to be provided by 
CCBHCs.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


11. (4.d.3): The initial evaluation (including information gathered as part of the preliminary screening and risk 
assessment), as required in program requirement 2, includes, at a minimum, (1) preliminary diagnoses; (2) the 
source of referral; (3) the reason for seeking care, as stated by the consumer or other individuals who are 
significantly involved; (4) identification of the consumer’s immediate clinical care needs related to the diagnosis for 
mental and substance use disorders; (5) a list of current prescriptions and over-the-counter medications, as well as 
other substances the consumer may be taking; (6) an assessment of whether the consumer is a risk to self or to 
others, including suicide risk factors; (7) an assessment of whether the consumer has other concerns for their 
safety; (8) assessment of need for medical care (with referral and follow-up as required); and (9) a determination of 
whether the person presently is or ever has been a member of the U.S. Armed Services. As needed, releases of 
information are obtained.  


 
 
 
 


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


12. (4.d.4):  As required in program requirement 2, a comprehensive person-centered and family-centered diagnostic 
and treatment planning evaluation is completed within 60 days by licensed behavioral health professionals who, in 
conjunction with the consumer, are members of the treatment team, performing within their state’s scope of 
practice. Information gathered as part of the preliminary screening and initial evaluation may be considered a part 
of the comprehensive evaluation. This requirement that the comprehensive evaluation be completed within 60 
calendar days does not preclude either the initiation or completion of the comprehensive evaluation or the provision 
of treatment during the intervening 60 day period.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


13. (4.d.5):  Although a comprehensive diagnostic and treatment planning evaluation is required for all CCBHC 
consumers, the extent of the evaluation will depend on the individual consumer and on existing state, federal, or 
applicable accreditation standards. As part of certification, states will establish the requirements for these 
evaluations; factors states should consider requiring include: (1) reasons for seeking services at the CCBHC, 
including information regarding onset of symptoms, severity of symptoms, and circumstances leading to the 
consumer’s presentation to the CCBHC; (2) a psychosocial evaluation including housing, vocational and 
educational status, family/caregiver and social support, legal issues, and insurance status; (3) behavioral health 
history (including trauma history and previous therapeutic interventions and hospitalizations); (3) a diagnostic 
assessment, including current mental status, mental health (including depression screening) and substance use 
disorders (including tobacco, alcohol, and other drugs); (4) assessment of imminent risk (including suicide risk, 
danger to self or others, urgent or critical medical conditions, other immediate risks including threats from another 
person); (5) basic competency/cognitive impairment screening (including the consumer’s ability to understand and 
participate in their own care); (6) a drug profile including the consumer’s prescriptions, over-the-counter 
medications, herbal remedies, and other treatments or substances that could affect drug therapy, as well as 
information on drug allergies; (7) a description of attitudes and behaviors, including cultural and environmental 
factors, that may affect the consumer’s treatment plan; (8) the consumer’s strengths, goals, and other factors to be 
considered in recovery planning; (9) pregnancy and parenting status; (10) assessment of need for other services 
required by the statute (i.e., peer and family/caregiver support services, targeted case management, psychiatric 
rehabilitation services, LEP or linguistic services); (11) assessment of the social service needs of the consumer, 
with necessary referrals made to social services and, for pediatric consumers, to child welfare agencies as 
appropriate; and (12) depending on whether the CCBHC directly provides primary care screening and monitoring of 
key health indicators and health risk pursuant to criteria 4.G, either: (a) an assessment of need for a physical exam 
or further evaluation by appropriate health care professionals, including the consumer’s primary care provider (with 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


  Yes 
 


   No 
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appropriate referral and follow-up), or (b) a basic physical assessment as required by criteria 4.G. All remaining 
necessary releases of information are obtained by this point.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


14. (4.d.6):  Screening and assessment by the CCBHC related to behavioral health include those for which the CCBHC 
will be accountable pursuant to program requirement 5 and Appendix A of these criteria. The CCBHC should not 
take non-inclusion of a specific metric in Appendix A as a reason not to provide clinically indicated behavioral health 
screening or assessment and the state may elect to require specific other screening and monitoring to be provided 
by the CCBHCs beyond those listed in criterion 4.d.5 or Appendix A.  (NOTE: Appendix A is located on page 28 
at the end of the CCRT Assessment and Definitions sections) 


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


15. (4.d.7):  The CCBHC uses standardized and validated screening and assessment tools and, where 
appropriate, brief motivational interviewing techniques.  


 


  Yes     No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


16. (4.d.8):  The CCBHC uses culturally and linguistically appropriate screening tools, and tools/approaches 
that accommodate disabilities (e.g., hearing disability, cognitive limitations), when appropriate. 


 


  Yes     No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


17. (4.d.9):  If screening identifies unsafe substance use including problematic alcohol or other substance use, the 
CCBHC conducts a brief intervention and the consumer is provided or referred for a full assessment and treatment, 
if applicable.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


18. (4.e.1):  The CCBHC directly provides person-centered and family-centered treatment planning or similar 
processes, including but not limited to risk assessment and crisis planning. Person-centered and family-centered 
treatment planning satisfies the requirements of criteria 4.e.2 – 4.e.8 below and is aligned with the requirements of 
Section 2402(a) of the Affordable Care Act, including consumer involvement and self-direction.  
Note: See program requirement 3 related to coordination of care and treatment planning.  


  Yes 
 
   No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


19. (4.e.2):  An individualized plan integrating prevention, medical and behavioral health needs and service delivery is 
developed by the CCBHC in collaboration with and endorsed by the consumer, the adult consumer’s family to the 
extent the consumer so wishes, or family/caregivers of youth and children, and is coordinated with staff or programs 
necessary to carry out the plan.  
Note: States may wish to access additional resources related to person-centered treatment planning found in the 
CMS Medicaid Home and Community Based Services regulations at 42 C.F.R. Part 441, Subpart M, or in the CMS 
Medicare Conditions of Participation for Community Mental Health Centers regulations at 42 C.F.R. Part 485.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


20. (4.e.3):  The CCBHC uses consumer assessments to inform the treatment plan and services provided.   


  Yes     No 
 5  4  3  2  1 


Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 
21. (4.e.4):  Treatment planning includes needs, strengths, abilities, preferences, and goals, expressed in a manner 


capturing the consumer’s words or ideas and, when appropriate, those of the consumer’s family/caregiver.  
  Yes 


 


  No 
 1  2  3  4  5 


Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 
22. (4.e.5):  The treatment plan is comprehensive, addressing all services required, with provision for monitoring 


of progress towards goals. The treatment plan is built upon a shared decision-making approach.  
  Yes    No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


23. (4.e.6):  Where appropriate, consultation is sought during treatment planning about special emphasis problems, 
including for treatment planning purposes (e.g., trauma, eating disorders).  


  Yes 
 


  No 
 1  2  3  4  5 


Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 
24. (4.e.7):  The treatment plan documents the consumer’s advance wishes related to treatment and crisis 


management and, if the consumer does not wish to share their preferences, that decision is documented.  
  Yes 


 


  No 
 5  4  3  2  1 
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Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 
25. (4.e.8):  Consistent with the criteria in 4.e.1 through 4.e.7, states should specify other aspects of consumer, person-centered 


and family-centered treatment planning they will require based upon the needs of the population served. Treatment planning 
components that states might consider include: prevention; community inclusion and support (housing, employment, social 
supports); involvement of family/caregiver and other supports; recovery planning; safety planning; and the need for specific 
services required by the statute (i.e., care coordination, physical health services, peer and family support services, targeted 
case management, psychiatric rehabilitation services, accommodations to ensure cultural and linguistically competent 
services).  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


26. (4.f.1):  The CCBHC directly provides outpatient mental and substance use disorder services that are evidence-
based or best practices, consistent with the needs of individual consumers as identified in their individual treatment 
plan. In the event specialized services outside the expertise of the CCBHC are required for purposes of outpatient 
mental and substance use disorder treatment (e.g., treatment of sexual trauma, eating disorders, specialized 
medications for substance use disorders), the CCBHC makes them available through referral or other formal 
arrangement with other providers or, where necessary and appropriate, through use of telehealth/telemedicine 
services. The CCBHC also provides or makes available through formal arrangement traditional practices/treatment 
as appropriate for the consumers served in the CCBHC area.  


       Note: See also program requirement 3 regarding coordination of services and treatment planning.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


27. (4.f.2):  Based upon the findings of the needs assessment as required in program requirement 1, states must establish a 
minimum set of evidence-based practices required of the CCBHCs. Among those evidence-based practices states might 
consider are the following: Motivational Interviewing; Cognitive Behavioral individual, group and on-line Therapies (CBT); 
Dialectical Behavior Therapy (DBT); addiction technologies; recovery supports; first episode early intervention for psychosis; 
Multi-Systemic Therapy; Assertive Community Treatment (ACT); Forensic Assertive Community Treatment (F-ACT); 
evidence-based medication evaluation and management (including but not limited to medications for psychiatric conditions, 
medication assisted treatment for alcohol and opioid substance use disorders (e.g., buprenorphine, methadone, naltrexone 
(injectable and oral), acamprosate, disulfiram, naloxone), prescription long-acting injectable medications for both mental and 
substance use disorders, and smoking cessation medications); community wrap-around services for youth and children; and 
specialty clinical interventions to treat mental and substance use disorders experienced by youth (including youth in 
therapeutic foster care). This list is not intended to be all-inclusive and the states are free to determine whether these or other 
evidence-based treatments may be appropriate as a condition of certification.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


28. (4.f.3):  Treatments are provided that are appropriate for the consumer’s phase of life and development, 
specifically considering what is appropriate for children, adolescents, transition age youth, and older adults, as 
distinct groups for whom life stage and functioning may affect treatment. Specifically, when treating children and 
adolescents, CCHBCs provide evidenced-based services that are developmentally appropriate, youth guided, and 
family/caregiver driven with respect to children and adolescents. When treating older adults, the individual 
consumer’s desires and functioning are considered and appropriate evidence-based treatments are provided. 
When treating individuals with developmental or other cognitive disabilities, level of functioning is considered and 
appropriate evidence-based treatments are provided. These treatments are delivered by staff with specific training 
in treating the segment of the population being served.  


 
 
 


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


29. (4.f.4):  Children and adolescents are treated using a family/caregiver-driven, youth guided and developmentally 
appropriate approach that comprehensively addresses family/caregiver, school, medical, mental health, substance 
abuse, psychosocial, and environmental issues.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


30. (4.g.1): The CCBHC is responsible for outpatient clinic primary care screening and monitoring of key health 
indicators and health risk. Whether directly provided by the CCBHC or through a DCO, the CCBHC is responsible 
for ensuring these services are received in a timely fashion. Required primary care screening and monitoring of key 
health indicators and health risk provided by the CCBHC include those for which the CCBHC will be accountable 
pursuant to program requirement 5 and Appendix A of these criteria. The CCBHC should not take non-inclusion of a 
specific metric in Appendix A as a reason not to provide clinically indicated primary care screening and monitoring 
and the state may elect to require specific other screening and monitoring to be provided by the CCBHCs. The 
CCBHC ensures children receive age appropriate screening and preventive interventions including, where 
appropriate, assessment of learning disabilities, and older adults receive age appropriate screening and preventive 
interventions. Prevention is a key component of primary care services provided by the CCBHC. Nothing in these 


  Yes 
 


  No 
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criteria prevent a CCBHC from providing other primary care services.  
Note: See also program requirement 3 regarding coordination of services and treatment planning.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


31. (4.h.1):  The CCBHC is responsible for high quality targeted case management services that will assist individuals 
in sustaining recovery, and gaining access to needed medical, social, legal, educational, and other services and 
supports. Targeted case management should include supports for persons deemed at high risk of suicide, 
particularly during times of transitions such as from an ED or psychiatric hospitalization. Based upon the needs of 
the population served, states should specify the scope of other targeted case management services that will be 
required, and the specific populations for which they are intended.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


32. (4.i.1):  The CCBHC is responsible for evidence-based and other psychiatric rehabilitation services. States should 
specify which evidence-based and other psychiatric rehabilitation services they will require based upon the needs of 
the population served. Psychiatric rehabilitation services that might be considered include: medication education; 
self-management; training in personal care skills; individual and family/caregiver psycho-education; community 
integration services; recovery support services including Illness Management & Recovery; financial management; 
and dietary and wellness education. States also may wish to require the provision of supported services such as 
housing, employment, and education, the latter in collaboration with local school systems.  
Note: See program requirement 3 regarding coordination of services and treatment planning. 


 
 
 


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


33. (4.j.1):  The CCBHC is responsible for peer specialist and recovery coaches, peer counseling, and family/caregiver 
supports. States should specify the scope of peer and family services they will require based upon the needs of the 
population served. Peer services that might be considered include: peer‐run drop‐in centers, peer crisis support 
services, peer bridge services to assist individuals transitioning between residential or inpatient settings to the 
community, peer trauma support, peer support for older adults or youth, and other peer recovery services. Potential 
family/caregiver support services that might be considered include: family/caregiver psycho-education, parent 
training, and family-to-family/caregiver support services.  
Note: See program requirement 3 regarding coordination of services and treatment planning.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


34. (4.k.1):  The CCBHC is responsible for intensive, community-based behavioral health care for certain members of 
the U.S. Armed Forces and veterans, particularly those Armed Forces members located 50 miles or more (or one 
hour’s drive time) from a Military Treatment Facility (MTF) and veterans living 40 miles or more (driving distance) 
from a VA medical facility, or as otherwise required by federal law. Care provided to veterans is required to be 
consistent with minimum clinical mental health guidelines promulgated by the Veterans Health Administration 
(VHA), including clinical guidelines contained in the Uniform Mental Health Services Handbook of such 
Administration. The provisions of these criteria in general and, specifically, in criteria 4.K, are designed to assist 
CCBHCs in providing quality clinical behavioral health services consistent with the Uniform Mental Health Services 
Handbook.  
Note: See program requirement 3 regarding coordination of services and treatment planning.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


35. (4.k.2):  All individuals inquiring about services are asked whether they have ever served in the U.S. military.  
Current Military Personnel: Persons affirming current military service will be offered assistance in the following 
manner:  
(1) Active Duty Service Members (ADSM) must use their servicing MTF, and their MTF Primary Care Managers 


(PCMs) are contacted by the CCBHC regarding referrals outside the MTF.  
(2) ADSMs and activated Reserve Component (Guard/Reserve) members who reside more than 50 miles (or one 


hour’s drive time) from a military hospital or military clinic enroll in TRICARE PRIME Remote and use the 
network PCM, or select any other authorized TRICARE provider as the PCM. The PCM refers the member to 
specialists for care he or she cannot provide; and works with the regional managed care support contractor for 
referrals/authorizations.  


(3) Members of the Selected Reserves, not on Active Duty (AD) orders, are eligible for TRICARE Reserve Select 
and can schedule an appointment with any TRICARE-authorized provider, network or non-network.  


Veterans: Persons affirming former military service (veterans) are offered assistance to enroll in VHA for the delivery 
of health and behavioral health services. Veterans who decline or are ineligible for VHA services will be served by 
the CCBHC consistent with minimum clinical mental health guidelines promulgated by the VHA, including clinical 
guidelines contained in the Uniform Mental Health Services Handbook as excerpted below (from VHA Handbook 
1160.01, Principles of Care found in the Uniform Mental Health Services in VA Centers and Clinics).  


 
 
 
 
 
 
 
 


  Yes 
 


   No 


Oklahoma CCBHC, oppSM-16-001, CFDA 93.829 Page 80 of 113







Note: See also program requirement 3 requiring coordination of care across settings and providers, including 
facilities of the Department of Veterans Affairs.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


36. (4.k.3):  In keeping with the general criteria governing CCBHCs, CCBHCs ensure there is integration or coordination 
between the care of substance use disorders and other mental health conditions for those veterans who experience 
both and for integration or coordination between care for behavioral health conditions and other components of 
health care for all veterans.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


37. (4.k.4):  Every veteran seen for behavioral health services is assigned a Principal Behavioral Health Provider. When 
veterans are seeing more than one behavioral health provider and when they are involved in more than one 
program, the identity of the Principal Behavioral Health Provider is made clear to the veteran and identified in the 
medical record. The Principal Behavioral Health Provider is identified on a consumer tracking database for those 
veterans who need case management. The Principal Behavioral Health Provider ensures the following requirements 
are fulfilled:  
(1) Regular contact is maintained with the veteran as clinically indicated as long as ongoing care is required.  
(2) A psychiatrist, or such other independent prescriber as satisfies the current requirements of the VHA Uniform 


Mental Health Services Handbook, reviews and reconciles each veteran’s psychiatric medications on a regular 
basis.  


(3) Coordination and development of the veteran’s treatment plan incorporates input from the veteran (and, when 
appropriate, the family with the veteran’s consent when the veteran possesses adequate decision-making 
capacity or with the veteran’s surrogate decision-maker’s consent when the veteran does not have adequate 
decision-making capacity).  


(4) Implementation of the treatment plan is monitored and documented. This must include tracking progress in the 
care delivered, the outcomes achieved, and the goals attained.  


(5) The treatment plan is revised, when necessary. 
(6) The principal therapist or Principal Behavioral Health Provider communicates with the veteran (and the veteran's 


authorized surrogate or family or friends when appropriate and when veterans with adequate decision-making 
capacity consent) about the treatment plan, and for addressing any of the veteran’s problems or concerns about 
their care. For veterans who are at high risk of losing decision-making capacity, such as those with a diagnosis 
of schizophrenia or schizoaffective disorder, such communications need to include discussions regarding future 
behavioral health care treatment (see information regarding Advance Care Planning Documents in VHA 
Handbook 1004.2).  


(7) The treatment plan reflects the veteran’s goals and preferences for care and that the veteran verbally consents 
to the treatment plan in accordance with VHA Handbook 1004.1, Informed Consent for Clinical Treatments and 
Procedures. If the Principal Behavioral Health Provider suspects the veteran lacks the capacity to make a 
decision about the mental health treatment plan, the provider must ensure the veteran’s decision-making 
capacity is formally assessed and documented. For veterans who are determined to lack capacity, the provider 
must identify the authorized surrogate and document the surrogate’s verbal consent to the treatment plan.  


  
 
 
 
 
 
 
 
 
 
 


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


38.  (4.k.5):  In keeping with the general criteria governing CCBHCs, behavioral health services are recovery-oriented. 
The VHA adopted the National Consensus Statement on Mental Health Recovery in its Uniform Mental Health 
Services Handbook. SAMHSA has since developed a working definition and set of principles for recovery updating 
the Consensus Statement. Recovery is defined as “a process of change through which individuals improve their 
health and wellness, live a self-directed life, and strive to reach their full potential.” The following are the 10 guiding 
principles of recovery:  
 Hope   
 P e rs on-driven  
 Ma ny pa thwa ys   
 Holis tic  
 P e e r s upport  
 Re la tiona l  
 Culture   
 Addre s s e s  tra uma   
 S tre ngths /re s pons ibility  
 Re s pe ct  
(Substance Abuse and Mental Health Services Administration [2012]).  
As implemented in VHA recovery, the recovery principles also include the following:  
 P riva cy  
 S e curity  


 
 
 
 
 
 
 
 
 
 
 
 


  Yes 
 


  No 
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 Honor  
Care for veterans must conform to that definition and to those principles in order to satisfy the statutory 
requirement that care for veterans adheres to guidelines promulgated by the VHA.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


39.  (4.k.6):   In keeping with the general criteria governing CCBHCs, all behavioral health care is provided with cultural 
competence.  
(1) Any staff who is not a veteran has training about military and veterans’ culture in order to be able to understand 


the unique experiences and contributions of those who have served their country.  
(2) All staff receives cultural competency training on issues of race, ethnicity, age, sexual orientation, and gender 


identity.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


40.  (4.k.7):  In keeping with the general criteria governing CCBHCs, there is a behavioral health treatment plan for all 
veterans receiving behavioral health services.  
(1) The treatment plan includes the veteran’s diagnosis or diagnoses and documents consideration of each type of 


evidence-based intervention for each diagnosis.  
(2) The treatment plan includes approaches to monitoring the outcomes (therapeutic benefits and adverse effects) 


of care, and milestones for reevaluation of interventions and of the plan itself.  
(3) As appropriate, the plan considers interventions intended to reduce/manage symptoms, improve functioning, 


and prevent relapses or recurrences of episodes of illness.  
(4) The plan is recovery oriented, attentive to the veteran’s values and preferences, and evidence-based regarding 


what constitutes effective and safe treatments.  
(5) The treatment plan is developed with input from the veteran, and when the veteran consents, appropriate 


family members. The veteran’s verbal consent to the treatment plan is required pursuant to VHA Handbook 
1004.1.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


Note: Total Score for this section ranges from  40  to 200 Program Requirement  4 Total Cumulative Score:        


Program Requirement 5:  Quality and Other Reporting 
1. (5.a.1):  The CCBHC has the capacity to collect, report, and track encounter, outcome, and quality data, including 


but not limited to data capturing: (1) consumer characteristics; (2) staffing; (3) access to services; (4) use of services; 
(5) screening, prevention, and treatment; (6) care coordination; (7) other processes of care; (8) costs; and (9) 
consumer outcomes. Data collection and reporting requirements are elaborated below and in Appendix A.       
(NOTE: Appendix A is located on page 28 at the end of the CCRT Assessment and Definitions sections) 


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


2. (5.a.2):  Reporting is annual and data are required to be reported for all CCBHC consumers, or where data constraints exist (for 
example, the measure is calculated from claims), for all Medicaid enrollees in the CCBHCs.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


3. (5.a.3):  To the extent possible, these criteria assign to the state responsibility for data collection and reporting where access to 
data outside the CCBHC is required. Data to be collected and reported and quality measures to be reported, however, may 
relate to services CCBHC consumers receive through DCOs. Collection of some of the data and quality measures that are the 
responsibility of the CCBHC may require access to data from DCOs and it is the responsibility of the CCBHC to arrange for 
access to such data as legally permissible upon creation of the relationship with DCOs and to ensure adequate consent as 
appropriate and that releases of information are obtained for each affected consumer.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


4. (5.a.4): As specified in Appendix A (See page 28 following CCRT Assessment), some aspects of data reporting will be the 
responsibility of the state, using Medicaid claims and encounter data. States must provide CCHBC-level Medicaid claims or 
encounter data to the evaluators of this demonstration program annually. At a minimum, consumer and service-level data 
should include a unique consumer identifier, unique clinic identifier, date of service, CCBHC-covered service provided, units of 
service provided and diagnosis. These data must be reported through MMIS/T-MSIS in order to support the state’s claim for 
enhanced federal matching funds made available through this demonstration program. For each consumer, the state must 
obtain and link the consumer level administrative Uniform Reporting System (URS) information to the claim (or be able to link 
by unique consumer identifier). CCBHC consumer claim or encounter data must be linkable to the consumer’s pharmacy claims 
or utilization information, inpatient and outpatient claims, and any other claims or encounter data necessary to report the 
measures identified in Appendix A. These linked claims or encounter data must also be made available to the evaluator. In 


Oklahoma CCBHC, oppSM-16-001, CFDA 93.829 Page 82 of 113







addition to data specified in this program requirement and in Appendix A that the state is to provide, the state will provide such 
other data, including Treatment Episode Data Set (TEDS) data and data from comparison settings, as may be required for the 
evaluation to HHS and the national evaluation contractor annually. To the extent CCBHCs are responsible for provision of data, 
the data will be provided to the state and, as may be required elsewhere, to HHS and the evaluator. If requested, CCBHCs will 
participate in discussions with the national evaluation team.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


5. (5.a.5): CCBHCs annually submit a cost report with supporting data within six months after the end of each demonstration year 
to the state. The state will review the submission for completeness and submit the report and any additional clarifying 
information within nine months after the end of each demonstration year to CMS.  
Note: In order for a clinic to receive payment using the CCBHC PPS, it must be certified as a CCBHC.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


6. (5.b.1):  The CCBHC develops, implements, and maintains an effective, CCBHC-wide data-driven continuous quality 
improvement (CQI) plan for clinical services and clinical management. The CQI projects are clearly defined, implemented, and 
evaluated annually. The number and scope of distinct CQI projects conducted annually are based on the needs of the 
CCBHC’s population and reflect the scope, complexity and past performance of the CCBHC’s services and operations. The 
CCBHC-wide CQI plan addresses priorities for improved quality of care and client safety, and requires all improvement 
activities be evaluated for effectiveness. The CQI plan focuses on indicators related to improved behavioral and physical health 
outcomes, and takes actions to demonstrate improvement in CCBHC performance. The CCBHC documents each CQI project 
implemented, the reasons for the projects, and the measurable progress achieved by the projects. One or more individuals are 
designated as responsible for operating the CQI program.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


7. (5.b.2):  Although the CQI plan is to be developed by the CCBHC and reviewed and approved by the state during certification, 
specific events are expected to be addressed as part of the CQI plan, including: (1) CCBHC consumer suicide deaths or 
suicide attempts; (2) CCBHC consumer 30 day hospital readmissions for psychiatric or substance use reasons; and (3) such 
other events the state or applicable accreditation bodies may deem appropriate for examination and remediation as part of a 
CQI plan.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


Note: Total Score for this section ranges from  7  to 35 Program Requirement  5 Total Cumulative Score:        


Program Requirement 6: Organizational Authority, Governance and Accreditation 
1. (6.a.1): The CCBHC maintains documentation establishing the CCBHC conforms to at least one of the following 


statutorily established criteria:  
 Is  a  non-profit organization, exempt from tax under Section 501(c)(3) of the United States Internal Revenue 


Code;  
 Is  pa rt of a  loca l gove rnme nt be ha viora l he a lth a uthority;  
 Is  ope ra te d unde r the  a uthority of the  India n He a lth S e rvice , a n India n tribe , or triba l organiza tion pursuant to a 


contract, grant, cooperative agreement, or compact with the Indian Health Service pursuant to the Indian Self-
Determination Act (25 U.S.C. 450 et seq.);  


 Is  a n urban India n organiza tion purs ua nt to a  gra nt or contra ct with the  India n He a lth Service under Title V of the 
Indian Health Care Improvement Act (25 U.S.C. 1601 et seq.).  


Note: A CCBHC is considered part of a local government behavioral health authority when a locality, county, region 
or state maintains authority to oversee behavioral health services at the local level and utilizes the clinic to provide 
those services.  


  Yes 
 


  No 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


2. (6.a.2):  To the extent CCBHCs are not operated under the authority of the Indian Health Service, an Indian tribe, or tribal or 
urban Indian organization, states, based upon the population the prospective CCBHC may serve, should require CCBHCs to 
reach out to such entities within their geographic service area and enter into arrangements with those entities to assist in the 
provision of services to AI/AN consumers and to inform the provision of services to those consumers. To the extent the 
CCBHC and such entities jointly provide services, the CCBHC and those collaborating entities shall, as a whole, satisfy the 
requirements of these criteria.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


3. (6.a.3):  An independent financial audit is performed annually for the duration of the demonstration in accordance 
with federal audit requirements, and, where indicated, a corrective action plan is submitted addressing all findings, 
questioned costs, reportable conditions, and material weakness cited in the Audit Report.  


  Yes 
 


  No 
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 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


4. (6.b.1):  As a group, the CCBHC’s board members are representative of the individuals being served by the CCBHC 
in terms of demographic factors such as geographic area, race, ethnicity, sex, gender identity, disability, age, and 
sexual orientation, and in terms of types of disorders. The CCBHC will incorporate meaningful participation by adult 
consumers with mental illness, adults recovering from substance use disorders, and family members of CCBHC 
consumers, either through 51 percent of the board being families, consumers or people in recovery from behavioral 
health conditions, or through a substantial portion of the governing board members meeting this criteria and other 
specifically described methods for consumers, people in recovery and family members to provide meaningful input 
to the board about the CCBHC’s policies, processes, and services.  


  Yes 
 


  No 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


5. (6.b.2):  The CCBHC will describe how it meets this requirement or develop a transition plan with timelines appropriate to its 
governing board size and target population to meet this requirement.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


6. (6.b.3):  To the extent the CCBHC is comprised of a governmental or tribal entity or a subsidiary or part of a larger corporate 
organization that cannot meet these requirements for board membership, the state will specify the reasons why the CCBHC 
cannot meet these requirements and the CCBHC will have or develop an advisory structure and other specifically described 
methods for consumers, persons in recovery, and family members to provide meaningful input to the board about the 
CCBHC's policies, processes, and services.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


7. (6.b.4):  As an alternative to the board membership requirement, any organization selected for this demonstration project may 
establish and implement other means of enhancing its governing body’s ability to insure that the CCBHC is responsive to the 
needs of its consumers, families, and communities. Efforts to insure responsiveness will focus on the full range of consumers, 
services provided, geographic areas covered, types of disorders, and levels of care provided. The state will determine if this 
alternative approach is acceptable and, if it is not, will require that additional or different mechanisms be established to assure 
that the board is responsive to the needs of CCBHC consumers and families. Each organization will make available the results 
of their efforts in terms of outcomes and resulting changes.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


8. (6.b.5): Members of the governing or advisory boards will be representative of the communities in which the CCBHC's service 
area is located and will be selected for their expertise in health services, community affairs, local government, finance and 
banking, legal affairs, trade unions, faith communities, commercial and industrial concerns, or social service agencies within 
the communities served. No more than one half (50 percent) of the governing board members may derive more than 10 
percent of their annual income from the health care industry.   


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


9. (6.b.6):  States will determine what processes will be used to verify that these governance criteria are being met.  
 5  4  3  2  1 


Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 
10. (6.c.1):  CCBHCs will adhere to any applicable state accreditation, certification, and/or licensing requirements.  


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


11. (6.c.2):  States are encouraged to require accreditation of the CCBHCs by an appropriate nationally-recognized organization 
(e.g., the Joint Commission, the Commission on Accreditation of Rehabilitation Facilities [CARF], the Council on Accreditation 
[COA], the Accreditation Association for Ambulatory Health Care [AAAHC]). Accreditation does not mean “deemed” status.  


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


Note: Total Score for this section ranges from  11  to 55 Program Requirement  6 Total Cumulative Score:        
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NOTE: MTM Services has provided the following assessment related to the clinic’s change management and 
decision-making processes that can be helpful to determine the level of change leadership that will be required.   
Change Management and Decision Making 
1. Does the clinic have a defined decision-making 


process/protocol that supports awareness of when 
a decision has been made? 


  Yes       No 


If NO, what is the primary indicator that a decision 
has been made within the clinic (i.e. consensus is 
reached)?       
 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


2. Does the clinic use a formalized annual planning 
process to identify annual and long term goals? ⁬    Yes       No 


If YES, what percent of the goals/objectives 
incorporated into the FY2009 have been 
accomplished (meaning fully implemented)?  
     % 


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


3. Has the clinic used rapid cycle change 
management processes (Plan, Do, Study, Act)? ⁬    Yes       No 


If YES, what percent of the goals/objectives 
incorporated into last rapid cycle change plan 
have been fully implemented?       % 


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


4. The clinic develops a change management plan 
quickly and moves forward with timely decision-
making about the solutions needed. 


 True    False 
If FALSE, what is a more accurate statement:  
       


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


5. When a decision is made to change, the clinic acts 
quickly to fully implement the change.  True    False 


If FALSE, what is a more accurate statement:  
      


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


6. When change is implemented, staff members in the 
clinic rarely retreat to the way things were done 
prior to the change. 


 True    False 
If FALSE, what is a more accurate statement:  
      


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


7. The clinic does a great job evaluating changes 
implemented and modifying the changes as needed 
to ensure positive outcomes. 


 True    False 
If FALSE, what is a more accurate statement:  
      


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


8. Staff members participating in the change process 
feel fully empowered through a sense of attainment 
based on the scope and timeliness of the decisions 
being made. 


 True    False 


If FALSE, what is a more accurate statement:  
      


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


9. Rate (from 1 to 10) the ease with which the clinic implements change in 
areas of clinical practice 


Easy (1)………………….Difficult (10) 
      


 5  4  3  2  1 
Not A Challenge Small Concern Moderate Concern Quite a bit of Concern Serious Challenge 


10. Rate (from 1 to 10) how quickly the clinic implements changes in clinical 
practices/standards? 


Rapid (1) ………………….Failure (10) 
      


 1  2  3  4  5 
Serious Challenge Quite a bit of Concern Moderate Concern Small Concern Not A Challenge 


Note: Total Score for this section ranges from 10  to 50 Section Total Cumulative Score:        
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Program Requirements 1 - 6  Total Cumulative Score:        
SUMMARY:   


1. Total number of questions in Program Requirements portion of the CCRT is 115 
2. Total Maximum Score at “5” level rating each is 575  
3. Total Minimum Score at “1” level rating each is 115  
4. Total Average Score at an average “3” level rating is 345  
5. A cumulative clinic-wide score of less than 288 will require significant change management process 


support to effect transformational changes needed. 
 


Change Management/ Decision-Making Total Cumulative Score:        
SUMMARY:   


1. Total number of questions in practice management portion of the CCRT is 10 
2. Total Maximum Score at “5” level rating each is 50  
3. Total Minimum Score at “1” level rating each is 10  
4. Total Average Score at an average “3” level rating is 30  
5. A cumulative clinic-wide score of less than 25 will require significant change management leadership 


support to implement and sustain transformational changes needed. 
 
 


 
 
 
 
 
 
 
 
 
 
 
 


CCRT Score and Change Management Priority Rating Sheet 


Instructions: 
 


A. Average CCRT Section Score: Below is a list of all Program Requirements 1- 6 and Practice Management Sections A 
- D of the CCRT which includes a formula under each section to create and enter an average score per section in 
Column “B”.  
  


B. Importance Rating Determination: Enter a score of 1, 3 or 5 in Column “C” to identify the importance rating the 
management team gives to the each Provider Requirement and Practice Management section that the readiness score 
indicates that a change is required based on the following rating values: 


 
1 = High Importance: This item is very important to our clinic and potential healthcare partners and is a top priority  
3 = Moderate Importance: This item is important but would never be a top priority for our clinic and potential 


healthcare partners 
5 = Low Importance: This item is of little importance to our clinic or potential healthcare partners 


 
C. Change Need Score Column “D”: To render the total change need score, multiply the average CCRT Section score in 


column “B” by the change importance rating in column “C”.  The three Program Requirements in the CCRT with the 
lowest change need score(s) and ties in lowest score in column “D” need to be the focus of change goals in a 
Rapid Cycle Change Plan for your clinic.  Additionally, if the Change Management and Decision-Making score is 
less than 30, it is recommended that all supervisors, managers and senior leaders complete leadership skills 
training to support transformational change.   
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NOTE: This CCRT has been developed based on final certification criteria for CCBHCs.  After 
completion of the CCRT, MTM Services through the National Council can provide: 
1. A written summary of findings and recommendations for individual clinic organizational change 


consultation support to effectively address areas of concern identified in the CCRT; and/or 
2. Provide an aggregate summary of findings and written recommendations for a statewide group of clinics 


that will help direct adequate consultation and technical assistance for specific clinics and for specific 
certification program requirements. 


3. Leadership Skills to support transformational change needs 
For more information about these additional support services, please contact: Nina Marshall at the 
National Council at ninam@thenationalcouncil.org or Marian Bradley at MTM Services at 
marian.bradley@mtmservices.org  


Column A 
Program Requirements 


Column B  
Average 


Section Score 


Column C 
Importance 


Rating 


Column D 
Change Need 


Score                   
(B Times C) 


Program Requirement 1: Staffing  


Total Program Requirement 1 Score =        divided 
by 15  = Average Score  enter in column ”B” to the 
right 


                  


Program Requirement 2:  Availability and 
Accessibility of Services 


Total Program Requirement 2 Score =        divided 
by 23 = Average Score  enter in column ”B” to the 
right 


                  


Program Requirement 3: Care Coordination    
 
Total Program Requirement 3 Score =        divided by 19 
= Average Score  enter in column ”B” to the right 


                  


Program Requirement 4:  Scope  of Services  
Program  


Total Program Requirement 4 Score =        divided 
by 40 = Average Score  enter in column ”B” to the 
right 


                  


Requirement 5:  Quality and Other Reporting 


Total Program Requirement 5 Score =        divided 
by 7 = Average Score  enter in column ”B” to the right 


                  


Program Requirement 6: Organizational Authority, 
Governance and Accreditation 
Total Program Requirement 6 Score =        divided by 11 
= Average Score  enter in column ”B” to the right 


                  


Change Management and Decision-Making:  Change 
management capacity including the use of Rapid Cycle 
Change models 
Total Section Score =       divided by 10 = Average Score  
enter in column ”B” to the right 
NOTE:  If the Change Management and Decision-Making 
score is less than 30, it is recommended that all 
supervisors, managers and senior leaders complete 
leadership skills training to more effectively support 
transformational change.   


                  


Oklahoma CCBHC, oppSM-16-001, CFDA 93.829 Page 87 of 113



mailto:ninam@thenationalcouncil.org�

mailto:marian.bradley@mtmservices.org�





 
CCBHC Criteria Definitions 


 
Important terms used in the CCBHC criteria are defined below. SAMHSA recognizes states 
may have existing definitions of the terms included here and these definitions are not 
intended to supplant state definitions to the extent a state definition is more specific or 
encompasses more than the definition used here.  


Agreement: As used in the context of care coordination, an agreement is an arrangement 
between the CCBHC and external entities with which care is coordinated. Such an 
agreement is evidenced by a contract, Memorandum of Agreement (MOA), or 
Memorandum of Understanding (MOU) with the other entity, or by a letter of support, letter 
of agreement, or letter of commitment from the other entity. The agreement describes the 
parties’ mutual expectations and responsibilities related to care coordination.  
Behavioral health: Behavioral health is a general term “used to refer to both mental health 
and substance use” (SAMHSA-HRSA [2015]).  
Care coordination: The Agency for Healthcare Research and Quality (2014) defines care 
coordination as “deliberately organizing consumer care activities and sharing information 
among all of the participants concerned with a consumer’s care to achieve safer and more 
effective care. This means the patient’s needs and preferences are known ahead of time 
and communicated at the right time to the right people, and that this information is used to 
provide safe, appropriate, and effective care to the patient.” As used here, the term applies 
to activities by CCBHCs that have the purpose of coordinating and managing the care and 
services furnished to each consumer as required by PAMA (including both behavioral and 
physical health care), regardless of whether the care and services are provided directly by 
the CCBHC or through referral or other affiliation with care providers and facilities outside 
the CCBHC. Care coordination is regarded as an activity rather than a service.  
Case management: Case management may be defined in many ways and can encompass 
services ranging from basic to intensive. The National Association of State Mental Health 
Program Directors (NASMHPD) defines case management as “a range of services provided 
to assist and support individuals in developing their skills to gain access to needed medical, 
behavioral health, housing, employment, social, educational and other services essential to 
meeting basic human services; linkages and training for patient served in the use of basic 
community resources; and monitoring of overall service delivery” (NASMHPD [2014]). See 
also the definition of “targeted case management.”  
CCBHC or Clinic: CCBHC and Clinic are used interchangeably to refer to Certified 
Community Behavioral Health Clinics as certified by states in accordance with these criteria 
and with the requirements of PAMA. A CCBHC may offer services in different locations. For 
multi-site organizations, however, only clinics eligible pursuant to these criteria and PAMA 
may be certified as CCBHCs.  
CCBHC directly provides: When the term, “CCBHC directly provides” is used within these 
criteria it means employees or contract employees within the management structure and 
under the direct supervision of the CCBHC deliver the service.  


Consumer: Within this document, the term “consumer” refers to clients, persons being 
treated for or in recovery from mental and/or substance use disorders, persons with lived 
experience, service recipients and patients, all used interchangeably to refer to persons of 
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all ages (i.e., children, adolescents, transition aged youth, adults, and geriatric populations) 
for whom health care services, including behavioral health services, are provided by 
CCBHCs. Use of the term “patient” is restricted to areas where the statutory or other 
language is being quoted. Elsewhere, the word “consumer” is used.  
Cultural and linguistic competence: Culturally and linguistically appropriate services are 
respectful of and responsive to the health beliefs, practices and needs of diverse 
consumers (Office of Minority Health [2014]). 
Designated Collaborating Organization (DCO): A DCO is an entity that is not under the 
direct supervision of the CCBHC but is engaged in a formal relationship with the CCBHC 
and delivers services under the same requirements as the CCBHC. Payment for DCO 
services is included within the scope of the CCBHC PPS, and DCO encounters will be 
treated as CCBHC encounters for purposes of the PPS. The CCBHC maintains clinical 
responsibility for the services provided for CCBHC consumers by the DCO. To the extent 
that services are required that cannot be provided by either the CCBHC directly or by a 
DCO, referrals may be made to other providers or entities. The CCBHC retains 
responsibility for care coordination including services to which it refers consumers. Payment 
for those referred services is not through the PPS but is made through traditional 
mechanisms within Medicaid.  


Engagement: Engagement includes a set of activities connecting consumers with needed 
services. This involves the process of making sure consumers and families are informed 
about and initiate access with available services and, once services are offered or received, 
individuals and families make active decisions to continue receipt of the services provided. 
Activities such as outreach and education can serve the objective of engagement. 
Conditions such as accessibility, provider responsiveness, availability of culturally and 
linguistically competent care, and the provision of quality care, also promote consumer 
engagement.  
Family: Families of both adult and child consumers are important components of treatment 
planning, treatment and recovery. Families come in different forms and, to the extent 
possible, the CCBHC should respect the individual consumer’s view of what constitutes 
their family. Families can be organized in a wide variety of configurations regardless of 
social or economic status. Families can include biological parents and their partners, 
adoptive parents and their partners, foster parents and their partners, grandparents and 
their partners, siblings and their partners, care givers, friends, and others as defined by the 
family.  
Family-centered: The Health Resources and Services Administration defines family-centered 
care, sometimes referred to as “family-focused care,” as “an approach to the planning, 
delivery, and evaluation of health care whose cornerstone is active participation between 
families and professionals. Family-centered care recognizes families are the ultimate decision-
makers for their children, with children gradually taking on more and more of this decision-
making themselves. When care is family-centered, services not only meet the physical, 
emotional, developmental, and social needs of children, but also support the family’s 
relationship with the child’s health care providers and recognize the family’s customs and 
values” (Health Resources and Services Administration [2004]). More recently, this concept 
was broadened to explicitly recognize family-centered services are both developmentally 
appropriate and youth guided (American Academy of Child & Adolescent Psychiatry [2009]). 
Family-centered care is family-driven and youth-driven.  
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Formal relationships: As used in the context of scope of services and the relationships 
between the CCBHC and DCOs, a formal relationship is evidenced by a contract, 
Memorandum of Agreement (MOA), Memorandum of Understanding (MOU), or such other 
formal arrangements describing the parties’ mutual expectations and establishing 
accountability for services to be provided and funding to be sought and utilized. This formal 
relationship does not extend to referrals for services outside either the CCBHC or DCO, 
which are not encompassed within the reimbursement provided by the PPS.  
Limited English Proficiency (LEP): LEP includes individuals who do not speak English as 
their primary language or who have a limited ability to read, write, speak, or understand 
English and who may be eligible to receive language assistance with respect to the 
particular service, benefit, or encounter.  
Peer Support Services: Peer support services are services designed and delivered by 
individuals who have experienced a mental or substance use disorder and are in recovery. 
This also includes services designed and delivered by family members of those in recovery.  
Peer Support Specialist: A peer provider (e.g., peer support specialist, recovery coach) is 
a person who uses their lived experience of recovery from mental or substance use 
disorders or as a family member of such a person, plus skills learned in formal training, to 
deliver services in behavioral health settings to promote recovery and resiliency. In states 
where Peer Support Services are covered through the state Medicaid Plans, the title of 
“certified peer specialist” often is used. SAMHSA recognizes states use different 
terminology for these providers.  
Person-centered care: Person-centered care is aligned with the requirements of Section 
2402(a) of the Patient Protection and Affordable Care Act, as implemented by the Department 
of Health & Human Services Guidance to HHS Agencies for Implementing Principles of 
Section 2403(a) of the Affordable Care Act: Standards for Person-Centered Planning and Self-
Direction in Home and Community-Based Services Programs (Department of Health & Human 
Services [June 6, 2014]). That guidance defines “person-centered planning” as a process 
directed by the person with service needs which identifies recovery goals, objectives and 
strategies. If the consumer wishes, this process may include a representative whom the 
person has freely chosen, or who is otherwise authorized to make personal or health decisions 
for the person. Person-centered planning also includes family members, legal guardians, 
friends, caregivers, and others whom the person wishes to include. Person-centered planning 
involves the consumer to the maximum extent possible. Person-centered planning also 
involves self- direction, which means the consumer has control over selecting and using 
services and supports, including control over the amount, duration, and scope of services and 
supports, as well as choice of providers (Department of Health & Human Services [June 6, 
2014]).  
Practitioner or Provider: Any individual (practitioner) or entity (provider) engaged in the 
delivery of health care services and who is legally authorized to do so by the state in which 
the individual or entity delivers the services (42 CFR § 400.203).  
Recovery: Recovery is defined as “a process of change through which individuals improve 
their health and wellness, live a self-directed life, and strive to reach their full potential.” The 
10 guiding principles of recovery are: hope; person-driven; many pathways; holistic; peer 
support; relational; culture; addresses trauma; strengths/responsibility; and respect. 
Recovery includes: Health (abstinence,”making informed healthy choices that support 
physical and emotional wellbeing”); Home (safe, stable housing); Purpose (“meaningful 
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daily activities … and the independence, income and resources to participate in society”); 
and Community (“relationships and social networks that provide support, friendship, love, 
and hope”) (Substance Abuse and Mental Health Services Administration [2012]).  


Recovery-oriented care: Recovery-oriented care is oriented toward promoting and 
sustaining a person's recovery from a behavioral health condition. Care providers identify 
and build upon each individual’s assets, strengths, and areas of health and competence to 
support the person in managing their condition while regaining a meaningful, constructive 
sense of membership in the broader community (Substance Abuse and Mental Health 
Services Administration [2015]).  
Shared Decision-Making (SDM): SDM is an approach to care through which providers and 
consumers of health care come together as collaborators in determining the course of care. 
Key characteristics include having the health care provider, consumer, and sometimes family 
members and friends acting together, including taking steps in sharing a treatment decision, 
sharing information about treatment options, and arriving at consensus regarding preferred 
treatment options (Schauer, Everett, delVecchio, & Anderson [2007]).  
Targeted case management: Targeted case management is case management, as 
defined above, directed at specific groups, which may vary by state. CMS defines targeted 
case management as case management furnished without regard to requirements of 
statewide provision of service or comparability that typically apply for Medicaid 
reimbursement. 42 CFR § 440.169(b). Examples of groups that might be targeted for case 
management are children with serious emotional disturbance, adults with serious mental 
and/or substance use disorders, pregnant women who meet risk criteria, individuals with 
HIV, and such other groups as a state might identify as in need of targeted case 
management. See also the definition of “case management.”  
Trauma-informed: A trauma-informed approach to care “realizes the widespread impact of 
trauma and understands potential paths for recovery; recognizes the signs and symptoms of 
trauma in clients, families, staff, and others involved in the system; and responds by fully 
integrating knowledge about trauma into policies, procedures, and practices, and seeks to 
actively resist re-traumatization.” The six key principles of a trauma-informed approach 
include: safety; trustworthiness and transparency; peer support; collaboration and mutuality; 
empowerment, voice and choice; and cultural, historical and gender issues (Substance Abuse 
and Mental Health Services Administration [2014]). 
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Appendix A:  
Quality Measures and Other Reporting Requirements 


Appendix A contains the data and quality measures required to be reported as part of these 
criteria.8 The requirements are based on the measurement landscape as of the time the 
CCBHC criteria were drafted (March 2015) and, given the rapid change occurring in the 
measurement field, might change, particularly if altering these quality measures enables 
better alignment with other reporting requirements. For the same reason, Quality Bonus 
Measures (QBMs) are not specified in these criteria or Appendix, rather they are 
established by CMS as part of the PPS. Appendix A is divided into data/measures required 
to be reported by the CCBHCs (Table 1) and those required to be reported by the states 
(Table 2). Reporting is annual and data are required to be reported for all CCBHC 
consumers, or where data constraints exist, for all Medicaid enrollees in the CCBHCs.  
 
In addition to these reporting requirements, the demonstration program evaluator will 
require the reporting of additional data to be used as part of the project evaluation. Those 
additional data are not specified in these criteria. All data collected and reported by the state 
must be flagged to distinguish the individual CCBHCs and consumers served by CCBHCs, 
as well as a comparison group of clinics and consumers. In addition, the consumer’s unique 
Medicaid identifier must be attached.  
 
Table 1:  CCBHC Required Reporting = 17 
 
Potential Source of Data  Measure or Other Reporting 


Requirement  
National Quality Forum 
Measure (# if endorsed)  


EHR, Patient records, 
Electronic scheduler  


Number/Percent of clients requesting 
services who were determined to need 
routine care  


N/A  


EHR, Patient records, 
Electronic scheduler  


Number/percent of new clients with 
initial evaluation provided within 10 
business days, and mean number of 
days until initial evaluation for new 
clients  


N/A  


EHR, Patient records, 
Electronic scheduler  


Mean number of days before the 
comprehensive person-centered and 
family centered diagnostic and 
treatment planning evaluation is 
performed for new clients  


N/A  


EHR, Patient records  Number of Suicide Deaths by Patients 
Engaged in Behavioral Health (CCBHC) 
Treatment  


N/A  


EHR, Patient records  Documentation of Current Medications 
in the Medical Records  


0419  


MHSIP Consumer survey  Patient experience of care survey  No  
MHSIP Family survey  Family experience of care survey  No  
EHR, Patient records  Preventive Care and Screening: Adult 


Body Mass Index (BMI) Screening and 
Follow-Up  


0421  


EHR, Encounter data  Weight Assessment and Counseling for 
Nutrition and Physical Activity for 


0024  
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Children/Adolescents (WCC) (see 
Medicaid Child Core Set)9  


EHR, Encounter data  Controlling High Blood Pressure (see 
Medicaid Adult Core Set)10  


0018  


Encounter data  Preventive Care & Screening: Tobacco 
Use: Screening & Cessation 
Intervention  


0028  


EHR, Patient records  Preventive Care and Screening: 
Unhealthy Alcohol Use: Screening and 
Brief Counseling  


2152  


EHR, Patient records  Initiation and engagement of alcohol 
and other drug dependence treatment 
(see Medicaid Adult Core Set)  


0004  


EHR, Patient records  Child and adolescent major depressive 
disorder (MDD): Suicide Risk 
Assessment (see Medicaid Child Core 
Set)  


1365  


EHR, Patient records  Adult major depressive disorder (MDD): 
Suicide risk assessment (use EHR 
Incentive Program version of measure)  


0104  


EHR, Patient records  Screening for Clinical Depression and 
Follow-Up Plan (see Medicaid Adult 
Core Set)  


0418  


EHR, Patient records; 
Consumer follow-up with 
standardized measure 
(PHQ-9)  


Depression Remission at 12 months  0710  


 
Table 2. State Required Reporting = 15 
Potential Source of Data  Measure or Other Reporting 


Requirement  
National Quality Forum 
Measure (# if endorsed)  


URS  Housing Status (Residential Status at 
Admission or Start of the Reporting 
Period Compared to Residential Status 
at Discharge or End of the Reporting 
Period)  


N/A  


Claims data/encounter 
data  


Number of Suicide Attempts Requiring 
Medical Services by Patients Engaged 
in Behavioral Health (CCBHC) 
Treatment  


N/A  


Claims data/encounter 
data  


Follow-Up After Discharge from the 
Emergency Department for Mental 
Health or Alcohol or Other Dependence  


2605  


Claims data/encounter 
data  


Plan All-Cause Readmission Rate 
(PCR-AD) (see Medicaid Adult Core 
Set)  


1768  


Claims data/encounter 
data  


Diabetes Screening for People with 
Schizophrenia or Bipolar Disorder who 
Are Using Antipsychotic Medications  


1932  


Claims data/encounter 
data  


Diabetes Care for People with Serious 
Mental Illness: Hemoglobin A1c 
(HbA1c) Poor Control (>9.0%)  


2607  


Claims data/encounter 
data  


Metabolic Monitoring for Children and 
Adolescents on Antipsychotics  


No  
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Claims data/encounter 
data  


Cardiovascular health screening for 
people with schizophrenia or bipolar 
disorder who are prescribed 
antipsychotic medications  


1927  


Claims data/encounter 
data  


Cardiovascular health monitoring for 
people with cardiovascular disease and 
schizophrenia  


1933  


Claims data/encounter 
data  


Adherence to Mood Stabilizers for 
Individuals with Bipolar I Disorder  


1880  


Claims data/encounter 
data  


Adherence to Antipsychotic Medications 
for Individuals with Schizophrenia (see 
Medicaid Adult Core Set)  


No  


Claims data/encounter 
data  


Follow-Up After Hospitalization for 
Mental Illness, ages 21+ (adult) (see 
Medicaid Adult Core Set)  


0576  


Claims data/encounter 
data  


Follow-Up After Hospitalization for 
Mental Illness, ages 6 to 21 
(child/adolescent) (see Medicaid Child 
Core Set)  


0576  


Claims data/encounter 
data  


Follow-up care for children prescribed 
ADHD medication (see Medicaid Child 
Core Set)  


0108  


Claims data/encounter 
data  


Antidepressant Medication 
Management (see Medicaid Adult Core 
Set)  


0105  
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Thank you for your time! You have been selected as an important stakeholder to advise the Oklahoma Department of Mental Health and 


Substance Abuse Services and the Oklahoma Health Care Authority regarding an initiative to improve access to comprehensive community mental 


health centers, and to ultimately transform them into community certified behavioral health clinics. The success of this endeavor will be greatly 


enhanced if Oklahoma can obtain a State Planning Grant for Community Certified Behavioral Health Clinics (CCBHCs). If selected, Oklahoma will 


be funded for a planning grant, and will immediately begin working toward becoming one of eight states to be selected next year for a two year 


demonstration project. The demonstration will involve both SAMHSA and CMS as partners with Oklahoma. During the planning year, focus groups 


will be conducted and follow up surveys will be utilized in order to gain meaningful stakeholder input into this process. We are hopeful you will be 


able to take about ten minutes to respond to this survey to get our application off to a great start!  


 


No identifying information will be collected about you unless you wish to be contacted for future participation in efforts to improve the 
service experience at community mental health centers. If you do provide your contact information, it will be kept in a secure database and 
destroyed at the end of the project. No identifying information will ever be made public.  
 
Participating or choosing not to participate will not affect any current or future services you may receive at a community mental health 
center. Participation is totally voluntary and you may end your participation at any time without any negative results.  


1. I am (select all that apply):


2. In which county are you located? (Optional)
 


 





A person who receives or has received services and/or support at a Community Mental Health Center
 





A state agency professional
 





An advocate associated with an advocacy agency in Oklahoma
 





A person who is a member of one of Oklahoma’s 39 Tribal Nations and/or works within a tribal system
 





A provider of behavioral health services in Oklahoma, with a Sooner Care contract
 





Family member of a consumer or of someone who recipient of services
 





Other (please explain)
 


 



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3. I believe that access to community mental health centers (CMHCs) in Oklahoma is: 


 


Excellent
 





Good
 





Fair
 





Poor
 



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4. When access is obtained, CMHCs provide:


 


A wide variety of services, individualized to a person’s needs
 





Some choice of services depending on needs
 





A set of services are offered
 





One or two services are offered
 





Comments (Optional) 
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5. If a person needs substance use disorder treatment, they are treated, and if necessary, 
linked with another agency depending on level of SUD treatment needed:


 


Always
 





Usually
 





Sometimes
 





Occasionally, depends on the CMHC
 





Never to my knowledge
 





Comments (Optional) 
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6. Please rank the following:


 


Strongly 


Agree
Agree


Neither 


Agree or 


Disagree


Disagree
Strongly 


Disagree


Evidence-Based Treatments and Best Practice Treatments (examples – TFCBT, CBT, 


CAMS, MI, Celebrating Families, Strengthening Families, Seeking Safety groups, 


ACCRA) are always offered to persons applying for services:


    


People receiving services at a CMHC are always actively involved in planning their 


services, treatment and recovery goals:


    
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7. Please rate the following:
Strongly 


Agree
Agree


Neither Agree 


or Disagree
Disagree


Strongly 


Disagree


There is a long lag between 


intake and offering of any 


service


    
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8. People receiving services at a 
CMHC are screened for: 


Yes No Not Sure


Trauma   


Substance Use 


Disorder


  


Suicidality   


Tobacco Use   


Physical Illness   


9. People receiving services at a 
CMHC are treated (or linked to 
treatment) for:


Yes No Not Sure


Trauma   


Substance Use 


Disorder


  


Suicidality   


Tobacco Use   


Physical Illness   
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10. Please rank on a scale of 1 to 5 (with 1 
being the highest and 5 being the lowest) 
what you like best about Oklahoma CMHCs: 


Highest; 1 2 3 4 Lowest; 5


Easy access     


Warm and 


welcoming 


place


    


The people 


who work 


there


    


The good 


services 


received


    


The supports 


received


    


A reliable 


place to get 


medications


    
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11. I would be willing to do the following during the next three years, in order to help 
improve access, number and types of services available (check all that apply):


If willing to participate in any of the 3 options below, please enter your name and email: 


 


12. If willing to participate in any of the 3 options above, please enter 
your name and email (optional).
Name:


Email:


Continue to participate in surveys (if so; give name and email below)
 





Attend focus groups (if so, give name and email below)
 





Serve on work groups (if so, give name and email below)
 



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13. If I could improve one thing about Oklahoma CMHCs, it would be:


 


 






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Thank you for filling out our survey! Your feedback is important to us. 
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INFORMED ASSENT 
to Participate In a Focus Group to Improve the Treatment 


Experience at Oklahoma Community Mental Health Centers 
 


You are being asked to provide input into a one-year planning process to ensure that 
vital recovery supports and services are available and accessible to all who need and 
want them at Oklahoma community mental health centers.  


 
• Participation is voluntary – you do not have to participate if you do not 


want to.  You will not be penalized in ANY way if you decide not to 
participate. 
 


• You current or future treatment will NOT be affected in ANY way by your 
choice. 
 


• You may stop participating at any time. Again, you will not be penalized in 
ANY way if you choose to end your participation. 
 


• This study is confidential – we will not use your name in any way.   
 


• There is a risk of you being identified as a participant in this program; 
however, to keep this from happening, no identifying information is 
recorded on any of the instruments. Data are kept in secure and locked 
areas with limited access. Data are stored in electronic form with 
password protection that only appropriate staff can access. 
 


• The focus group will take about 20 – 45 minutes. 
 


• We will also ask your parents for permission for you to participate.  Please 
talk this over with them before you decide. If you choose to participate, 
you will receive a copy of the signed assent form. 


 
I have read this assent document.  I fully understand its contents, and I freely consent to 
participate.  


 
 
 
             
Signature      Date 
 


 
If you have any questions regarding your rights or complaints about the study, you may 
contact the Principal Investigator at 405-522-XXXX.   


Attachment 3. Sample Consent Forms
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INFORMED CONSENT 
For your Child to Participate In a Focus Group to Improve the 
Treatment Experience at Oklahoma Community Mental Health 


Centers 
 


You are being asked to allow your child to provide input into a one-year planning 
process to ensure that vital recovery supports and services are available and accessible 
to all who need and want them at Oklahoma community mental health centers.  


 
• Participation is voluntary – your child does not have to participate if you do 


not want them to.  You and your child will not be penalized in ANY way if 
you decide not to participate. 
 


• Your child’s current or future treatment will NOT be affected in ANY way 
by your choice. 
 


• Your child may stop participating at any time. Again, they will not be 
penalized in ANY way if you choose to end your participation. 
 


• This study is confidential – we will not use your child’s name in any way.   
 


• There is a risk of your child being identified as a participant in this 
program; however, to keep this from happening, no identifying information 
is recorded on any of the instruments. Data are kept in secure and locked 
areas with limited access. Data are stored in electronic form with 
password protection that only appropriate staff can access. 
 


• The focus group will take about 20 – 45 minutes. 
 


• If you choose to allow your child to participate, you will receive a copy of 
the signed consent form. 


 
I have read this consent document.  I fully understand its contents, and I freely consent 
to participate.  


 
 
 
             
Signature      Date 
 


 
If you have any questions regarding your rights or complaints about the study, you may 
contact the Principal Investigator at 405-522-XXXX.   
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INFORMED CONSENT 
to Participate In a Focus Group to Improve the Treatment 


Experience at Oklahoma Community Mental Health Centers 
 


You are being asked to provide input into a one-year planning process to ensure that 
vital recovery supports and services are available and accessible to all who need and 
want them at Oklahoma community mental health centers.  


 
• Participation is voluntary – you do not have to participate if you do not 


want to.  You will not be penalized in ANY way if you decide not to 
participate. 
 


• Your current or future treatment will NOT be affected in ANY way by your 
choice. 
 


• You may stop participating at any time. Again, you will not be penalized in 
ANY way if you choose to end your participation. 
 


• This study is confidential – we will not use your name in any way.   
 


• There is a risk of you being identified as a participant in this program; 
however, to keep this from happening, no identifying information is 
recorded on any of the instruments. Data are kept in secure and locked 
areas with limited access. Data are stored in electronic form with 
password protection that only appropriate staff can access. 
 


• The focus group will take about 20 – 45 minutes. 
 


• If you choose to participate, you will receive a copy of the signed consent 
form. 


 
I have read this consent document.  I fully understand its contents, and I freely consent 
to participate.  


 
 
 
             
Signature      Date 
 


 
If you have any questions regarding your rights or complaints about the study, you may 
contact the Principal Investigator at 405-522-XXXX.   
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Attachment 4. Statement of Assurance
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Project Abstract 


Oklahoma State Planning Grant for Certified Community Behavioral Health Clinics 


Oklahoma will capitalize on the high standards set by SAMHSA for certified community 


behavioral health clinics by certifying from two to six during a state planning process involving a 


wide array of stakeholders.  These CCBHCs will serve all Oklahomans with mental health and/or 


substance use disorders, with an emphasis on increasing diversity, and serving adults with 


serious mental illness, children with serious emotional disturbance, and veterans.  


The Oklahoma Department of Mental Health and Substance Abuse Services (ODMHSAS),  will 


lead the year-long initiative to achieve the following objectives: 1)  achieve legislative approval 


of new certification standards; 2) plan the new system with stakeholders; 3) conduct an RFP 


process to select CMHCs to receive training, technical assistance, and financial assistance with 


infrastructure upgrades; 4) Provide training, technical assistance and infrastructure assistance; 5) 


certify between two and six community behavioral health clinics (CCBHCs): and 6) negotiate a 


prospective payment system (PPS) with the Centers for Medicare and Medicaid Services.  OK 


has selected the PPS-2 option and will focus on creating a rate that incentivizes quality. 


 A wide spectrum of stakeholders will help, utilizing a variety of methods for effective two-way 


communication.  Planning and Advisory Council and the Partnership for Children’s Behavioral 


Health will fill advisory roles. Advocacy organizations will serve as essential liaisons with many 


who have accessed or need to access integrated services.  The ODMHSAS will conduct surveys 


and hold regional focus groups.  Consultation will occur with the tribal/state behavioral health 


workgroup, Indian Health Services, and OHCA’s tribal consultation group. 


By January, 2017, Oklahoma can assure a readiness to begin a successful demonstration 


comparing the newly certified CCBHCs with existing CMHCs and comparing the current 


payment methodology with the alternative prospective payment system.  Within the two CMHCs 


that have the highest readiness, the population of the combined counties is 1,125,149 adults and 


379,416 youth, with most of the counties being rural. The youth prevalence in the areas is: 


mental illness: 40,962 and 75,883, respectively; SED: 26,625 and 49,326, respectively; and 


SUD: 9,974 and 18,478, respectively. The rural service area covers 16 counties for adults and 21 


for youth. The urban and rural mixed service area covers 24 counties for both adults and youth.   


OK is likely to add one or more additional service areas and numbers to be served as a result of 


the RFP  and certification processes planned, but can assure  availability of services and prompt 


access for the areas described above.  The ODMHSAS and the two CMHCs involved, project an 


increase of 20% in number served during the demonstration period.  
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Section A: Statement of Need  
 
A.1 How behavioral health services are organized, funded, and provided in the state. 
Organized: As the Single State Agency for Substance Abuse and as the State Mental Health 
Authority, the Oklahoma Department of Mental Health and Substance Abuse Services 
(ODMHSAS) fulfills state level responsibilities as policy leader, regulator, and purchaser of 
services. Its sister agency, the Oklahoma Health Care Authority (OHCA) was designated by 
statute in 1995 as the Medicaid Single State Agency to administer the Title XIX programs. As 
the Single State Medicaid Agency, OHCA has final authority over Medicaid programs. In State 
Fiscal Year 2014, Oklahoma’s SoonerCare (Medicaid) program served over 996,383 members.  
 
Beginning in state fiscal year 2013, the state match for Medicaid behavioral health was moved to 
the ODMHSAS to manage and direct policy, making it the agency charged with controlling costs 
of state-purchased behavioral health care. There is a Memorandum of Understanding (MOU) 
which sets out how the two agencies work together to administer the Medicaid behavioral health 
funds in Oklahoma. It is included in Attachment 1 along with an additional MOU completed for 
the state planning grant and the Demonstration.  
 
Funded:  The ODMHSAS serves as purchaser of services for Oklahomans with no other pay 
source. This is accomplished through contracts with certified community mental health centers 
(CMHCs). CMHCs are each responsible to provide this safety net in a service area/region of the 
state. The ODMHSAS public system serves adult Oklahomans in need of mental health and 
substance use disorder treatment who are 200% at or below federal poverty level and have no 
other means of pay. Any child in need of treatment may be served using state dollars. Medicaid 
services are provided under contract with OHCA, with participation of any willing provider 
within the limits of the State Plan. Most services are funded through a fee for service model and 
paid through a joint Medicaid Management Information System (MMIS) with OHCA. The 
system automatically denies payment of Medicaid funds for those who are not Medicaid, and 
then waterfalls payment to the ODMHSAS funding. This prevents duplication of payment. 
Health Home (HH) services, a new service under state plan amendment approved January 2015, 
are paid on a per member, per month basis for adults with serious mental illness (SMI) and 
children with serious emotional disturbance (SED). Community Mental Health Centers 
(CMHCs) receive a quality bonus payment under the enhanced tier payment system (ETPS) 
developed in collaboration with the Oklahoma Health Care Authority (OHCA) and the Centers 
for Medicare and Medicaid Services (CMS), approved in 2009.  
 


Provided: Community based services and supports for persons with no other pay source are 
available statewide through a network of provider and community based programs. The 
ODMHSAS contracts with ten private, non-profit community mental health centers (CMHCs) 
and directly operates four, with approximately 70 locations for 77 counties. Under the authority 
and direction of the ODMHSAS, each CMHC is responsible for one or more service areas, 
assuring statewide coverage. Each CMHC must also have a Medicaid (referred to in OK as 
SoonerCare) contract, is responsible for establishing an integrated service network within its own 
service area, and for coordinating service provisions with other service areas. All CMHCs must 
serve adults and children. In some areas of the state, the ODMHSAS also operates as a direct 
provider of crisis, inpatient, residential, prison-based, substance use disorder, and other specialty 
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services. There are: 1) three state operated hospitals: Griffin Memorial Hospital, Oklahoma 
Forensic Center, and Children’s Recovery Center; 2) seven crisis stabilization centers and 
additional small inpatient units; 3) systems of care for children statewide; 4) fourteen Programs 
of Assertive Community Treatment (PACT) teams; 5) criminal justice diversion and re-entry 
programs; 6) 96 substance abuse treatment providers (there is currently a request for proposals to 
reorganize how these funds are spent which will be announced by August 1); and 7) 83 specialty 
providers, including housing, faith-based, and consumer and family operated programs. 
 
A.2 Prevalence rates of adults and children with mental illness and/or substance use, 
including sub-populations. OK has a high prevalence rate, with 22.4% experiencing mental 
illness (3rd highest among states), and 11.9% experiencing a substance use disorder (2nd highest 
among states).  Between 700,000 to 950,000 Oklahomans are in need of mental health or 
substance use disorder treatment (Mental Health America, 2014). There are 189,454 youth, ages 
0-18, estimated to have a mental illness. It is estimated that 144,510 Oklahomans have a serious 
mental illness (SMI) (SAMHSA, 2012). Estimates of the number of children suffering from 
serious emotional/behavioral problems vary significantly depending on the study cited. The 
ODMHSAS utilizes SAMHSA’s prevalence rate for SED of 10%. This means out of 
approximately 954,000 children in the State of Oklahoma, approximately 95,400 can be expected 
to have a serious emotional disturbance (SED) (quickfacts.census.gov).  


For the two CMHCs most anticipated to be capable of being ready for certification within the 
state planning grant year, one rural and one a mix of urban and rural counties, the adult 
prevalence counts are: mental illness: 104,390 and 222,999, respectively; SMI: 25,384 and 
54,225, respectively; and substance use disorder (SUD): 44,906 and 95,929, respectively. The 
youth prevalence counts are: mental illness: 40,962 and 75,883, respectively; SED: 26,625 and 
49,326, respectively; and SUD: 9,974 and 18,478, respectively. The rural service area covers 16 
counties for adults and 21 for youth. The urban and rural mixed service area covers 24 counties 
for both adults and youth.  


In OK, people with SMI die on average 26 years younger than the general population. For this 
reason, this sub-population is a priority. Children with SED are designated as an equal priority, 
because with early and successful treatment, their lives can take a different trajectory toward a 
productive life of their choice. Most recently, CMS approved an Oklahoma State Plan 
Amendment in January, 2015, to establish certified Health Homes (HHs) for adults with SMI and 
children with SED. To date, 22 provider agencies are certified as HHs in 109 locations, giving 
statewide coverage. Of these, 14 HH provider agencies are CMHCs. HHs utilize the Wraparound 
process to serve children with SED with the most intense risk and need. Recent experience with 
developing this State Plan Amendment (SPA), and negotiating terms with CMS gives OK an 
edge in designing and certifying behavioral health clinics, and in negotiating a prospective 
payment system (PPS) with CMS.  
 
In OK, 9% of the population is American Indian, 9.6% is Hispanic, 7.7% is Black, 5.8% is two 
or more races, 67.5% is White, 2% is Asian, and 0.2% is Native Hawaiian/Pacific Islander 
(http://quickfacts.census.gov/qfd/states/40000.html). There are 38 federally recognized Tribal 
Nations in Oklahoma. American Indians and Alaska Natives experience some of the highest rates 
of substance use and mental disorders compared to other U.S. racial or ethnic groups.  African 
Americans report higher rates of substance use than some other population groups, but lower 
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rates of alcohol use (SAMHSA, n.d.). Native Americans smoke at higher rates (34.9%) than the 
rest of the Oklahoma population, followed by African Americans (31.8%) (BRFSS, 2004).  Data 
show that 92.6% of Oklahomans speak English exclusively. Of the 7.5% that speak another 
language, 4.4% speak Spanish and .6% speak a Native American language (City-Data, n.d.).  


OK veterans and active-duty military personnel are killing themselves at twice the rate of 
civilians, despite increased efforts to address the problem.  The 2011 suicide rate for soldiers was 
about 44 per 100,000 of the population, according to an Oklahoma Watch analysis of Oklahoma 
State Department of Health data. This rate includes active-duty military as well as veterans. The 
civilian rate for people over the age of 18 was about 22 per 100,000. (OklahomaWatch.org). OK 
service members have experienced unprecedented numbers of redeployments in the past 10 
years.  OK now sees the effects of these redeployments in substance abuse treatment needs, 
criminal justice involvement, and increasing suicide rates.  The rate of Post-Traumatic Stress 
Disorder (PTSD) is 2.5 times higher for those who are employed two or more times versus one. 
(Statemaster.com). 


Prevalence is high in OK.  This requires a concerted emphasis on increasing access and 
availability of services.  The ODMHSAS will also include stringent requirements for outreach 
and treatment for Oklahomans who are at increased risk of negative life outcomes due to 
behavioral health disorders, as well as requirements for staff diversity and cultural competence.   


A.3 Capacity of the current Medicaid State Plan related to Appendix II. To determine the 
capacity of the current OK Medicaid State Plan relative to the certified community behavioral 
health clinic (CCBHC) services in Appendix II, we cross walked Appendix II with OK’s state 
plan.  We determined that OK’s current service array under the Rehabilitation Option cross 
walks to the 9 CCBHC services.  See Table 1. 
 
Oklahoma Cross Walk: CCBHC Service to Oklahoma State Plan Service   - Table 1 
CCBHC Service Oklahoma Title XIX State Plan Service 
Crisis BH Services EPSDT 


Crisis Intervention 
Crisis Intervention Services –*Current State Plan Amendment pending approval by CMS 


Screening, 
Assessment, & 
Diagnosis 


EPSDT 
Mental Health Assessment by a Non-Physician 
Alcohol and Drug Assessment 
Behavioral Health Screening - *Currently pending CMS approval 


Person-Centered and  
Family-Centered  
Care 


EPSDT 
Behavioral Health Services Plan Development by a Non-Physician  
Alcohol and/or Substance Abuse Services Treatment Plan Development 


Outpatient  
MH and SU Services 


EPSDT 
Individual/Interactive Psychotherapy 
Family Psychotherapy 
Group Psychotherapy  
Alcohol and other Drug Abuse Treatment Education, Prevention 
Family Support and Training (Peer Service)  
Multi-systemic Therapy (MST) 
Community Recovery Support (Peer Support)   
Psychosocial Rehabilitation 
Medication Training and Support 
Alcohol and/or Substance Abuse Services, Skill Development  
Program of Assertive Community Treatment (ACT)  


Oklahoma CCBHC, oppSM-16-001, CFDA 93.829 Page 5 of 32







Outpatient Clinic  
Primary Care 
Screening and 
Monitoring 


Oklahoma's Health Home  


TCM Services Targeted Case Management 


Psychiatric  
Rehabilitation Services 


EPSDT 
Alcohol and other Drug Abuse Treatment Education, Prevention 
Psychosocial Rehabilitation 
Medication Training and Support  
Alcohol and/or SUD Skill Development 


Peer Supports, 
Peer Counseling and 
Family/Caregiver 
Supports  


Family Support and Training (Peer Service) 
Community Recovery Support (Peer Support) 


Intensive, Community-
Based MH Care for 
Members of the Armed 
Forces and Veterans 


All services mentioned in this table are available to all Oklahoma Medicaid recipients 
based on medical necessity criteria. 


 
However, there are some requirements in Appendix II for standards of delivery that will require 
that we develop a new rule in OAC 450:17.  The new rule will create a standard of certification 
for CCBHCs that is higher than the current CMHC certification.  CCBHCs will be required to 
meet all the current CMHC standards, plus the additional standards from Appendix II.  Some of 
the CCBHC standards from Appendix II that are above and beyond the current CMHC standards 
are:  1) more stringent staffing plan based on a needs assessment ensuring that the staff is 
appropriate for the composition of the consumer population, with specific requirements related to 
veterans, and the types of services they are required to offer, including all satellite locations; 2) 
more frequent assessment updates to meet the 90 day standard; 3) formal CCBHC relationships 
with local emergency departments and other crisis care; 4) care coordination agreements; 5) 
designated collaborating organization (DCO) agreements, if needed; 6) standards specific to 
intensive, community-based mental health care for members of the armed forces and veterans; 
and 7)  standards for Board Governance of CCBHCs. 
 
There is strong confidence that the new standards, including a full array of services, can be 
achieved by two to six CMHCs within the planning year. There are challenges, examples of 
which are: 1) the intensive services for veterans – educating CMHCs to become referral one-stop 
shops for veterans and teaching them best practices for veterans; and 2) behavioral health 
targeted case management (TCM) for children in custody (due to issue of state agencies billing 
TCM for children in custody) – plans include sending an OK team to a SAMHSA technical 
assistance meeting to work through the issue in September 2015. The tougher issue of bringing 
rural CMHC satellites up to the complete standards will require innovative, non-traditional 
solutions. More detail is provided in Section B. There are significant challenges that are 
increasingly serious in geographically larger and more sparsely populated counties. The 
ODMHSAS has identified at least two rural CMHCs with the infrastructure, leadership, and 
foresight to provide the innovative partnership needed to make these new standards possible. 


A.4 Describe the nature of the problem, including service gaps, and document the need.  
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The services provided by the ODMHSAS work.  There simply are not enough resources to 
provide these services to everyone in need.  Several lean OK budget years have resulted in cuts 
in services.  Cuts in state funding in FY14 alone impacted services for 25,000 OKs.  It should not 
be a surprise that OK still struggles with the worst rates of mental illness and addiction.  The 
ODMHSAS continues to make a strong case for expanding access and availability by 
demonstrating utilizing successful outcomes yet continued high prevalence rates.  OK’s 
Governor is a champion for increasing funding when possible to address this gap.  OK is 
recognized nationally as offering the most promising practices for outstanding programs in the 
areas of children’s behavioral health, prevention and trauma-focused initiatives, and programs to 
reduce incarceration numbers that result from untreated mental health and substance abuse 
issues.  Yet, our prevalence rates do not reflect this. 


On OK’s 2011 Youth Risk Behavior System Survey, 28.6% of youth reported feeling sad or 
hopeless, 14.3% had seriously considered attempting suicide within 12 months, 10% had made a 
plan, and 6.3% had attempted one or more times within the past 12 months. Also, Oklahoma 
ranked 5th in drug overdose mortality rate according to a report (Prescription Drug Abuse: 
Strategies to Stop the Epidemic, 2013). The critical nature of these statistics is addressed in 
Oklahoma’s Health Improvement Plan. Reducing the prevalence of untreated mental illness from 
86% to 76% by 2020 is a core measure of the plan (OHIP2020, n.d.).  


Multiple disparities exist in the health status, health access, and health care treatment of 
Oklahoma ethnic minority populations. Identified disparities include, but are not limited to, race, 
ethnicity and geographic location (Oklahoma Task Force to Eliminate Disparities, 2006).  


Adults with SMI and children with SED are a priority population. Children with SED are 1) least 
likely to graduate from high school (Hagner, et al., 1999); 2) three times more likely to be 
involved in criminal activity (Vander Stoep, et al., 2000); 3) more likely to engage in substance 
use (HHS, 2002); 4) less likely to find, obtain, and keep a job (Pandiani et al., 2004); and 5) least 
likely to achieve independent living in a community of their choice. Those who are racial 
minorities and those who are Lesbian, Gay, Bisexual or Transgendered (LGBT), are also more 
likely in OK to have negative life outcomes. The ODMHSAS will include requirements in 
contracts with CCBHCs to raise the numbers served. 
 
As the ODMHSAS engages with its CCBHC planning stakeholders, we will seek to address 
these challenges and successfully expand access and availability, reduce disparities, and improve 
outcomes. 
 


Section B: Proposed Approach  


B.1 Describe how the capacity, access and availability of services to the population of focus 
will be expanded. OK will capitalize on the high standards required for CCBHCs to build on the 
foundation laid the past several years with our pay for performance and HH initiatives to ensure: 
1) better access to and availability of service; 2) integration of MH, SA, and primary care to 
individualize holistic care for all individuals; 3) high quality of service through disseminating 
evidence based practices (EBPs) with an OK-proven method to ensure fidelity; 4) innovative 
financial solutions to ensure service regardless of ability to pay; 5) formal relationships with 
emergency departments and other crisis services; 6) ability to assist with transportation and/or 
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deliver service through telemedicine; and 7) meaningful consumer involvement and voice at 
every level of the system. OK will build on the foundation laid over the past several years with 
the pay for performance, zero suicide, and HH initiatives. 


The demonstration’s target population is all Oklahomans in need of treatment for mental health 
and/or substance use disorders, with a particular emphasis on those with SMI or SED. 


Our approach is comprised of the following: 


Stakeholder engagement – During the CCBHC Planning Year and the Demonstration, OK will 
maintain a broad stakeholder engagement process. We have already begun to engage 
stakeholders to support development of this grant application, and the results of those efforts 
(surveys and meetings) inform this grant application, and influence the goals and approach for 
the planning year. The ODMHSAS plans to use the OK Planning Advisory Council (which 
advises on the combined SAMHSA block grant) as the primary CCBHC Advisory Group. We 
will also build on established communication pathways to ensure veterans are included in the 
planning process and their voices are heard in establishing access to intensive services in 
CCBHCs for them.  The ODMHSAS will utilize existing veteran newsletters and training 
programs aimed at developing CCBHCs as one-stop shops for veterans, teaching best practices 
for veterans while accounting for their counties’ available resources. 


CCBHC Selection Criteria - The ODMHSAS will develop selection criteria for CCBHCs. The 
criteria will be fully formed with the involvement of stakeholders, but are currently envisioned to 
include: 1) preference to CMHCs who have worked to increase service to veterans and who 
demonstrate promise to provide the intensive services required (For example, Grand Lake 
CMHC in northeast OK just signed a contract with Veterans Affairs to serve veterans in their 
service area who have difficulty accessing veteran’s mental health or medical services due to 
limited VA locations); and 2) preference to CMHCs with good readiness around scope and 
quality of services, data reporting and quality of services, and willingness and capacity to engage 
with ODMHSAS in resolving larger challenges in staffing, availability, and accessibility. 


Broader stakeholder engagement has also begun. A survey link was disseminated to state and 
local level partners in order to make it available to as many stakeholders statewide as possible. 
The largest response group was state agency partners, followed by persons receiving services, 
family members, and Tribal members. This gives baseline perceptions of access and quality of 
treatment at CMHCs, which is greatly assisting early planning efforts. A summary of analysis to 
date is provided in B2. Also, the OK Planning and Advisory Council (which advises on the 
combined SAMHSA block grant) is engaged. A discussion was held with them at their June 
meeting. Agreement was reached to utilize the group as a primary advisory group. The 
ODMHSAS will build on the established communication pathways to ensure veterans are 
included and their voice is heard in establishing access to intensive services in CCBHCs for 
them. The ODMHSAS will utilize its existing veteran newsletters and training program for 
agencies to become one-stop shops for veterans, teaching best practices for veterans while 
accounting for their counties’ available resources.  


Training: OK will develop an ambitious training calendar, the heart of which is training to be 
provided by Dr. Erik Vanderlip, MD, MPH, of the University of Oklahoma, School of 
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Community Medicine. He is the George Kaiser Family Foundation Chair in Psychiatry, and is 
dually boarded in Family Medicine and Psychiatry. The draft training calendar includes: 1) an 
introduction to evidence-based chronic care models; 2) adapting evidence based practice (EBP) 
chronic care to the community; 3) engaging, recruiting, and retaining consumers both in 
treatment and in meaningful leadership roles; 4) engaging the care team: roles and 
responsibilities, task shifting, training, retention of staff, and clinical leadership; 5) registries and 
measurements: evidence-based design, electronic Health record (EHR)/health information 
exchange (HIE) interface, patient portals, and patient-centered outcomes; 6) integrated treatment 
planning: potential models for efficient use of time and resources; 7) shared decision-making, 
patient-centered goal setting, and motivational interviewing; 8) best practices in outpatient 
substance use disorder treatment within an integrated model; 9) Wraparound/team approach with 
children: working collaboratively with families, primary care, and schools; 10) evidence-based 
care; 11) navigating transitions of care at the most vulnerable times for the most vulnerable 
people; l2) quality improvement: benchmarking, pay-for-performance, case-mix adjustments, 
provider-incentives and breaking away from volume-based reimbursements; and 13) managing 
your finances: making the PPS-2 work for you, your consumers and DCOs.  In addition to these 
trainings, we will also enhance and update training and coaching processes for Wraparound. 
 
Workforce: While our CMHCs are excited to move toward certification, there are critical 
challenges in our frontier counties (those further than thirty miles from a town of at least 50,000 
people). Recruiting and retaining sufficient workforce in these areas is perhaps the biggest 
challenge, along with the additional cost of providing services to sparse populations located in 
geographically large counties. In some counties, there are one or two people per square mile 
(Census, n.d.). CMHCs and the ODMHSAS are working together to plan statewide coverage of 
CCBHCs.  OK plans to assemble a team of experts to conduct a thorough assessment of 
workforce gaps and create a strategic plan for filling these gaps.  Some of the key partners in 
these efforts include consumers and family members, the OU School of Medicine Department of 
Informatics, the OU Educational Training, Evaluation, Assessment and Measurement (E-
TEAM), the OU Health Sciences Center, Center for Child Abuse and Neglect, SAMHSA and its 
contracted consultants, CMS, state agency partners, and CMHCs. A solution OK will explore is 
to establish fewer brick and mortar satellites, and have some frontier counties being served 
through a combination of tele-medicine, outreach for some services, and consumer ability to 
drive to a fully certified CCBHC within thirty minutes. We anticipate that one result of CCBHCs 
in OK will be expanded use of the tele-medicine network, and increased tele-consultation 
network to conserve and best utilize the time of psychiatrists and other specialists. 


The CMHCs, that win the RFP, and the ODMHSAS together will develop innovations and 
contingency plans for anticipated barriers, which might include strategies like: 1) recruitment of 
staff (e.g., Grand Lake CMHC has discovered using recruiters helps fill advanced practice 
registered nurse positions); 2) funding to cover lost staff time and cost of travel to attend required 
training and TA events; 3) transportation arrangements in rural OK if consumers are taken to 
urgent care by peace officers. Those who transport will need CLEET certification; and 4) 
funding for supplies such as iPads and data plans for high risk consumers or for use with 
telemedicine, taking services to consumers in their homes. 


OK will also continue to: 1) disseminate EBPs and promising practices; 2) further develop 
services for adults with SMI needing highest intensity of services, patterning after the Programs 
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of Assertive Community Treatment (PACT) which is very successful in higher populated areas; 
and; 3) standardize and formalize screening and assessment tools and protocol. 


B.2 How input on the development of the demonstration program will be solicited. As a 
start, the ODMHSAS sent a survey to a wide spectrum of stakeholders, with the main emphasis 
on consumers, those in recovery, family members, members of Tribal Nations, advocacy 
organizations, partner state agencies such as the OK Department of Human Services (OKDHS) 
and OK Department of Corrections (ODOC), and other stakeholders. This was disseminated with 
a letter explaining the purpose and a link to the survey. Providers and advocacy organizations 
were asked to share with as many consumers, family members, and those in recovery as possible. 
Provider organizations were also encouraged to utilize paper copies of the survey to those who 
indicated they were not comfortable with completing online. The survey further confirmed that 
access to services is the biggest concern, with only 6% reporting excellent access and 32.59% 
reporting good access. The lag time between application for and delivery of service at a CMHC 
is perceived by 50.85% as long.  Once access is obtained, 64.56% report that a choice from an 
array of services is available, 20% that a set of services is available, and 15.78% report only one 
or two services are available. There is agreement that people are screened for substance use 
disorders. If treatment is needed, it appears that whether or not treatment is received there or a 
linkage is made to treatment elsewhere is sporadic depending upon location. It appears that some 
CMHCs do very well with linkage and some do not. Red Rock CMHC was cited as doing a 
particularly good job with this. Further analysis is being conducted of county affiliation of 
respondent and their comments to this question, in order to tease out specific TA needs for 
specific CMHCs. The ODMHSAS has rolled out a variety of EBPs through a process of training 
and consultation, but the survey indicates some CMHC locations are not perceived as offering 
them. In response to a survey question, 260 of the participants indicated they are willing to 
continue participation during the state planning grant year in some capacity including surveys, 
164 indicated they will attend focus groups, and 118 indicated they will participate on work 
groups. Of those, 209 shared their email addresses for further contact. Regional Summits will be 
held to share information, gain ongoing input, and build momentum. Monthly e-reports will be 
generated and sent via email to all known stakeholders. 


Another important way the ODMHSAS maintains communication with stakeholders and gains 
meaningful input into system development is through several state advisory groups. Each of 
these groups has been engaged to participate. Each has agreed to advise us as we plan and as we 
move into the Demonstration phase, if selected. Staff will meet quarterly with the Planning and 
Advisory Council which guides the State’s development and implementation of the combined 
block grant and the State Advisory Team for the Partnership for Children.  We will confer early 
in the year with the Tribal/State Behavioral Health Workgroup, and the Behavioral Health 
Advisory Council (BHAC), which advises on Medicaid issues. Another important group with 
which to connect is the Oklahoma State Department of Health’s flagship group for the Oklahoma 
Health Improvement Plan (OHIP), and its various subgroups. In addition, it will be discussed at 
the veteran-specific council meetings across Oklahoma. The ODMHSAS is represented on all 
OHIP workgroups and will maintain the desired connection. Tribal engagement and involvement 
is also a priority. Specifically, access and availability of services for Tribal members and ways to 
increase diversity in the workforce will be discussed within the established Tribal consultation 
process and with the tribal/state behavioral health workgroup. To summarize, a variety of 
strategies will be utilized to ensure meaningful communication back and forth with all 
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stakeholders, including: 1) online surveys; 2) regional summits; 3) work groups; 4) existing 
advisory groups; 5) advocacy organizations; and 6) monthly e-reports. 


B.3  How CCBHCs will be selected.  All CMHCs are desirous of succeeding in the endeavor to 
achieve CCBHC status as soon as possible. Since all have achieved HH certification, they have 
made strides in the direction of the enhanced standards.  The ODMHSAS will work with all 
interested CMHCs through collective and individual consultation, training, and technical 
assistance throughout the planning year and demonstration period.  


By January 1, 2016, the ODMHSAS will use an RFP process to identify two to six CMHCs with 
the greatest readiness and/or potential to meet the requirements for CCBHC certification. The 
department will work closely with these CMHCs throughout the planning year to develop 
capacity and close any remaining gaps in their readiness. 


When OK CCBHC rules take effect July 1, 2016, CMHCs may apply for certification, with 
approval anticipated by September 30, 2016.  OK will be in position to deliver a successful 
demonstration for SAMHSA and CMS.   


Beyond this, the ODMHSAS will work with all CMHCs to bring their readiness forward, with an 
eye toward a transformed system in the future.  If possible, OK will consider additional 
applications for certification at six month intervals during the demonstration. 


Based on the self-assessments submitted by CMHCs, individual conference calls with CMHC 
leadership teams, and analysis of data, the ODMHSAS anticipates that at least two CMHCs have 
the capacity to be certified within the planning year.  These include Grand Lake CMHC, and Red 
Rock Behavioral Health Services. GL includes seven counties in rural NE OK. RR is one of OKs 
largest CMHCs with 22 locations in both urban and rural areas. These two CMHCs are poised to 
assist the ODMHSAS with innovative solutions for access in frontier areas.  


The ODMHSAS will provide a full-time coordinator who will report to the Project Manager in 
order to: 1) ensure each CMHC’s feasible plan is moving along reasonably toward its timeline; 
2) plan and provide collective and individual training and technical assistance as needed; and 3) 
serve as primary liaison with the ODMHSAS Provider Certification Division to ensure shared 
understanding of readiness and standards.  In addition, as evident in the proposed budget, the 
ODMHSAS has a robust array of training and TA activities planned.   Readiness check-ins and 
discussion will be held monthly at the CMHC Directors’ Meetings and quarterly at the Clinical 
Directors’ meetings.   


B.4 How all of the services outlined in Appendix II will be provided by CCBHCs. OK has 
done a good job through well-established, effective partnership of the ODMHSAS and OHCA, 
establishing the framework for a full array of public behavioral health services utilizing the 
Rehabilitation Option of CMS. Funding has been augmented by state and mental health block 
grant funding through the ODMHSAS; however, it remains a challenge. Improving access and 
availability of services is a high priority for OK. Specifically speaking to each section of 
Appendix II criteria:  


1) Staffing - The ODMHSAS will produce a draft staffing plan for CCBHCs by September 1, 
2015, along with its draft rules which must be approved by the OK Legislature in the SFY2016 
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session (February 1 – May 30, 2016) and will go into effect July 1, 2016. The ODMHSAS will 
require CMHCs to complete a self-assessment of cultural and linguistic competency of staff as 
well as diversity of staff composition in the RFP process. The ODMHSAS will offer an 
ambitious schedule of training for CMHC staff during the planning year and will require 
participation through contract. This will be free of charge to the provider and will include 
consultation as well as training. To achieve certification, the CMHC will have to submit its own 
training calendar as well as its own staffing chart that meets standards.  


The ODMHSAS holds a high standard in contracts with CMHCs as to staffing requirements and 
each was required to submit resumes of key leadership staff in order to receive HH contracts. 
CMHCs are required to ask the ODMHSAS for permission in order to subcontract services. The 
ODMHSAS certifies both case management staff and peer recovery support staff in order to 
maintain high standards. In addition, CMHCs are required to agree in contract to training 
required for their staff in certain EBPs, as well as to ongoing technical assistance/coaching. 
These are provided by the ODMHSAS at no charge. The Provider Certification staff of the 
ODMHSAS conducts regular re-certification visits and carefully checks to ensure staff 
qualifications meet standards set in rules.  


2) Access and Availability of Services – OK will make some changes in the certification 
standards for access to services and program monitoring. For instance, the ODMHSAS will 
require more frequent updates of assessment to meet the 90-day standard of 2.b.2.  


As stated in A4 and B1, this criterion is one of the biggest challenges OK faces. However, 
building on the strategies of telemedicine (i.e., planning to layer in more consulting from 
psychiatrists, especially child psychiatrists via telemedicine), more in-home services for those 
with transportation challenges (sometimes taking tablets for connection to telemedicine 
services), expansion of the use of para-professionals utilizing a variety of best practices such as 
Wraparound and PACT, use of DCOs, etc., the ODMHSAS and its chosen CMHCs will 
implement innovations that will increase access and availability of services.  


3) Care Coordination will be the linchpin/the heart of the CCBHC - OK is succeeding with 
care coordination in HHs, yet setting its sights higher. OK providers will receive enhanced 
training in high fidelity Wraparound, with updated curriculum and coaching processes. This is 
provided through the ODMHSAS state and regional coaching staff and is offered free of charge.  
OK CMHCs are well positioned to offer excellent care coordination. CMHCs developed many 
new partnerships and MOUs in the process of becoming HHs and have shown ability to develop 
new ones as needed. As CMHCs who have been actively involved in change processes becoming 
HHs, they are well positioned to expand the process of care coordination. CCBHCs are used to 
reporting data and quality measures, and technological improvements made and planned will 
soon result in all achieving meaningful use criteria with their electronic health records (EHRs). 
Establishing all needed care coordination agreements will be challenging. The ODMHSAS 
anticipates that ongoing stakeholder involvement will greatly assist the CMHCs as they engage 
community partners in this process.  Crisis Plans: CMHCs are in the process of being scheduled 
for crisis stabilization training directly from the Deputy Commissioner of the ODMHSAS to 
ensure standardization across the system, emphasizing OKs commitment to standardization.  
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4) Scope of Services - The State’s CMHCs scope of service matches well, with some areas of 
challenges. All CMHCs are held to the standard of person-centered, trauma-informed, strengths-
based, recovery-oriented, family-centered, youth-guided, community based, individualized, and 
culturally and linguistically competent planning and treatment. The ODMHSAS and CMHCs 
together have laid much foundation for improvement in crisis services, screening, assessment, 
and treatment planning over the past two years and look forward to ensuring that new CCBHC 
standards are fully met. A few key activities include: a) Zero Suicide Initiative, including a 
standardized protocol for screening, assessment, and Collaborative Assessment and Management 
of Suicidality (CAMS) treatment; b) the Behavioral Health Index – Multimedia Version (BHI-
MV) has been piloted successfully and will likely be adopted as the standardized, integrated 
assessment tool; and c) additional crisis stabilization units have been funded by the state, and a 
SPA for increased mobile crisis was recently approved by CMS. 


The inclusion and development of peer services is imperative to assure the ODMHSAS will 
continue to strengthen a recovery-oriented system that enhances the overall healthcare for all 
people served. As the system continues to evolve and change through this process, appropriate 
supports and meaningful roles are being optimized. For example, the ODMHSAS provides 
significant opportunities for peer services and supports through a statutorily approved Peer 
Recovery Support Specialist (PRSS) certification program. Currently, there are 250 PRSS staff 
members who provide Medicaid compensable services statewide and these numbers will 
continue to grow in the coming years. Future and immediate plans for peer services in Oklahoma 
include updating the current training curriculum, developing pathways to become a certified peer 
supervisor, and creating specialty tracks such as one for veterans.  Family Support Providers 
(FSPs) provide a key role in the Wraparound process for children and families. There are 
currently approximately 75 FSPs working at CMHCs/HHs. Currently, an in-depth process has 
begun to update and enhance the state-operated training program for Wraparound staff. The FSP 
and PRSS roles were added to OK’s SPA as compensable in 2009 and 2010, respectively. 


Intensive Community Based Services for Veterans: OK has learned important lessons about 
successfully providing veteran services through its specialty courts where continued partnerships 
and linkages have been established through the U.S. Department of Veteran Affairs. The 
ODMHSAS is also certifying veterans to become PRSSs in OK. The ODMHSAS specialist for 
veterans joins several veteran specific council meetings across OK. The ODMHSAS educates 
agencies in best practices for veterans. To ensure that the ODMHSAS and newly certified 
CCBHCs meet this requirement, a specific workgroup will be formed to analyze challenges, 
develop a plan to overcome all barriers, and present it to all stakeholders for approval and 
implementation.  The recommendations of the workgroup will be incorporated into the CMHC 
and CCBHC contracts. 


Summary: Most of the services are already supported by Oklahoma’s State Plan for Medicaid 
Behavioral Health, as approved by CMS and outlined in Section A.3. Standards for HHs which 
began at all CMHCs in January 2015, further support CCBHC standards as set forth in the RFP.  


Areas of challenge include: 1) develop even more efficiencies and effective use of state and 
block grant funding streams to extend services to the 24% of adults and 8% of children who have 
no insurance coverage and assist CMHCs in developing new public/private partnerships/new 
funding streams; and 2) recruit and retain additional staff. 
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B.5 Identify the evidence-based practices that CCBHCs will be required. The ODMHSAS 
disseminates EBPs and promising practices through leveraging grants to contract with purveyors 
and offer training and consultation free of charge to CMHCs, frequently paying for lost billing 
time as well as in order to bring effective practices to scale with fidelity. EBPs that are practical 
and affordable for statewide implementation within a public behavioral health system are chosen, 
with preference to those tested on a wide group of persons. Train the Trainer models are chosen 
in order to ensure statewide sustainability. Models that do not eventually result in state capacity 
to continue the model without ongoing high costs going to the purveyor are generally rejected.  
The following is not an exhaustive list of EBPs in OK, but have already been disseminated to 
CMHCs and will be required for CCBHCs: 


1) Cognitive Behavior Therapy (CBT) is one of the few forms of psychotherapy that has been 
scientifically tested and found to be effective in hundreds of clinical trials for many different 
disorders. In contrast to other forms of psychotherapy, cognitive therapy is usually more focused 
on the present, more time-limited, and more problem-solving oriented (Beck Institute, n.d.).  The 
ODMHSAS provided CBT training to CMHC staff through the Beck Institute. All CMHCs 
employ clinical staff trained in CBT. This will be a requirement for CCBHCs ongoing. A second 
round of training will be held during the planning year, as this is one of the few we have 
disseminated that does not offer a train the trainer model.  


2) Collaborative Assessment and Management of Suicidality (CAMS) is being implemented at 
the state level as the priority clinical training for the treatment of clients presenting suicidal 
ideation. CAMS is an evidence based approach to the care of suicidal clients that can be used by 
a clinician regardless of their preferred form of therapy. CAMS has been proven to reduce 
suicidal thoughts of patients in six published, peer reviewed trials and one randomized clinical 
trial (Jobes, 2012). A number of trials have shown success in working with veterans, an 
identified at-risk population in Oklahoma. The ODMHSAS chose this framework based on its 
adaptability across a variety of therapeutic disciplines and efficacy in reducing symptoms. 
CAMS is the chosen model for the Zero Suicide Initiative begun by the ODMHSAS and 
provider partners. The ODMHSAS provided training and consultation to clinical staff in all 
CMHCs, and will continue to do so. This will be a requirement for CCBHCs ongoing. 
 
 3) Trauma-focused Cognitive Behavioral Therapy (TF-CBT) has consistently demonstrated it 
is useful in reducing symptoms of PTSD and depression, and behavioral difficulties in children 
who have experienced sexual abuse and other traumas (Cohen and Mannarino, 1996; Deblinger, 
et al., 1996; Stauffer and Deblinger, 1999; Cohen and Mannarino, 1997; Deblinger, Steer, and 
Lippman, 1999; King et al., 2000; Deblinger et al., 2001; and Cohen et al., 2004). Furthermore, 
TF-CBT has been identified as a model program or promising treatment practice by SAMHSA 
(SAMHSA, 2005). TF-CBT is effective for children in foster care who have experienced any 
trauma, including multiple traumas.  It has been demonstrated to be effective with children from 
diverse backgrounds and works in as few as 12 treatment sessions. It has also been used in home-
based and residential treatment facilities. The model works even if there is no parent or caregiver 
to participate in treatment. To provide a culturally competent approach TF-CBT has been used 
effectively in a variety of languages and countries. OK has been involved with training the 
workforce in the TF-CBT model.  TF-CBT is required for all CMHCs now, along with the 
screening tool and protocol selected through the BeMe initiative, and will be required ongoing. 
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4) Wraparound: Wraparound is under review for inclusion in the National Registry of Evidence-
based Programs and Practices (NREPP) as an EBP. It is a promising practice that is gaining in 
research evidence (Suter and Bruns, 2009). In 2005, Bob Friedman and David Drews stated in 
Evidence-Based Practices, Systems of Care, and Individualized Care, “It should be noted at the 
outset that the Wraparound process may be considered to be an evidence-based process by 
itself.” The ODMHSAS has enjoyed great success in disseminating the Wraparound process and 
outcomes, as analyzed and reported by external evaluators, the OU E-TEAM, and results 
continue to prove strong each year. This process is the way that OK has chosen to provide 
services to children up to age 21 who experience SED. It is also listed as an EBP by the 
California Evidence-Based Clearinghouse for Child Welfare, the State of Oregon Inventory of 
EBPs, and the Washington Institute for Public Policy. 
 
 5) Motivational Interviewing (MI) is a goal-directed, client-centered counseling style for 
eliciting behavioral change by helping clients to explore and resolve ambivalence. The 
operational assumption in MI is that ambivalent attitudes or lack of resolve is the primary 
obstacle to behavioral change, so that the examination and resolution of ambivalence becomes its 
key goal. MI has been applied to a wide range of problem behaviors related to alcohol and 
substance abuse, as well as health promotion, medical treatment adherence, and mental health 
issues. As of 2013, MI has been implemented at more than 30,000 sites in all 50 states and 
around the world, with an estimated 3 million clients (NREPP, n.d.). This is one of the 
foundational models to ensure successful outcomes for those who access CCBHCs. This will be 
a requirement for all clinicians in all CCBHCs ongoing. 
 
6) Chronic Care Disease Management Model is organized chronic care models which are well 
established within primary care as best practices for managing chronic illnesses. However, these 
models have not been fully established in specialty care settings, such as mental health 
(Woltmann, et al., 2012). Chronic diseases are the leading cause of disability and death in the 
United States (CDC, n.d.). People with mental illness are especially vulnerable: 68% of people 
with a mental illness also have a physical health condition such as cardiovascular disease, 
diabetes, and hypertension. These high-need individuals often receive uncoordinated, inefficient 
care, resulting in higher costs and poorer health outcomes (SAMHSA, 2012). This model has 
been adopted for HHs in Oklahoma and as such, will be trained and required for that component 
of CCBHC services. 
 
B.6 Describe how the state will certify community behavioral health clinics.  Oklahoma will 
tackle the issue of rural and frontier counties head on in the state planning year and the 
demonstration. In order to do this, CMHCs serving rural and frontier counties that win the RFP 
will be eligible to receive infrastructure dollars from the state planning grant in order to meet the 
individual challenges they have identified and be ready for certification by summer, 2016. The 
ODMHSAS has analyzed information gleaned from phone conferences, readiness assessments, 
and follow-up emails, to develop a realistic budget for augmenting the increased cost of bringing 
rural satellites up to a level of infrastructure to meet criteria in Appendix II.  CMHCs that are not 
awarded infrastructure dollars through the RFP process will still benefit from the ODMHSAS’s 
planning grant with minimal amounts of infrastructure dollars, as well as through training, 
consultation and TA.  All CMHCs will benefit from the rich monthly training and technical 
assistance offered by the ODMHSAS and OU.   
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The ODMHSAS manages the state statutory certification processes by which facilities in 
Oklahoma are granted a license/certification to provide behavioral health services and related 
supports. The ODMHSAS is responsible for promulgating state administrative code which 
establishes specific processes that must be followed by certified providers as well as articulates 
detailed standards and criteria related to behavioral health services offered to the citizens of OK. 
Dedicated ODMHSAS staff members review all organizations that apply for certification in 
accordance with specific protocols. Subsequently, a certification status is recommended to the 
ODMHSAS Board for approval. In order to be certified under the new standards & criteria, the 
CMHCs must submit a new application to the ODMHSAS provider certification, along with the 
required application fees. Provider certification staff members perform a rigorous and thorough 
review of all application materials (agency policies and procedures for providing the required 
services, staffing, and credentials, etc.). After staff determines that the agency's policies and 
procedures meet the established criteria, a site review is performed. Once the agency has 
successfully completed all of these steps, the agency is recommended for certification by the 
ODMHSAS Board of Directors. After initial certification, the agency is reviewed again after six 
months to ensure that all quality clinical standards are being met.  
 
The ODMHSAS will expand the existing CMHC certification in order to encompass all of the 
requirements of CCBHCs as set forth. The ODMHSAS is promulgating rules in complete 
compliance with Appendix II standards and anticipates that these rules will be approved by the 
Oklahoma Legislature next session, going into effect on July 1, 2016.   


B.7 Describe how the state will finalize planning activities and assist with the transition.  
The ODMHSAS has demonstrated success moving quickly to make system changes. As a state-
run system, in many ways changes are simplified because of less channels of authority. In 
addition, its strong and decisive leadership of the past decade has engendered strong confidence 
of OK’s Legislature and Governor, smoothing the way for needed state policy and funding 
changes. This ability to move deftly will help OK succeed with a very ambitious timeline in 
order to meet SAMHSA requirements. One example is OK’s leverage of a few SAMHSA Child 
Mental Health Initiative grants in order to be one of the first states to build a statewide system of 
care for children, youth, and their families.  


The timeframes for the planning year, demonstration application, and demonstration start are 
compressed and require strong leadership and project management to ensure that planning, 
execution, and monitoring results in a successful project—meeting timeframes, accomplishing 
objectives, and staying within budget. 


OK will develop, under the leadership of the CCBHC Project Manager, a CCBHC project plan. 
The project plan will identify tasks, timeframes, dependencies, and responsible parties. The 
project plan will be used to direct the project activities and monitor and report progress. Over the 
course of the planning year, additional granularity will be added to the project plan to decompose 
tasks that require additional detail to direct activities and monitor progress. OK will use project 
management and governance processes used on recent successful projects and augmented by 
lessons learned. 


One of the tasks in the project plan will be to develop an implementation plan. The 
Implementation Plan will be developed in collaboration between the state project team and the 
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selected CCBHCs to govern the activities following submission of the Demonstration 
Application and leading to implementation and operations of the Demonstration. The 
implementation plan will also document a readiness strategy establishing specific points in time 
for readiness checks to occur, checking readiness metrics against target thresholds. Issues 
identified during readiness checks will be escalated for visibility and action. Actions may include 
development of mitigation or contingency plans.   


At minimum the areas to be addressed in the implementation plan include: 


 Ongoing Stakeholder Engagement 
 CCBHC Operational Readiness 
 Communications Plan 
 PPS Implementation and Operational Readiness (Rates Approved, MMIS) 
 Registry Implementation and Operational Readiness 
 CCBHC Monitoring and Oversight Plan 
 Operations Stabilization Plan 
 Data Collection and Reporting Operational Readiness 
 Readiness to Participate in the National Evaluation 
 Ongoing TA to CCBHCs for Continuous Quality Improvement (CQI) 
 Ongoing TA to CMHCs wishing to be Certified as CCBHCs 


 


Additional topic areas will be added to the implementation plan scope throughout the Planning 
Year, and additional detail will be added for each topic area to capture needed transition and 
implementation activities. 


B.8 Describe and justify the selection of the PPS rate-setting methodology.  Oklahoma has 
selected the CC PPS-2 as the statewide rate-setting methodology as it is more in line with the 
state’s goal to reward value and drive high quality care. Some program and payment strategies 
that have been implemented to date to achieve this goal include: 
      
--In 2009, in order to maintain access and sustain improvement in clinical and non-clinical care, 
the enhanced tiered payment system (ETPS) was created in partnership with CMHCs and 
OHCA, and approved by CMS. A supplemental payment pool was established with twelve 
quality measures, such as inpatient/crisis follow-up within seven days, and medication visit 
within 14 days. This led to changes such as assigning staff to make welcome calls, post-
appointment follow-up and appointment reminder calls. This payment uses a pool of funds and 
providers are reimbursed quarterly.          
       
--In January 2015, OK’s Medicaid State Plan amendment for HHs was approved, paying a 
monthly “all-inclusive” fee to behavioral health providers for six core HH services. In addition to 
face-to-face time, this monthly payment approach reimburses for the additional clinical non face-
to-face time such as medication reconciliation and monitoring of care management reports using 
health information technology. It also provides the flexibility to meet the unique needs of the 
consumers without the constraints of the 15-minute billing increment. It allows the team 
approach to meet the unique needs of the consumer’s recovery using a team approach. 
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Describe how CCBHCs base cost with supporting data, will be collected.  As specified in 
Appendix III, cost and visit data will be collected in the planning grant period using a uniform 
cost report across all CMHCs. The state anticipates using one full year of costs. 


Base cost data will include total annual actual allowable CCBHC cost and estimated cost related 
to services or items where cost is not incurred during the planning phase but is projected to be 
incurred during the demonstration. It also includes the cost of care associated with the 
Designated Collaborating Organizations (DCOs) with which each CCBHC has formal 
relationships, or will have, during the demonstration period. Visit data will include visit data 
collected in the planning grant period. 


OK will develop Special Population PPS rates that will vary according to the state-determined 
users’ clinical conditions. For OK, these populations are adults with SMI and children with SED. 
We are identifying these special populations because they are predicted to have the highest level 
of behavioral health needs and they have the highest risk for poor life outcomes. Only the core 
quality measures will be employed.  


The CC PPS-2 methodology provides for quality bonus points (QBPs) to CCBHCs that meet 
core quality measures. In addition to having electronic health records, CMHCs will have access 
to registry functionality that can link claims and encounter data and report on various types of 
data including all of the core quality measures that CCBHCs will be required to meet in order to 
receive a QBP. CMHCs are very familiar with reporting on quality improvement measures and 
receiving a performance-based payment through the ETPS program. With the additional 
measures CCBHCs will be required to meet, the QBPs will be connected to the State’s goal to 
reward value. Only the core quality measures will be employed for the QBPs. 


B.9 Describe how the state will establish a PPS.  OK has requested to start phone consultations 
with CMS to refine the PPS methodology in anticipation of a demonstration, and anticipates a 
first call in early August. OK chooses CC PPS-2 for CCBHC payments with the understanding 
that it applies uniformly to all CCBHC services rendered by a CCBHC, including all satellite 
sites established prior to April 1, 2014. Separate monthly CC PPS-2 rates will be established for 
providing all services needed to meet the needs of clinic users including those special 
populations with certain clinical conditions. The clinical conditions used to define sub-
population specific groups are SMI and SED. OK will update cost data collected as described 
above in question B.8 from the planning grant period to demonstration year 1 (DY1) using the 
Medicare Economic Index (MEI) and from DY1 to DY2 by rebasing. To establish the CC PPS-2 
base rate and outlier payment, a three-step process will be used: Step 1. Determine the base PPS 
rate informed by data collected as indicated in the response to B8 above excluding costs for 
services to any CCBHC users with certain conditions and outlier payment. Base PPS formula is 
total annual allowable CCBHC costs, excluding costs for services to clinic users with certain 
conditions and outlier payments, divided by the total number of CCBHC unduplicated monthly 
visits per year, excluding clinic users with certain conditions. OK understands that the number of 
unduplicated monthly visits per year equals the total number of months that a member received 
at least one service in a month from a clinic. Step 2. To determine the PPS rates for special 
populations in the CC PPS-2 methodology, OK will divide the total annual allowable CCBHC 
costs, including only CCBHC users with certain conditions, excluding outlier payments, by the 
total number of CCBHC monthly visits per year including only CCBHC users with certain 


Oklahoma CCBHC, oppSM-16-001, CFDA 93.829 Page 18 of 32







conditions.   Step 3.  Based on the analysis of cost and visit data collected during the planning 
period, OK will determine an outlier payment methodology.  


To support the calculation of the PPS for DY1, Oklahoma will identify allowable costs necessary 
to support the provision of CCBHC services using a uniform cost report CMHC-wide that 
adheres to 45 CFR 75 Uniform Administrative Requirements, Cost Principles and Audit 
Requirement for HHS awards and 42 CFR 413 Principle of Reasonable Cost Reimbursement and 
any provisions specific to the CCBHCs Planning Grants as specified in RFA No. SM-16-001.  
OK has proper fiscal control and accounting procedures in place to permit tracing of funds to a 
level of expenditures adequate to establish that funds are not used in violation of applicable 
statutes. OK’s uniform cost report package and source documentations will adhere to federal and 
state record retention requirements. 


B.10 Identify any other organization(s) that will participate in the proposed project. Broad 
representation is vitally important to a successful planning year and subsequent demonstration. 
The following are all essential and commitment letters can be found from each of them in 
Attachment 1, along with the OHCAs and ODMHSASs Memorandum of Understanding (MOU): 


The University of Oklahoma School of Community Medicine, Department of Informatics 
and the ODMHSAS are contracted for the delivery of training to HHs in OK. Dr. Erik Vanderlip, 
MD MPH, a true physician champion, is dually boarded in Family Medicine and Psychiatry. He 
is a national expert in evidence-based, integrated care models and consults nationally. He will 
continue to consult with the ODMHSAS for each step of the planning grant and demonstration, if 
awarded. 


Oklahoma State Department of Health (OSDH) is led by Oklahoma’s Secretary of Health, 
Commissioner Terry Cline, former Administrator of SAMHSA. Dr. Cline is a champion for 
integrated health care in Oklahoma and works closely with the ODMHSAS Commissioner and 
OHCA Director to guide all three agencies toward networks of providers that provide integrated 
care utilizing evidence based practices. They are responsible for the Oklahoma Health 
Improvement Plan (OHIP), and work closely with the ODMHSAS on the behavioral health 
portion of this plan. They are committed to providing data helpful to state planning activities, 
providing guidance in line with the OHIP, and assisting with advising the Governor, if necessary, 
on additional resources that might be needed for sustaining advances made by CCBHCs. It is 
essential to have participation of Federally Qualified Health Centers (FQHCs) with the CMHCs 
as they transition to CCBHCs. Therefore the Primary Care Association is an important partner 
and has committed to participating in the planning process and providing guidance and updates 
to FQHCs. The OK Hospital Association will also be an important partner and will participate 
in planning and updating hospitals around the State.  


In addition, the following advocacy agencies are powerful partners for the ODMHSAS and 
OHCA in our mission to continually improve the public behavioral health system. Each of them 
has promised participation in the State Planning Grant activities and in the Demonstration. Each 
of them consists of a unique set of consumers, persons in recovery, family members, and 
advocates. Collectively, they promise the breadth and depth of consumer and advocate 
involvement that is greatly needed to ensure success. All have submitted Letters of Commitment 
that are included in Attachment 1. They have helped and will continue to help disseminate 
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surveys as needed. They will connect the ODMHSAS with their members and will help plan and 
conduct focus groups all over the state. They will advise the ODMHSAS based on the unique 
perspectives of their local, state and national connections. Advocacy organizations include: 1) 
the Mental Health Association of Oklahoma (MHAO), which became one of the first mental 
health associations in the nation in 1955; 2) NAMI OK is the state’s only organization affiliated 
with the National Alliance on Mental Illness (NAMI), the nation’s largest grassroots 
organization; 3) The Evolution Foundation, a statewide, non-profit agency that supports 
Oklahoma families with children with behavioral health care needs; and 4) OK Citizen 
Advocates for Recovery & Treatment (OCARTA), the first and only peer-run organization in 
the State; and 5) The Depression and Bipolar Support Alliance (DBSA), the leading patient-
directed national organization focusing on the most prevalent mental illnesses.  All of these 
organizations will provide strong ongoing partnership and will actively assist in the planning and 
demonstration processes. 


All of the CMHCs are utilizing MyHealth Access Network, the State’s Health Information 
Exchange. MyHealth enables participating providers to access a portal that displays a 
community-wide snapshot of patients' previous treatments, medications, allergies, 
immunizations, procedures and lab results. Providers can then drill into patient data to access 
both structured data and clinical documents, such as care summaries. MyHealth will continue as 
a very important partner to the State and all the CMHCs as they transition into CCBHCs.  


B.11 Describe how the state will work with CCBHCs to develop a process of board 
governance or other appropriate opportunities for meaningful input by consumers.  
Several CMHCs are indicating they would like to create a separate Advisory Board that would 
augment the representation, while continuing to improve Board representation. The ODMHSAS 
is preparing a survey for all CMHCs which will give a much more complete picture of the 
existing structures, as well as the proposals for improvement. Then, this information will be 
shared with consumers, family members, and those in recovery as focus groups are held early in 
the planning year and work begins with the CMHCs. If a CMHC does not submit an approvable 
plan, a negotiation will be necessary to improve the plan. All participating CMHCs will be 
required to measure their progress toward successful implementation of their plans and share 
with the State quarterly. NAMI OK and Evolution Foundation have both agreed (see 
commitment letters in Attachment 1) to provide collective as well as individual training and 
technical assistance to CMHCs. In addition, NAMI OK will train consumers in leadership and 
board representation utilizing a curriculum they have developed.  These advocacy agencies will 
provide travel reimbursement to consumers and family members for their participation in all of 
these activities.  


Discussions have begun with CMHCs regarding expanding the meaningful input by consumers, 
persons in recovery, and family members, as delineated in 6.b of Appendix II. Phone conferences 
have been held with each of the fourteen agencies to start the discussion. CMHCs currently have 
meaningful representation of consumers, persons in recovery and family on their boards, and 
over the planning year we will work with selected CCBHCs to ensure that the minimum 51% is 
achieved. The ODMHSAS will work closely with the CCBHCs to enhance their current 
structures and supports, as well as to develop new ones, in order to increase meaningful input 
from consumers, persons in recovery, and family members.  
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Section C:  Staff, Management, and Relevant Experience 


C.1 Capability and experience. The ODMHSAS has received SAMHSA funding for many 
previous grants and cooperative agreements with documented success, both for infrastructure and 
service delivery. These initiatives have greatly assisted the Department’s mission of providing 
the highest quality care to enhance the well-being of all Oklahomans. Most recent achievement, 
along with partner agency OHCA, approval from CMS to add HHs for adults with SMI and 
children with SED to available service models, is the closest to the current application. The 
ODMHSAS and OHCA took a thorough and methodical approach to planning at every phase, 
worked with CMSs technical assistance partner, Center for HealthCare Strategies in the final 
phase, and achieved approval January 1, 2015. Parts of the process most directly applicable to 
this application include: 1) developing and setting standards for HHs which involved revising 
Oklahoma Administrative Code (OAC) 450:17; 2) certifying HHs; 3) creating and operating an 
ongoing learning community with all participating providers; 4) working closely with each 
provider agency’s vendor to ensure compliance with electronic health record standards and goal 
dates for achieving interoperability; 5) selecting a vendor to create a registry at the state level to 
work closely with all HHs and the State’s Health Information Exchange; and 6) ensuring 
continuous quality improvement of services, access to services, and transitions of services 
between levels of care. As of June 2015, Oklahoma Health Homes have 22 provider agencies 
with over 100 separate site locations. Oklahoma Health Homes is currently serving just fewer 
than 6,000 adults with SMI and 4,000 children with SED. The ODMHSAS is dedicated to 
providing improved and integrated healthcare.  


Oklahoma will draw on our experiences of implementing SOC and similar initiatives, the active 
involvement of multiple stakeholders, and sound fiscal and evaluation infrastructures already in 
place to manage the proposed planning grant and demonstration. We are prepared, excited and 
challenged by our vision -- that all Oklahomans will have access to effective services in the 
communities of their choice. The ODMHSAS and its partners have demonstrated the capacity 
and inter-organizational resolve to implement the proposed project. 


OHCA has a successful history of pursuing innovative ideas such as Insure Oklahoma, Patient-
Centered Medical Homes, Health Access Networks and the Health Management Program. It 
continues to improve existing programs and implement innovating new ones as it works to make 
significant contributions to improve the health of Oklahoma families. They join the ODMHSAS, 
OSDH and other state leaders as part of the Oklahoma Health Improvement Plan (OHIP) with a 
view to transform the health of Oklahomans by improving their physical, social and mental well-
being through a high-functioning public health system.  


To date, five CMHCs have received SAMHSA Primary and Behavioral Health Care Integration 
Grants. Dr. Vanderlip of OU has clinical experience with SAMHSA PBHCI program 
implementation and elaborate collaborative care models at the University of Washington. He has 
coordinated several large-scale integrated care efforts through the American Psychiatric 
Association.  


C.2 List of staff positions for the project. Project Staff: Key state staff for the project will 
include a Project Manager, a Consulting Physician, a Decision Support Policy Analyst, two 
Senior Data Analysts, two Information Services Application Specialists II, two consultants with 
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OHCA, a consultant with the ODMHSAS, the Director of Community Based Services, and the 
Director of Behavioral Health Policy.  


The Project Manager (PM) will require a master’s degree and experience with concepts of 
integrated care, experience working with SMI/SED populations, supervisory and program 
management experience. The PM will report directly to the Director of Community Based 
Services and devote 75% of her time to this project. She will be involved in the development of 
the project, serve as primary liaison with providers, facilitate trainings for both the CCBHC team 
and agency providers, provide technical assistance to providers to ensure readiness, assist with 
certification, and provide long term management and support to provider agencies and the 
project. Malissa McEntire, MA, Manager of Integrated Care at the ODMHSAS will serve as the 
CCBHC Project Manager with 75% of her time. A full-time Project Coordinator (PC) will be 
hired promptly upon receipt of Notice of Award.  The PC will be devoted 100% to this project 
and will conduct the day to day business of the ODMHSAS to ensure grant deliverables are met 
and that OK’s goals are met.  The PC will report to the PM and will work closely with providers. 


The Physician Consultant will devote 25% of his time to this project. The Physician consultant 
will provide education and technical assistance to the CCBCH team, facilitate trainings for the 
CCBHC providers, and consult on key areas throughout the project. Erik Vanderlip, MD, 
Assistant Professor in the Departments of Psychiatry and Medical Informatics at the University 
of Oklahoma, School Of Community Medicine, will serve in this role as Physician Consultant. 
Dr. Vanderlip is actively developing innovative health service models that blend general health, 
behavioral health and social service disciplines into team-based chronic care workflows utilizing 
data from a state-of-the-art health information exchange.  


The Decision Support Policy Analyst and Two Senior Data Analysts will require a master’s 
degree with experience in conducting behavioral health data analysis. They will conduct data 
analysis, performance monitoring, and program evaluation. David Melton, Senior Data Analyst 
at the ODMHSAS will serve in this role at 25% of his time. A second Senior Data Analyst will 
be hired. Tracy Leeper, MA, Decision Support Policy Analyst, will serve as the Project 
Evaluator, 25% of her time. She has served as manager of all of the Department’s data system 
and performance indicator grant projects for the last 20 years. Two Information Services 
Application Specialists II, Warren Whisler and Nathaniel Robtoy, will provide IT support at 
50% each. They will develop the interfaces from each disparate EHR from the CCBHCs into a 
single interface to the registry to reduce the burden and expense of each CCBHC paying its 
vendor to develop an interface. These positions require a bachelor’s degree and at least two years 
of experience working with publically funded behavioral health information systems.  


The Director of Community Based Services will devote 10% of her time to this project, at no 
cost to the planning grant budget. She will supervise the PM and advise on program 
development, program administration, policy and healthcare quality improvement. Jackie Shipp, 
LPC, Director of Community Based Services, will serve as Program Director. The Policy 
Director will devote 10% of his time to this project, at no cost to the planning grant budget. He 
will develop policy, including certification standards and criteria for CCBHCs, and guide it 
through the approval process. Traylor Rains-Sims, JD, Director of Behavioral Health Policy, 
worked for seven years at the OHCA developing and writing policy before joining the 
ODMHSAS as the Director of Behavioral Health Policy.  
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C.3 Key staff experience and qualifications to develop the infrastructure for the 
population(s): The key staff for the OK CCBHC team has been working together for the past 
five years to build the infrastructure of integrated care in Oklahoma with the HH 
implementation.  For the past year and a half, the PM Malissa McEntire, has been instrumental 
in the development, training and certification of Oklahoma HHs. In this role Ms. McEntire has 
been extensively involved in the maturation of the 22 HH Providers. She has provided multiple 
trainings and technical assistance, facilitated monthly HH Learning Collaborative meetings, 
performed readiness reviews with provider agencies, and performed site visits to provider 
agencies. She has established positive relationships with provider agencies and continues to offer 
support and leadership. Ms. McEntire has 20 years of experience in behavioral health in direct 
care, supervision and administration. PC Eric Vanderlip, MD, MPH, delivers invited lectures 
nationally on the role of psychiatrists in the physical health of underserved populations with 
behavioral health disorders, with particular emphasis on emerging models of integrated care and 
adaptations to the traditional Assertive Community Treatment (ACT) service model. He is the 
author of two textbook chapters, several peer-reviewed publications, and consults nationally with 
ACT teams to incorporate general healthcare into their menu of services. His primary 
professional goal is developing state-of-the-art holistic healthcare services for poor and 
underserved populations. PE Tracy Leeper oversaw the Health Research and Services 
Administration-SAMHSA-funded Behavioral Health and Physical Health Care Data Exchange 
grant in 2012, which provided funding to publicly-funded behavioral health facilities to obtain 
health information exchange connections. She has authored several peer-reviewed articles on 
performance monitoring. Ms. Leeper is participating in the HH initiative and is responsible for 
development and monitoring of the quality measures and the implementation of the registry. 
SDA David Melton built reports for the National Outcome Measures (NOMs), worked 
extensively on a project to consolidate Medicaid and State behavioral health claims into the State 
MMIS, built a variety of reports used by administrators and agencies, and worked with agencies 
to ensure data quality. Nathaniel Robtoy, IS Application Developer II, was the chief developer 
of the interface from the 11 state-operated facilities’ EHRs to the HIE and worked on the prior 
authorization application, web services, EHR uploads, and the continuity of care document 
(CCD) for the HIE. Warren Whisler, IS Application Developer II, was the lead developer for 
the state-operated EHRs and has extensive experience integrating medical records into EHRs as 
well as front-end web design. OCHA Consultant Melinda Thomason has more than 25 years of 
experience in facilitating innovative service delivery systems in health care. Ms. Thomason was 
a key member of our HH implementation team; advising on policy, program administration and 
quality improvement. The ODMHSAS Consultant Deborah Ogles worked for over 25 years 
with the OHCA in health policy and finance and developed many approved CMS reimbursement 
methodologies for state plans and waivers during that time. These include the patient center 
medical home, Health Access Networks, Disproportionate Share Hospital Payments, FQHCs, 
PPS, Psychiatric Residential Treatment Facilities per diems and ETPS upper payment limit 
methodology. The Policy Director, Traylor Rains-Sims, JD, Director of Behavioral Health 
Policy, worked for seven years at the OHCA developing and writing policy. He is now the 
Director of Behavioral Health Policy at the ODMHSAS.  The Director of Community Based 
Services Jackie Shipp, LPC, worked as a child, youth and family therapist and as a supervisor of 
outpatient services in a community mental health center. She has worked for over 20 years in the 
behavioral health field. She was instrumental in the development of the Oklahoma HHs, 
including establishing the first HH model for children utilizing the Wraparound process. She 
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served as the lead in developing ODMHSAS plan for integrated care, working in program 
development, policy, program administration, and quality improvement. 


This team works well together, has a successful history together, and is committed to completing 
a successful state planning year and Demonstration. 


Section D: Data Collection and Performance Measurement   


D.1 Ability to collect and report on the required performance measures.  The ODMHSAS 
has successfully collected and reported Government Performance Results Act (GPRA) measures, 
National Outcome Measures (NOMs), the Client Level Data (CLD) and the Mental Health 
Treatment Episode Data Set (TEDS), and is currently developing processes to submit quality 
measures used in the CMS Health Home Quality Reporting Program. The Decision Support 
Services (DSS) Division will oversee the data collection and performance measurement and 
utilization. The DSS has considerable experience devising, managing and coordinating large and 
complete data collection efforts and has been responsible for evaluating a number of SAMHSA-
funded programs. All of the DSS analytic staff hold masters or doctorate degrees in research 
fields and have years of experience evaluating behavioral health programs. The Evaluation Team 
will be led by Tracy Leeper, MA, with access to the resources and skills of the entire DSS staff. 
Ms. Leeper has been the Lead Program Evaluator on several grant initiatives and has been the 
project manager on every data infrastructure grant available from SAMHSA since 1994, 
including the HRSA-SAMHSA-funded Behavioral Health and Physical Health Care Data 
Exchange Grant. She serves on several interagency health information technology (HIT) 
workgroups within the State and on performance measurement workgroups for the National 
Association of State Mental Health Program Directors (NASMHPD) and the National 
Association of State Alcohol and Drug Abuse Directors (NASADAD). David Melton, MS, a 
Senior Data Analyst, will set up the new rates and codes in the statewide data reporting system 
and developing reports for ongoing cost analyses and performance monitoring. Mr. Melton was 
one of the chief architects in designing and implementing the statewide data collection system 
used for all publically funded behavioral health care in the State. A Senior Data Analyst, with 
skills in quantitative and qualitative evaluation methods, will be hired to perform analytical work 
involving the collection, compilation, analysis and interpretation of information needed for the 
performance assessment, including mining data from the registry. 


Plan for Data Collection, Management, Analysis and Reporting. Data collection, management, 
analysis and reporting will be managed through a relational database of grant funded events and 
activities. We will collect data and report on the CCBHC specific performance measures as 
specified in Section 1-2.2 of this RFA. Descriptions of how the required measures will be 
collected, managed, analyzed and reported are listed below each measure. Differences among 
CCBHCs will be calculated and investigated. Independent variables studied may include rurality, 
size of organization, and degree of current integration with primary care and alcohol and drug 
use treatment. Descriptions of data collection procedures are listed under each measure.  


 Number of organizations or communities implementing mental health/substance use-
related training programs as a result of the grant. Trainings will occur at two levels. At 
the state level, the ODMHSAS offers a variety of trainings free of charge to behavioral 
health providers. All of the chosen EBP trainings will be provided through the 
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ODMHSAS. The ODMHSAS Training Institute is accredited by the Oklahoma State 
Medical Association to provide quality medical education opportunities through 
appropriate continuing medical education (CME) activities. The Training Institute uses a 
learning management system (LMS) to track all trainings and attendees. At the agency 
level, each CCBHC will be required to track all trainings provided as a result of the grant. 
Most CMHCs currently use software to track staff training and certification. In addition 
to the number trained and training programs being implemented, the types of EBPs in 
which recipients are being trained and the specific fidelity measures used to monitor 
fidelity will be tracked. 


 The number of people newly credentialed/certified to provide mental health/substance 
use-related practices/activities that are consistent with the goals of the grant. The 
ODMHSAS uses online databases to track certification status and continuing education 
unit updates. Examples of the databases used to track certifications are the Peer Recovery 
Support Specialist, Case Manager and the Wellness Coach systems. These systems allow 
applicants to register for certification and, once certified, to view certification status and 
update information. Licensing information is maintained through the MMIS. Information 
from each of the data systems will be used by the Evaluation Team to link trainings to 
staff from CCBHCs and calculate the number trained in each credential or certification.  


 The number of financing policy changes completed as a result of the grant; the number of 
policy changes completed as a result of the grant; and the number of organizational 
changes made to support improvement of mental health/substance use-related 
practices/activities that are consistent with the goals of the grant. The DSS staff has 
experience collecting policy and organizational changes through its evaluation of the 
SAMHSA funded Transformation State Incentive Grant. The CCBHCs will be asked to 
keep a log of all policy and organizational changes including personnel, operations, 
finance, and clinical changes. In addition, the Evaluation Team will use a semi-structured 
interview protocol designed for this purpose. The Evaluation Team will review 
compilations of statutes, administrative rules and available annual reports describing 
policy changes and priorities. A content analysis will be performed on the resulting 
information, which will be categorized by type of change and consolidated in a concise 
matrix for each organization. Specifically, each organization matrix will include a brief 
description of each policy or organizational change and its effective date, the mechanism 
of change (statute, agency rule, etc.), agencies involved, populations affected by the 
change; the impact of the change and its relevance to the project. 


 The number of communities that establish management information/information 
technology system links across multiple agencies in order to share service population and 
service delivery data as a result of the grant. All CMHCs have or are in the process of 
obtaining meaningful use certified electronic health records (EHRs) and exchanging data 
through a health information exchange (HIE) as required for HH certification. The 
evaluation team will track the progress of each implementation. The HIE has audit 
capabilities that track what data are sent, from whom and to whom. This mechanism will 
be used to identify agencies electronically sharing data with other agencies for CCBHC 
clients in the various communities. Not only will the number of communities that 
establish management information/information technology system links across multiple 
agencies be tracked but the percent of CCBHC clients whose data are electronically 
shared will be compiled and compared among the CCBHCs.  
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 The number and percentage of work group/advisory group/council members who are 
consumers/family members. CCBHCs will be required to submit the demographics of 
each of their work and advisory groups to ensure consumer/family member 
representation, as well as racial/ethnicity, gender and other demographic representation 
on a semi-annual basis. These data will be compared against the consumer population at 
each CCBHC to ensure all subpopulations are represented. The data will be collected on 
each of the state level workgroups and council members as well.  


 The number of organizations collaborating/coordinating/sharing resources. A database 
will be kept to track all MOUs, contracts, and other types of arrangements among the 
CCBHCs, the DCOs and others. The types of organizations, e.g., FQHC, inpatient 
psychiatric and substance abuse treatment facility, school, therapeutic foster care, VA 
medical center, etc., will be tracked, to determine the number of organizations and the 
array of care coordination occurring across settings by each CCBHC.  


 
Data will be reported quarterly through the Common Data Platform (CDP) by the 15th of the 
month following the quarter’s end. DSS staff members are familiar with the CDP as the DSS is 
currently evaluating seven SAMHSA projects in which CDP reporting is required.   
 
Additional Measures: In addition to the required performance measures, the evaluation team will 
also track adherence to the timeline and logic model to keep stakeholders apprised of what tasks 
need to be accomplished and the status of the project at any given time. The Senior Data Analyst 
will review the project’s tasks, the responsibility for each task and associated target dates and 
communicate the status to stakeholders and team members. Any deviations or delays will be 
reported so solutions can be implemented. Another process that will be closely tracked is the 
billing system changes and related trainings. Two members of the Evaluation Team were very 
involved in designing and implementing the per member per month rate for the health home 
project and will follow the same set of procedures and monitoring activities to ensure accurate 
billing procedures are ready at the time of CCBHC certification. 
 
D.2 How the state will support CCBHCs build the performance measurement 
infrastructure and implement continuous quality improvement processes.  Continuous 
Quality Improvement (CQI) is a quality management process that encourages all health care 
team members to continuously ask the questions, “how are we doing?” and “can we do it 
better?” (Edwards, 2008). The National Learning Consortium asserts the key to any CQI 
initiative is using a structured planning approach to evaluate the current practice processes and 
improve systems and processes to achieve the desired outcome and vision for the desired future 
state. To address these questions, a practice needs structured clinical and administrative data. 
EHRs, HIEs and a registry can, if properly designed and implemented, capture these data 
efficiently and effectively. To this end, the ODMHSAS has ensured these functionalities are in 
place and will provide technical assistance to the CCBHCs on using them to make data driven 
decisions, obtain a deep understanding of their patient population, and uncover aspects of patient 
care that could be improved. 
 
The ODMHSAS is currently contracting with Erik Vanderlip to provide technical assistance to 
the Behavioral Health Homes through its Health Home Learning Collaborative and will continue 
to assist providers in the transition to CCBHCs. Dr. Vanderlip is a former Senior Fellow at the 


Oklahoma CCBHC, oppSM-16-001, CFDA 93.829 Page 26 of 32







University of Washington where he studied integrated health services design and delivery. Areas 
in which Dr. Vanderlip will work with providers are: using patient registries and measurements, 
evidence-based design, data imputation, EHR/HIE interface, patient portals, patient-centered 
outcomes, quality improvement, benchmarking, pay-for-performance, case-mix adjustments, 
provider-incentives and breaking away from volume-based reimbursements.  


In addition to the technical assistance provided by Dr. Vanderlip, the Decision Support Services 
(DSS) Division of the ODMHSAS continues to work with its providers to make available 
processes and analytic reports that support continuous quality improvement and quality 
monitoring mechanisms in all levels of the health care delivery system. DSS staff produces 
meaningful reports that can be used for finance, operations, clinical and outcome monitoring. 
Since merging data systems with the OHCA in 2010, the DSS staff has developed over 80 
performance improvement reports, available on the ODMHSAS website. Data are integrated 
from claims, patient demographics, eligibility, encounter data and other data sources. Topics 
include consumer survey results, data management, data quality, consumer demographics, 
financial, health homes, provider performance and provider requested reports. Most reports are 
available at the facility and client level and time frames can be specified by the user. DSS staff 
members also give presentations at several statewide conferences and at individual facilities each 
year concerning the performance improvement reports, the importance of correct data reporting, 
and how data can be used to drive improved treatment practices.  


Health information technology will also be used to develop performance measurement 
infrastructure and guide continuous quality improvement processes. The ODMHSAS was one of 
five states that received a HRSA-SAMHSA-funded Behavioral Health and Physical Health Care 
Data Exchange grant. Through this initiative, safety net providers were able to secure HIE 
connectivity and secure direct messaging at no initial cost to the agencies. All 14 CMHCs are 
currently in the process of onboarding with an HIE. The HIE is a vehicle for improving quality 
and safety of patient care by reducing medication and medical errors, increasing efficiency by 
eliminating unnecessary paperwork, providing caregivers with clinical decision support tools for 
more effective care and treatment, and eliminating redundant or unnecessary testing. 


The ODMHSAS has recently procured a Behavioral Health Home Information Management 
System, referred to as the “registry” through Care Management Technologies (CMT). The 
registry provides abstraction, aggregation, analysis and interpretation of data, both prospectively 
and retrospectively, to aid clinical risk analysis and management of a population. The registry 
integrates large volumes of disparate data (including claims data, medical services and pharmacy 
data) and analyzes this convergence of information for the eligible population in respect to 
proportional risk, including adherence markers, gaps in care, substandard or inappropriate care, 
co-morbid physical and mental health conditions that are associated with elevated cost burden, 
and chemical dependency or underlying addictions that may be undermining overall health care 
and increasing costs. The registry provides secure, 24/7 access to patient health care analytics by 
providing data on best practice for psychopharmacologic application relative to psychotropic and 
pain medicines and disease management flags relative to gaps in care for chronic disease states 
most frequently associated with those suffering from mental illness. All data and data analytics 
are displayed for each patient in an Integrated Health Profile (IHP) for holistic health 
management. These data are used by care coordinators, quality improvement staff and clinical 
and financial administrators to understand the patient/population needs and to direct intervention 
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activity to obtain desired outcomes. CMT is the behavioral health data analytics partner for the 
first-in-nation behavioral health home initiative for Medicaid beneficiaries with behavioral-
medical comorbidities in the State of Missouri. CMT has a demonstrated record of both clinical 
and financial impact, including reductions in ER visits and hospitalizations by up to 25% and an 
average annual savings per intervened patient of up to $1,500 in pharmacy and services costs. 


Project evaluators will work with the CMT data analytics experts, Dr. Vanderlip, DSS staff 
involved in the HH evaluation, including the proposed Project Evaluator, the HIE analytics team 
and the CCBHCs throughout the planning grant and beyond to ensure the CCBHCs have the 
people, process, and technologies to move from the current state to the desired state.  


D.3 Describe the plan for conducting the performance assessment as specified. To develop 
an effective monitoring plan while ensuring an ongoing quality improvement process, a team 
approach will be used. The team approach serves two purposes. First, having diverse 
perspectives will help ensure that project needs and challenges are identified, creative solutions 
are implemented, and process and outcomes measures relevant to all stakeholders are collected. 
Second, a more effective continuous quality improvement process can be implemented because 
team members can identify areas in need of improvement and take recommendations back to the 
parties responsible for implementing the changes. The team will then monitor results to 
determine whether the changes are having the desired effect, and provide feedback to the parties 
involved. The Evaluation Team will be a part of the overall Project Team, will be led by the 
Project Evaluator and consist of the Senior Data Analysts, Project Manager, Policy Director, 
members from the State Planning and Advisory Council, the Partnership for Children’s 
Behavioral Health, the Behavioral Health Advisory Council and CCBHC representatives. Bi-
monthly meetings or webinars will be convened to review performance data, progress and 
results, and ensure continuous quality improvement. An important component of the evaluation 
will be adherence to the goals, objectives and project timeline. The monitoring team will review 
these documents to ensure necessary resources are available, determine the status of each project 
task, and identify any obstacles to their timely completion. Issues or events that lead to 
deviations from the plan, effects of such deviations, the steps taken to correct them and lessons 
learned will be recorded by as a component of the process evaluation. These findings will be 
shared with all of the Project Team and relevant stakeholders, such as the Mental Health 
Association of Oklahoma, NAMI OK, the Oklahoma Family Network and Oklahoma Citizen 
Advocates Recovery and Treatment Association. Quarterly summary reports will be compiled by 
the Evaluation Team and sent to SAMHSA and any other interested parties within 15 days of the 
end of the reporting quarter. These “dashboard” reports will include process and outcome 
measures and will highlight any differences among the CCBHCs progress towards certification 
so appropriate actions can be taken. While the results will be reported by individual CCBHCs, all 
stakeholders, including the CCBHCs, will be able to see the other centers’ results as well. Any 
additional reporting requested by SAMHSA will be completed in the time frame requested.  


As part of the performance assessment, an environmental scan will be conducted to determine 
current behavioral health disparities so future performance of the CCBHCs can be compared. 
Two distinct types of disparities will be examined. The first will look at disparities within the 
behavioral health population. Access to services by race/ethnicity, age, gender, and military 
status will be compared to the number in need of treatment as determined by the National Survey 
on Drug Use and Health (NSDUH). The second type of disparity will compare access to physical 
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health treatment between the behavioral health population and the general population. In the past 
the DSS has matched statewide mortality data to mental health and substance abuse service 
recipients to determine the rate of death compared to the general population. In 2000, 
Oklahomans with severe mental illness died on average 26.2 years earlier than the general 
population. Causes for death were generally treatable chronic health conditions. DSS has 
recently received the mortality data so a more recent comparison can be made.  


D.4 Discuss the challenges that may be encountered in collecting the data required. The 
DSS staff has participated in many data collection efforts and is aware of potential hurdles. The 
challenge most often heard at the facility level is the expense of modifying its EHR in order to 
collect and submit the data elements required for evaluation purposes. Historically, behavioral 
health providers have not had the resource to advance HIT as other fields have. A 2009 survey 
results showed that primary care spends twice as much as behavioral health services on HIT and 
three times more on IT employees, and HIT funding remains a large challenge today (Eisele, 
2009). To combat this, the ODMHSAS proposes to utilize some of the planning grant funds to 
offset the HIT infrastructure costs for the CCBHCs. Among the 14 CMHCs, there are five EHRs 
being used that will need the interface with the registry modified to include the CCBHC quality 
measures and bonus quality measures. It is proposed that a portion of planning grant funding be 
used to offset the costs of the interface.  


Other challenges include ensuring data quality so meaningful measures are used for continuous 
quality improvement purposes and the true value of the project is demonstrated. A recent 
American Health Information Management Association (AHIMA) Practice Brief states “In 
healthcare reporting, data quality and consistency are critical to ensuring patient safety and 
communicating health service delivery. Assessing the quality and consistency of data requires 
data standards” (AHIMA, 2014). In an effort to improve the quality of treatment data being 
reported, the ODMHSAS Data Integrity Review Team (DIRT) was formed in the fall of 2007 
and consists of staff in the Decision Support Services (DSS) Division. The main objectives of the 
visits or webinars are to educate treatment staff about 1) performance measures and how to 
properly report the measures, and 2) the use of various reports available at the facility and 
individual level to use the data to improve treatment performance. As mentioned earlier, the DSS 
Division provides many reports at the provider level, including 10 data quality reports. Staff 
continues to mine the data to identify new ways to detect potential errors that will aid providers 
and ensure quality data reporting. With the CCBHC quality measures, logical parameters will be 
set for each measure and reports will be developed to show CCBHCs where they are more than 5 
and 10 percent away from the average of all other CCBHCs.    


Even though all CCBHCs will have certified EHRs, each system may code and record data in a 
slightly different format. For example, height may be recorded in inches or centimeters. It is 
imperative that all data be normalized before aggregation and analysis. Funds will be used to 
support the vendor for the registry working very closely with the EHR vendors and a data system 
subject matter expert during the implementation phase to ensure standardization of data fields.  


D.5 Preliminary plan on how the state will select a comparison group.  There are two 
proposed methods for selecting the comparison group depending on the number of CMHCs that 
obtain certification by October 2016. Option one, the preferred method, is to use clients being 
seen at CMHCs that are not participating in the CCBHC Demonstration project. Clients would 
be matched on similar demographics, level of functioning, symptomatology and other variables. 
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This method would allow for a more robust comparison because very detailed data are being 
collected on all CMHC consumers and submitted to the registry. Another benefit of using this 
population is the severity of behavioral health and physical health problems are documented to 
allow for a fairer comparison with the CCBHC population. If all 14 CMHCs become certified as 
CCBHCs, an alternative method is to use propensity score matching on individuals being seen at 
community-based, non-CMHCs. All publically funded behavioral health agencies in the State are 
required to report on SMI/SED status, drugs of choice, frequency of use, age at first use, 
assessment scores, which can be used to determine types and severity of disorders for 
comparison. Demographic information is also available to account for differences between 
populations. Data for the comparison group can be accessed through the ODMHSAS prior 
authorization system, claims and eligibility files. However, if measures are chosen for the 
National Evaluation that use items only collected in the EHR such as lab results and health 
assessment scores, these data would not be available, which could lead to residual confounding. 
It is common that information about the patient, exposure or comparison treatment, and/or 
outcomes are collected differently across different databases, and therefore, are not comparable 
between the exposed group and comparison group. This non-comparability of available 
information for confounder adjustment may lead to increased residual confounding when 
common variables available across the databases are limited. All attempts will be made to 
mitigate any residual confounding by statistical controlling for their effects. While access and 
scope of services can be determined for comparison clients in both options, the former option 
would also permit a better comparison of treatment quality.  


D.6 Capacity to collect data to inform the national evaluation of the demonstration 
program. Claims and Encounter Data, Patient Records, and Registry Data. In 2010, the 
ODMHSAS and the OHCA merged the two agencies’ management information systems into a 
consolidated claims system, establishing standardized processes, including eligibility 
determination, authorizations, claims filing and outcome reporting for all publically funded 
behavioral health care. At the same time, the combined payer system was designed to maximize 
federal Medicaid matching funds by ensuring that services for consumers eligible for Medicaid 
payments are paid from this funding source rather than State or block grant funds. The system 
uses a unique identifier that allows consumers to be linked across providers and over time. 
Because it is a relational database, pharmacy claims and encounter data, including inpatient and 
outpatient claims, can be linked back to the individual. Demographics, diagnosis, assessment 
scores and outcome data are also linked. The ODMHSAS was the first state to submit both the 
admission and the discharge set to the Treatment Episode Data Set (TEDS) program. The TEDS 
data, the Uniform Reporting System (URS) tables and corresponding data from the comparison 
group will be provided to the national evaluator routinely as designated by the evaluator. Each 
facility, facility location and clinician has a unique identifier and can be linked back to the 
service and consumer. There are over 100 service codes and modifier combinations which 
provide detailed information about the types and duration of services each consumer is receiving. 
Rates are attached to all of the services, which allow cost reports to be calculated. While the 
CCBHCs will be paid a monthly rate, they will still be required to report individual services 
billed at zero dollars. This “shadow” billing mechanism will allow for comparisons to be made 
between what would have been paid fee-for-service vs. the PPS rate at each CCBHC, as well as 
comparing what was paid to the comparison group and payments to the CCBHCs.  
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The ODMHSAS designed and manages the prior authorization system which interacts with the 
Medicaid Management Information System (MMIS). The prior authorization system, the Person-
Centered Integrated Client Information System (PICIS) not only authorizes services and payment 
amounts but also collects data for outcome measures. These data include information about 
demographic characteristics, living arrangements, employment, income, legal and marital status, 
language proficiency, education, disabilities, diagnoses, level of functioning, drugs of choice 
(including tobacco), frequency of use, and client assessment results. Consumer information is 
collected and reported at admission, six-month update, and discharge transaction. Comparisons 
can be made from admission to updates on items such employment status, housing status, 
frequency of alcohol/drug use, and level of functioning. PICIS data on age, race, ethnicity, 
gender, marital status, language, physical disabilities, drugs of choice, level of functioning 
scores, and other elements will be cross-tabulated with services, retention, and outcome 
information to determine where behavioral health disparities are occurring.  


All CMHCs are required to have a meaningful use certified EHR or a plan to obtain one by July 
2016 and must electronically exchange data through an HIE. In addition, the ODMHSAS has 
procured an HH information management system (registry) to which all HH are required to 
report data. The purpose of the registry is to enable electronic communication between the OK 
HHs, the OHCA, the ODMHSAS and CMS for the purpose of enrollment and discharge 
tracking, compliance, quality assurance, and outcome monitoring. The registry maintains current 
specifications of all measures (as defined by the state and federal government), collects the 
needed data, provides ongoing monitoring at the individual and facility level with continual 
feedback to address gaps in services, identify risks and appropriate evidence-based practices to 
ensure members receive the highest quality of integrated primary and behavioral health care.  


The system is able to:  
 Match data about HH members from multiple sources such as MMIS claims, pharmacy 


databases, electronic health record systems, social service databases, etc. for individual 
management and aggregate data for population surveillance.  


 Stratify members by different criteria such as diagnosis, medication adherence, 
emergency department admissions, risk of emergency department admissions, and 
comorbid conditions.  


 Provide patient summary reports which include: health alerts such as contraindications 
for medications, allergies, etc.; evidence-based practice algorithms used to identify gaps 
in care at both member and population level, which are sex and age-banded and includes 
evidence-based practices for physical and behavioral health disorders; track care 
transitions and notification alerts for admissions, transfers or discharges from emergency 
departments, hospitals, acute care facilities and long-term care facilities; guidelines 
addressing therapeutic duplication, polypharmacy, high/low dose, safety and cost 
effectiveness for physical and behavioral medications; track quality and outcome 
measures. 


 Compile measures required by CMS and State for health homes, SAMHSA National 
Outcome Measures, NCQA, HEDIS and other national measures; provide periodical 
outcome analysis to demonstrate outcomes are being achieved or areas in need of 
improvement; rank providers by compliance to evidenced-based guidelines and outcome 
measures; monitor performance measures in real time and noncompliant cases remediated 
prior to annual measurement. 
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It is through this registry where the majority of the data will be collected, analyzed, and reported 
for the required quality measures by both the CCBHCs and the State. The registry receives 
patient records from the CCBHC EHRs, claims and encounter data from the MMIS and other 
data sources to compile the measures required by the State, CMS and the national evaluator. 
Because the registry collects much of the data needed to compile the performance measures in a 
centralized dataset, it is anticipated that an interface will be developed between the registry and 
the national evaluation so each CCBHC will not have to resubmit the data to the national 
evaluation, reducing reporting burden and expense. Some measures, such as the housing and 
employment status of consumers, will be compiled through the PICIS as is currently done to 
report to the URS tables.  


Additional HH measures will also be used to evaluate the CCBHCs. The measures are:  
 % of acute care hospitalizations for ambulatory care sensitive conditions 
 % of consumers with coronary artery disease who were prescribed lipid lowering therapy 
  % of adults on antihypertensive multi-drug therapy, including a thiazide diuretic 
  % of youth who show improvement in functioning 
  % of youth with a reduction in self harm attempts 
  % of youth with a reduction in arrests 
  % of youth with a reduction in contacts with law enforcement 
  % of youth with a reduction in days absent from school 
  % of youth with a reduction in days suspended from school 
 % of adults screened for clinical depression using a standardized tool & document follow-


up  
  % of women 50 to 69 years of age screened in the past two years for breast cancer 
  % of women age 21 to 64 screened for cervical cancer in the past three years 
  % of consumer with a transition record transmitted to a health care professional 
 follow-up after hospitalization for mental illness 


*In addition, bonus quality measures will be collected and analyzed. 


Patient Experience Data. The ODMHSAS has administered the Mental Health Statistics 
Improvement Program (MHSIP) survey to adults and caregivers of youth receiving mental health 
services at each CMHC for over 10 years. Aggregate reports are available for each CMHC online 
and a database of each survey item is kept and can be submitted to the evaluators for the required 
“patient experience of care” and “family experience of care” measures. While the Likert-scaled 
questions offer a quantifiable comparison of centers on the various items and domains, useful 
and actionable information is also gleaned from the free text comment section.  Therefore, 
consumer and caregiver focus groups will also be held at various time points during the 
Demonstration period. When focus groups have been held for other large scale projects, the 
Evaluation Team was able to discover how different groups think and feel about a topic and why 
they hold certain opinions, investigate the use, effectiveness and usefulness of particular 
interventions and processes, suggest potential solutions to problems identified and inform 
decision-making, strategic planning and resource allocation. Focus groups will strive to include 
consumers and caregivers from various age, sex, 