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SERVICE INTRODUCTION

Mental health treatment for people living with HIV attempts to improve and
sustain a client’s quality of life. Counseling and psychotherapy have been shown
to be helpful in alleviating or decreasing psychological symptoms that can
accompany a diagnosis of HIV. Often, people living with HIV bring issues that
pre-dated their infection, but have been exacerbated by the stress of living with a
chronic illness.

Mental health services provided under contract with the Los Angeles County
Office of AIDS Programs and Policy include:

Client Intake

Biopsychosocial Assessment

Treatment Planning

Treatment Provision in Individual, Family, Conjoint or Group modalities
Drop-In Psychotherapy Groups

Crisis Intervention

All interventions must be based on proven clinical methods and in accordance
with legal and ethical standards. The importance of maintaining confidentiality is
of critical importance and cannot be overstated. All programs must comply with
the Health Insurance Portability and Accountability Act (HIPAA) standards for
information disclosure.

Several themes reoccur throughout this Standard:

e Providers are asked to ‘start where the client is.’

e Treatment decisions are made collaboratively, based on the needs
identified in the Biopsychosocial Assessment.

e Providers must be experienced, well-trained and knowledgeable regarding
the needs of a culturally complex treatment population.

The Los Angeles County Commission on HIV and Office of AIDS Program and
Policy have developed this Standard of Care in order to set minimum quality
expectations for service provision and to guarantee clients consistent care,
regardless of where they receive services in the county. A draft of this Standard
has been reviewed by an expert panel, consisting of leading providers and
administrators in the field, as well as actual consumers of the service. This draft
of the Standard is being presented to the Commission on HIV after a three-week
Public Comment period.
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This draft represents a synthesis of a significant number of published Standards
and research. The key source documents included:

e Mental Health Services Contract Exhibit, Office of AIDS Programs and
Policy

e Mental Health Practice Guidelines for Treatment of People Living with
HIV/AIDS; Mental Health Task Force, Los Angeles County Commission on
HIV and Office of AIDS Programs and Policy; 2002.

e Practice Guidelines for the Treatment of Patients with HIV/AIDS; American
Psychiatric Association, 2001.

e Standards of Care developed by several other Ryan White Title 1
Planning Councils. Most valuable in the drafting of this Standard were
Boston, MA (2004); Baltimore, MD (2004); and San Antonio, TX (2005).
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SERVICE/ORGANIZATIONAL LICENSURE CATEGORY

Providers of mental health services include licensed practitioners and unlicensed
practitioners who practice under the supervision of a licensed mental health
professional and as mandated by their respective licensing bodies.

Licensed Practitioners:

Licensed Clinical Social Workers (LCSW): LCSWSs possess a master’'s
degree in social work (M.S.W.). LCSWs are required to accrue 3200
hours of supervised professional experience in order to qualify for
licensing. The Board of Behavioral Science Examiners regulates the
provision of mental health services by LCSWs.

Marriage and Family Therapists (MFT): MFTs possess a master’s
degree in counseling. MFTs are required to accrue 3000 hours of
supervised counseling or psychotherapy experience in order to qualify for
licensing. The Board of Behavioral Science Examiners regulates the
provision of mental health services by MFTs.

Psychologists: Psychologists possess a doctoral degree in psychology
or education (Ph.D, Psy.D., Ed.D.). Psychologists are required to accrue
3000 hours of supervised professional experience in order to qualify for
licensing. The Board of Psychology regulates the provision of mental
health services by psychologists.

Unlicensed Practitioners:

Marriage Family Therapist Interns; Psychological Assistants, Interns,
Post-Doctoral Fellows and Trainees; and Social Work Associates:
Interns, Assistants, Fellows, and Associates are accumulating supervised
experience as part of their preparation for licensing or certification. They
have completed graduate work in counseling, psychology or social work.
These providers require direct supervision by a licensed mental health
practitioner as mandated by their respective licensing bodies.

Marriage Family Therapist Trainees and Social Work Interns:
Trainees and Interns are in the process of obtaining their master’'s
degrees and completing the necessary practicum or field work in a site
approved by their academic institutions. Trainees and Interns require
direct supervision by a licensed mental health practitioner at the approved
site as mandated by their respective licensing bodies.
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DEFINITIONS AND DESCRIPTIONS

Client Intake is the process that determines a person’s eligibility for mental
health services.

Biopsychosocial Assessment is completed during a collaborative face-to-face
interview in which the client’s biopsychosocial history and current presentation
are evaluated to determine diagnosis and treatment plan. Reassessments are
indicated when there is significant change in the client’s status, or when the client
re-enters treatment.

Treatment Plans are developed in collaboration with the client and outline the
course of treatment. A treatment plan begins with a statement of problems to be
addressed in treatment and follows with goals, objectives, timeframes and
interventions to meet these goals.

Psychotherapeutic Treatment includes ongoing contact and clinical
interventions with or on behalf of a client to meet pre-determined collaboratively
developed treatment goals. Interventions can be performed in a variety of
modalities:

Individual: treatment unit is the individual seeking service

Family/Conjoint: treatment unit is the family or couple (as defined by the
client)

Group: treatment unit is a group of clients

Crisis Intervention Services are unplanned services provided to an individual,
couple or family experiencing biopsychosocial distress. These services focus on
reversing and stabilizing crisis-related deterioration of functioning.
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HOW SERVICE RELATES TO HIV

There are currently over 19,700 people known to be living with AIDS in Los
Angeles County. It is estimated that over 54,000 are living with HIV. Los
Angeles County comprises 35% of the total AIDS cases in the state of California
(Los Angeles Co, 2004).

Recent studies have shown that approximately 30% of men and 38% of women
presenting in HIV primary care clinics are in need of mental health services
(Sherer, et al., 2002), a figure that is two to three times higher than that seen in
the general community population (Kessler, et al., 1994). Other studies have
demonstrated that people living with HIV presenting for medical care are up to
five times more likely to screen positive for a mental disorder or drug
dependence (Bing et al., 2001; Burnam et al., 2001). When all DSM IV-TR
diagnostic categories are combined, between one third and one half of HIV
positive persons suffer from a current mental disorder (Klinkenberg & Sacks,
2004).

Comorbid mental health problems show direct relationship to diminished health-
related quality of life (Hays, et al., 1995; Sherbourne, et al., 1996; Wells, et al.,
1989). People living with HIV and co-occurring mental health problems score
lower on health-related quality of life measures, negatively impacting the use of
health services, medication adherence and overall health outcomes (Bing et al.,
2001; Sherbourne, et al., 2000).

Mental health services for people living with HIV have been demonstrated to
have a positive influence on primary care, in entry (Messeri, et al., 2002;
Conviser & Pounds, 2002), utilization and retention (Lo, MacGovern & Bradford,
2002; Conviser & Pounds, 2002). Patients receiving mental health services were
more likely to receive regular care than those who did not receive such services
(Ashman, Conviser, & Pounds, 2002; Sherer, et al., 2002). Improvement in
mental health problems for people living with HIV can lead to improved health-
related quality of life (Elliott, Russo, & Roy-Byrne, 2002).
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SERVICE COMPONENTS

HIV/AIDS mental health services are short-term or sustained therapeutic
interventions provided by mental health professionals for clients experiencing
acute and/or ongoing psychological distress. Services include biopsychosocial
assessment; development of a treatment plan; individual, family/conjoint, and/or
group psychotherapy; drop-in psychoeducational groups; and crisis intervention.
These services will be provided to medically indigent (uninsured

and/or ineligible for health care coverage) persons with HIV/AIDS residing within
Los Angeles County.

CLIENT INTAKE

Client intake is required for all clients who request or are referred to HIV services.
The intake determines eligibility and includes, at minimum, demographic,
emergency contact, and eligibility documentation. The intake process also
acquaints the client with the range of services offered and determines the client’s
interest in such services. Client intake must be completed in the first contact with
the potential client to ensure eligibility. (See Exhibit 1 in LINKAGES AND
TOOLS for a sample Intake form.)

Required Forms: Programs must develop the following forms in
accordance with state and local guidelines. Completed forms are required
for each client:

e Release of Information, as needed. Release of Information forms
must be updated annually and will detail the specific person/s or
agencies to whom information will be released as well as the
specific kind of information to be released. New forms must be
added for individuals not listed on the must current Release of
Information. (Specification should indicate the type of information
that can be released.)

e Limits of Confidentiality

e Consent to Receive Services (See Exhibit 2 in LINKAGES AND
TOOLS for a sample Consent form.)

e Client Rights and Responsibilities

e Client Grievance Procedures

Additionally, the client’s file must include the following documentation for
eligibility:

e Proof of HIV diagnosis
e Proof of income
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e Proof of residence in Los Angeles County

STANDARD

MEASURE

Intake process is begun during first
contact with client

Intake tool is completed and placed in
client file

Eligibility for services is determined

Client’s file includes:
e Proof of HIV diagnosis
e Proof of income
e Proof of Los Angeles County
residence

Confidentiality policy and Release of
Information is discussed and
completed

Release of Information signed and
dated by client on file and updated
annually.

Consent for Services completed

Signed and dated Consent in client file

Client is informed of Rights and
Responsibility and Grievance
Procedures

Signed and dated forms in client file

BIOPSYCHOSOCIAL ASSESSMENT

Biopsychosocial assessment is required for all persons receiving individual,
family/conjoint and/or group psychotherapy. Persons receiving crisis intervention
or drop-in psychotherapy groups only do not require these assessments. The
assessment shall support the mental health treatment modality chosen. A
progress note referencing actual date(s) of assessment, time spent, and, if the
assessment was not completed, plans to complete will be included in the client
file. Assessments will be signed and dated by the mental health provider
conducting the interview. If this provider is unlicensed, the assessment will be
co-signed by the licensed clinical supervisor. (See Acuff, et al., (1999) for
further discussion of biopsychosocial assessment.)

Reassessments shall be conducted as driven by client need, when a client’s
status has changed significantly or when the client has left and re-entered
treatment, but at a minimum of once every 12 months.

Comprehensive Biopsychosocial Assessments should be completed after two
sessions, but no longer than 30 days. If an Assessment cannot be completed
within 30 days, the reason for this delay must be stated in the progress notes.
(See Exhibit 3 in LINKAGES AND TOOLS for a sample Biopsychosocial
Assessment). This Assessment provides detailed cues for the following required

documentation (at minimum):

e Statement of client’s presenting problem
e Psychiatric or mental health treatment history
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e Family, relationships and support systems (including physical, sexual and
domestic violence history; living conditions and environment)

Substance use history
Legal history

and exercise)
Medication adherence

Mental status exam

Cultural influences (to include spirituality/religion)
Education and employment history

General and HIV related medical history and health (including diet, sleep

HIV risk behavior and harm reduction

Complete DSM IV-TR five axis diagnosis

STANDARD

MEASURE

Biopsychosocial assessment should be
completed within two visits, but no
longer than 30 days

Completed assessment, signed and
dated in client file to include (at
minimum):
e Statement of client’s presenting
problem
e Psychiatric or mental health
treatment history
e Family, relationships and
support systems
e Cultural influences
e Education and employment
history
e Substance use history
e Legal history
e General and HIV related medical
history
e Medication adherence
e HIV risk behavior and harm
reduction
¢ Mental status exam
e Complete DSM IV-TR five axis
diagnosis

If assessment is not completed in 30
days, reason for delay to be
documented in progress note

Reassessment is ongoing and driven
by client need, when a client’s status
has changed significantly or when the
client has left and re-entered treatment,

Progress notes or new assessment
demonstrating reassessment in client
file
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but at a minimum of once every 12
months.

Assessments and reassessments Co-signature on file in client record
completed by unlicensed providers will
co-signed by licensed clinical
supervisor

TREATMENT PLANS

Biopsychosocial Assessments and Treatment Plans should be developed
concurrently, however Treatment Plans must be finalized within two weeks of the
completion of the Biopsychosocial Assessment. In addition, Treatment Plans
must be developed by the same mental health provider that conducts the
Biopsychosocial Assessment.

Treatment Plans are developed collaboratively with the client and determine the
course of treatment. Treatment Plans are required for persons receiving
individual, family/conjoint, and/or group psychotherapy. The Treatment Plan will
be updated on an ongoing basis, but at a minimum of every six months.
Treatment Plans shall be signed and dated by the mental health provider and the
client. If the mental health provider is unlicensed, the Treatment Plan will be co-
signed by the licensed clinical supervisor. Mental health providers will continue
to address and document existing and newly identified Treatment Plan goals. A
copy of the Treatment Plan shall be provided to the client. Treatment Plans
should include (at minimum):

e A statement of the problems, symptoms or behaviors to be addressed in
treatment.

e Goals (desired outcomes) and objectives (measurable change in
symptoms or behaviors)

¢ Interventions proposed

e Appropriate modalities to address the identified problems (individual,
family/conjoint and/or group)

e Frequency and expected duration of services.

e Service referrals (e.g., psychiatric consult, substance abuse treatment,
etc.)

A sample Treatment Plan is included in LINKAGES AND TOOLS, Exhibit 4.

STANDARD MEASURE
Biopsychosocial Assessments and Completed, signed Treatment Plan on
Treatment Plans are developed file in client chart to include:
concurrently and collaboratively with e Statement of problem
the client. Treatment Plans must be e Goals and objectives
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finalized within two weeks of the ¢ Interventions and modalities
completion of the Biopsychosocial e Frequency of service
Assessment and developed by the e Referrals

same mental health provider that
conducts the Biopsychosocial

Assessment.

Review and revise treatment plan as Documentation of treatment plan
necessary, but not less than once update in client chart.

every six months.

Assessments and reassessments Co-signature in client record

completed by unlicensed providers will
co-signed by licensed clinical
supervisor

TREATMENT PROVISION — COUNSELING/PSYCHOTHERAPY

All modalities and interventions in mental health treatment will be guided by the
needs expressed in the treatment plan. Practitioners shall be knowledgeable
about outcome research and utilize clinically proven treatment for their client’s
presenting problems. Treatment shall conform to the standards of care
recognized within the general community and supported by clinically published
research for the client’s condition.

Treatment should include counseling regarding knowledge of modes of
transmission, prevention, risk and harm reduction strategies (as well as root
causes and underlying issues related to increased HIV transmission behaviors).
Substance abuse, treatment adherence, development of social support systems
and community resources as indicated by the client’s circumstance are important
areas to be explored. Focus should also be placed on maximizing social and
adaptive functioning. The role of culture, spirituality and religion in a client’s life
should be understood and utilized as a strength when present. If clients begin to
deteriorate physically, emotional distress can be relieved by helping them
prepare for disability, even death. For the client whose health has improved,
exploration of future goals including returning to school or work is indicated.
When a signed release has been completed, sources of support and care can be
recommended to significant others and family members.

The provision of specific types of psychotherapy (behavioral, cognitive, post-
modern, psychodynamic) is guided by the individual client’'s need and based on
published practice guidelines and research. For those clients on psychotropic
medications, side effects of these agents should be assessed at each visit, along
with the provision of education regarding such medications, within the scope of
the provider’s practice. As indicated, these clients will be referred back to the
prescribing physician for further information.
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Individual Counseling/Psychotherapy: Individual counseling or psychotherapy
may be either short or long term in duration, depending on the needs outlined in
the treatment plan. Short-term or brief therapy usually lasts up to 20 sessions
and can be most useful when client goals are specific and circumscribed. Longer
term therapy provides a means to explore more complex issues that may
interfere with a client’s quality of life. Even in the case of longer term therapy,
specific, short-term, mutually defined goals are recommended to focus treatment
and measure progress.

Family Counseling/Psychotherapy: A family may be defined as either the
family of origin or a chosen family (Bor, Miller & Goldman, 1993). The impact of
HIV on the family system can be enormous. The overall goal of Family
Counseling/Psychotherapy is to help families improve their functioning, given the
complications of living with HIV. Interventions with the family system can be
especially effective in helping children and caregivers with behavioral problems
and symptoms.

Couples Counseling/Psychotherapy: This modality is most appropriate where
the presenting problem is dissatisfaction or conflict within a relationship that
impacts a person living with HIV. In cases of domestic violence, couples
counseling should not begin until the provider determines the appropriateness of
this modality based upon the progress both parties have made in individual or
group treatment and the fact that current violence is no longer a risk. If these
criteria are not met, members of such couples should be referred for individual or
group treatment.

Group Psychotherapy Treatment: Group treatment can provide opportunities
for increased social support vital to those isolated by HIV. While groups may be
led by a single leader, significant benefits arise when utilizing two co-facilitators:

e Fewer group cancellations due to facilitator absence

e Increased chance that important individual and group issues will be
explored

e Members have the opportunity to witness different skills and styles of the
therapists

e Increased opportunity to work through transference relationships

Group treatment can be provided in a variety of formats. Psychotherapy Groups
(either Open or Closed) must be part of an individual’s treatment plan, with
progress being recorded in the individual’s chart.

e Closed Psychotherapy Groups typically require a process for joining
and terminating. Closed groups usually have a set number of group
members (between six and ten). This format provides an opportunity to
build group cohesion and for members to take part in active interpersonal
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learning. These groups can be time limited or ongoing, issue specific or

more general in content.

e Open Psychotherapy Groups do not require ongoing participation from
clients. The group membership shifts from session to session, often
requiring group leaders to be more structured and active in their approach.
These groups can be especially useful to clients requiring immediate
support, but unsure about making a commitment to ongoing treatment.

Drop-in groups can also be offered as a mental health service, as long as at least
one of the leaders of the group is a mental health provider as defined in this

standard.

e Drop-In Groups: Drop-In Groups do not have an ongoing membership.
Instead of a psychotherapeutic focus, these groups focus on such
functions as providing topic-specific education, social support and
emotional encouragement. As such, they do not require inclusion in a
client’s treatment plan, nor is a full biopsychosocial assessment required

to access this service.

STANDARD

MEASURE

Interventions and modalities shall be
determined by treatment plan

Treatment plan signed and date by
mental health provider and client in
client file

Practitioners will use outcome research
and published standards of care, as
appropriate and available, to guide
their treatment

Progress note signed and dated by
mental health provider detailing
interventions in client file.

Treatment, as appropriate, will include
counseling about (at minimum):

e Prevention and transmission risk
behaviors, including root causes
and underlying issues related to
increased HIV transmission
behaviors

e substance abuse

e treatment adherence

e development of social support
systems

e community resources

e maximizing social and adaptive
functioning

e the role of spirituality and
religion in a client’s life

e disability, death and dying

Progress note signed and dated by
mental health provider detailing
counseling sessions in client file.
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e exploration of future goals \

Documentation: Treatment Provision is documented through progress notes
which will include the date and signature of the mental health provider. If the
provider is unlicensed, progress notes will be co-signed by the licensed clinical
supervisor. Progress notes for individual and family/conjoint psychotherapy will
include:

Date, type of contact, time spent and interventions/referrals provided
Results of interventions and referrals

Progress toward Treatment Plan goals

Newly identified issues/goals

Client’s responses to interventions and referrals.

In the case of psychotherapeutic groups, progress notes will include:

e Date, time and length of the group

e Record of attendance

e |Issues discussed and interventions provided relative to the group process
and each individual participant.

In the case of drop-in groups, progress notes will include (at minimum):
e Date, time and length of group

e Record of attendance
e |Issues discussed and interventions provided.

STANDARD MEASURE
Progress notes for individual, family Signed and dated note to be placed in
and conjoint treatment shall be used to | the client file including:
document progress through treatment e Date, type of contact, time spent
provision e Interventions /referrals provided
e Progress toward Treatment Plan
goals

¢ Newly identified issues
e Client response

Progress notes for group Signed and dated note to be placed in
psychotherapy shall be used to each client file including:
document progress through treatment e Date, time and length of group
provision e Record of attendance

e Issues discussed

e Interventions provided
MH, Psychotherapy Page 16
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Progress notes for drop-in groups shall | Signed and dated group note to

be used to document treatment include:

provision. e Date, time and length of group

e Record of attendance

e |Issues discussed and
interventions provided

Progress notes completed by
unlicensed providers will be co-signed
by licensed clinical supervisor

Co-signature on file in client record

Crisis Intervention: Crisis Intervention is an unplanned service provided to an

individual, couple or family experiencing psychosocial stress. Such services are
provided in order to prevent deterioration of functioning or to assist in the client’s
return to baseline functioning. Crisis Intervention can be provided face to face or
by telephone. It is imperative that client safety is assessed and addressed under

these crisis situations. Crisis Intervention services may occur as often as
necessary to ensure client safety and maintenance of baseline functioning.

Crisis Intervention services are documented through progress notes which shall
include the date and signature of the mental health provider. If the provider is
unlicensed, progress notes will be co-signed by the licensed clinical supervisor.
Crisis Intervention progress notes require the following documentation:

Summary of the crisis event

Follow-up plan.

Date, time of day and time spent with or on behalf of the client

Interventions and referrals provided
Results of interventions and referrals

STANDARD

MEASURE

Crisis Intervention services shall be
offered to clients experiencing
psychosocial stress

Progress note shall detail reasons for
Crisis Intervention services.

Client safety shall be continuously
assessed and addressed when
providing Crisis Intervention services

Progress note shall detail safety
assessment

Progress notes shall document Crisis
Intervention Services

Signed, dated progress note in client
chart to include:
e Date, time of day and time spent
e Summary of crisis event
¢ Interventions and referrals
¢ Results of interventions and
referrals
e Follow-up plan
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Progress notes completed by Co-signature on file in client record
unlicensed providers will be co-signed
by licensed clinical supervisor

TRIAGE/REFERRAL/COORDINATION

In certain cases, clients will require a higher level of mental health intervention
than a given agency is able to provide. It is incumbent upon mental health
providers to refer these clients to additional mental health services including
psychiatric evaluation and medication management, neuropsychological testing,
day treatment programs and in-patient hospitalization. Referrals to other
services including case management, treatment advocacy, peer support, medical
treatment and dental treatment will also be made as indicated. As many clients
receiving mental health services are also diagnosed with co-occurring substance
abuse disorders, careful consideration and referral to appropriate substance
abuse treatment services are critical. Also vital is the coordination of mental
health care with all of the above listed services, especially, primary care medical
clinics. Regular contact with a client’s primary care clinic and other providers will
ensure integration of services and better client care.

STANDARD MEASURE

As needed, providers will refer clients Signed, dated progress note to
to full range of mental health services document referrals in client chart.
including:

e Psychiatric evaluation,

medication management

e Neuropsychological testing

e Day treatment programs

e In-patient hospitalization

As needed, providers will refer to other | Signed, dated progress note to
services including case management, document referrals in client chart.
treatment advocacy, peer support,
medical treatment and dental treatment

Providers will attempt to make contact | Documentation of contact with primary
with a client’s primary care clinic at a medical clinics and providers to be
minimum of once a year, or as clinically | placed in progress notes.

indicated, to coordinate and integrate
care. Contact with other providers will
occur as clinically indicated.
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CASE CLOSURE

Case closure is a systematic process for discharging clients from mental health
services. The process includes formal client notification regarding pending case
closure and the completion of a case closure summary to be maintained in the
client record. Clients are considered active providing they receive mental health
services at least once within each sixty-day period. Case closure may occur for
the following reasons: successful attainment of mental health goals, client
relocation outside of Los Angeles County, continued non-adherence to treatment
plan, inability to contact client, client-driven termination of service, unacceptable
client behavior, or client death. Case closure summaries shall include the date
and signature of the mental health provider. If the provider is unlicensed, the
case closure summary will be co-signed by the licensed clinical supervisor. Case
closure summaries require the following documentation:

Course of treatment

Discharge diagnosis

Referrals

Reason for termination

Documentation of attempts to contact the client, including written
correspondence and results of these attempts (For those clients who drop
out of treatment without notice)

STANDARD MEASURE
Regular follow-up will be provided to Documentation of attempts to contact
clients who have dropped out of in progress notes.
treatment without notice
A Case Closure Summary shall be Client file will include signed and dated
completed for each client who has Case Closure Summary to include:
terminated treatment e Course of treatment

e Discharge diagnosis
e Referrals made
¢ Reason for termination

Cases Closure Summaries completed | Co-signature on file in client record
by unlicensed providers will be co-
signed by licensed clinical supervisor

CLIENT RETENTION

Programs shall strive to retain clients in mental health treatment. A broken
appointment policy and procedure to ensure continuity of service and retention of
clients is required. Follow-up can include telephone calls, written
correspondence and/or direct contact, and strives to maintain a client’s
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participation in care. Such efforts shall be documented in the progress notes
within the client record.

STANDARD MEASURE

Programs shall develop a broken Written policy on file at provider agency
appointment policy to ensure continuity
of service and retention of clients.

Programs shall provide regular follow- | Documentation of attempts to contact
up procedures to encourage and help in Progress Notes. Follow up may
maintain a client in mental health include:

treatment. e Telephone calls

e Written correspondence

e Direct contact

CASE CONFERENCES

Programs shall conduct multidisciplinary discussions of each active client at a
minimum of one time every six months. All members of the treatment team
available, including case managers, treatment advocates, psychiatrists, medical
personal, etc., are encouraged to attend. These discussions assist mental health
providers in problem-solving and monitoring related to a client’s progress toward
treatment plan goals. Documentation of Case Conferences shall be maintained
within each client record in a case conference log. Case conference requires the
following documentation:

e Date of Case Conference

¢ Name of Case Conference participants

e Name of client(s) discussed

e Issues and concerns identified

e Mental health follow-up plan

e Clinical guidance provided and verification that such guidance has been

implemented
STANDARD MEASURE

Interdisciplinary Case Conferences Case Conference documentation,
shall be held for each active client at signed by the supervisor, in client
least once every six months record to include:

e Date, name of participants and
name of client

e Issues and concerns

e Follow-up plan

e Clinical guidance provided

e Verification that guidance has
been implemented
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OUTCOMES AND MEASURABLE INDICATORS
FY 2006

Outcome A: Success of Care
Patients achieve a reduction in symptoms and improved function as a result of

treatment.

Measurable Performance Indicators:

1. Percent of patients reporting progress toward resolving the problems
that caused them to seek or be referred to mental health services.
Baseline Benchmark: still to be determined

2. Percent of patients whose goals as described in the individualized
treatment plan are achieved.
Baseline Benchmark: still to be determined

Outcome B: Improvement in Medical Care Engagement
Patients’ adherence to medical care visits, risk reduction, and to HIV medications
is improved.

Measurable Performance Indicators:

1. Percent of patients reporting an increased ability to adhere to their
medical visits as a result of mental health services care.
Baseline Benchmark: still to be determined

2. Percent of patients reporting an increased ability to adhere to HIV

medications as a result of mental health services.
Baseline Benchmark: still to be determined

Outcome C: Engagement in Mental Health Treatment
Patients adhere to mental health treatment.

Measurable Performance Indicators:

1. Percent of patients who keep their mental health appointments.
Baseline Benchmark: still to be determined

2. Percent of patients who report adherence to their psychotropic
medications.
Baseline Benchmark: still to be determined

MH, Psychotherapy Page 22
S:\Committee - SOC\Standards of Care\Mental Health Psychotherapy\Stand Develop 2005-2006\Final
Document\SOC-MH Psychotherapy-Final-060905.doc



Outcome D: Satisfaction with Care
Patients report care is respectful, appropriate and satisfactory.

Measurable Performance Indicator:

1. Percent of patients who report satisfaction with mental health services
they receive.
Baseline Benchmark: still to be determined
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STAFFING REQUIREMENTS AND QUALIFICATIONS

Providers of professional mental health services will be, at a minimum, master’s
or doctoral level graduate students in counseling, marriage and family therapy,
nursing (with specialized mental health training), psychiatry, psychology, or social
work.

All staff hired by provider agencies will possess the ability to provide
developmentally and culturally appropriate care to clients living with and affected
by HIV. All clinical staff will have previous experience or training utilizing
appropriate treatment modalities in practice.

All hired staff will participate in orientation and training before beginning
treatment provision. Licensed providers are encouraged to seek consultation to
address clinical, psychosocial, developmental, and programmatic issues, as
needed. If providers are unlicensed, they must be clinically supervised in
accordance with the requirements of the licensing board of their respective
professions. Graduate level interns must be supervised according to the
requirements of their respective programs and to the degree that ensures
appropriate practice.

Additionally, practitioners should have training and experience with HIV/AIDS
related issues and concerns. Recently, state licensing boards have begun to
require that a candidate complete an HIV/AIDS course prior to licensure. It is
recommended that practitioners participate in continuing education and training
on issues related to HIV and mental health on a quarterly basis. At a minimum,
practitioners providing mental health services to people with HIV should possess
knowledge about the following:

HIV disease process and current medical treatments

Psychosocial issues related to HIV/AIDS

Cultural issues related to communities affected by HIV/AIDS

Mental disorders related to HIV and or other medical conditions
Mental disorders that can be induced by prescription drug use
Adherence to medication regimes

Diagnosis and assessment of HIV-related mental health issues
HIV/AIDS legal and ethical issues

Knowledge of human sexuality, gender and sexual orientation issues
Substance abuse theory, treatment and practice

Finally, practitioners and staff must be aware of and able to practice under the
legal and ethical obligations as set forth by California state law and the their
respective professional organizations. Included are:
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e Duty to treat: Practitioners have an ethical obligation not to refuse
treatment because of fear or lack of knowledge about HIV.

e Confidentiality: Maintenance of confidentiality is a primary legal and
ethical responsibility of the therapist. Limits of confidentiality include
danger to self or others, grave disability, child/elder abuse and, in some

cases, domestic violence.

e Duty to warn: Serious threats of violence against a reasonably identifiable
victim must be reported. However, at present, in California, a person
living with HIV engaging in behaviors that may put others at risk for HIV
infection is not a circumstance that warrants breaking of confidentiality.
While physicians may notify identified partners who may have been
infected, other mental health providers are not permitted to do so.

Practitioners are advised to seek legal advice when they are unsure about
particular issues and the legal/ethical ramifications of their actions.

STANDARD

MEASURE

Provider will ensure that all staff
providing mental health services will be
licensed, accruing hours toward
licensure, or a registered graduate
student enrolled in a counseling,
marriage and family therapy, nursing,
psychology or social work program

Documentation of licensure/student
status on file.

Staff are trained and knowledgeable
regarding HIV/AIDS and the affected
community

Training documentation on file which
includes:
e Date, time and location of the
function
e Function type
e Name of the agency and staff
members attending the function
e Training outline, meeting
agenda and/or minutes

Providers and staff will practice
according to California state law and
the ethical codes of their respective
professional organizations

Supervisor will ensure legally and
ethically appropriate practice.

Staff will have a clear understanding of
job responsibilities

Written job description on file signed by
staff and supervisor

Staff will possess skill, experience and
licensing qualifications appropriate to
provision of mental health treatment
modalities utilized

Resume and current license on file

Licensed staff are encouraged to seek
consultation as needed

Documentation of consultation on file
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Unlicensed staff or trainees will receive
supervision in accordance with state
licensing requirements

Documentation of supervision on file

New staff will complete
orientation/training prior to providing
services

Documentation of training on file

Staff will complete documentation
required by program

Supervisor will review documentation
periodically
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SERVICE UNITS

Unit of Service: Units of service defined as reimbursement for mental health
treatment are based on time spent providing, documenting and receiving
consultation/supervision for direct treatment.

Individual Psychotherapy Units — Calculated in hour increments per
counseling session.

Family/Conjoint Psychotherapy Units — Calculated in hour increments per
counseling session

Group Psychotherapy Units — Calculated in hour increments per each
client in attendance in a counseling session.

Drop-In Group Psychotherapy Units — Calculated in hour increments per
each client in attendance in a counseling session.

Crisis Intervention Units — Calculated in hour increments per counseling
session.

Number of Clients: Client numbers are documented using the figures for
unduplicated clients in a given contract period.
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CONTINUOUS QUALITY IMPROVEMENT

All programs should have in place a written Quality Management (QM) plan.
This plan will describe the process for continuous assessment the program’s
effectiveness in meeting its mission, goals and objectives. Programs will
implement the QM plan to ensure the quality of services provided are assessed
and improved on a continuous basis. The following components will be included
in the QM plan:

Quality Management Committee: The QM Committee is responsible for
developing, reviewing and revising the program’s QM plan on an annual
basis. Additionally, the Committee has the responsibility to continually
assess and make recommendations for the improvement of program
services. The Committee charge includes the review of client feedback
and process and outcome data results, as well as the development of
plans of corrective action for identified program deficiencies. The
Committee shall consist of clients, volunteers, program staff,
management, consultants and representatives from other community
organizations. The membership of the Committee should be
representative of the program and the community it serves. In the event
this Committee performs chart reviews as a quality improvement function,
all non-staff members should be excluded from this activity, to ensure
HIPAA compliance and client confidentiality.

Written Policies and Procedures: The QM plan will describe the
process for reviewing and modifying written policies and procedures which
will be reviewed at a minimum of once a year.

Client Feedback: The QM plan shall include a mechanism for gathering
ongoing feedback from program participants regarding program
effectiveness, accessibility and client satisfaction. This feedback can be
gathered from satisfaction surveys, focus groups, interviews or other
methods at a minimum of every six months. The feedback gathered from
these methods will then be used to make improvements in the services.
Client input should be gathered and facilitated in their preferred language.

Program Staff: The QM plan will describe the process for developing,
training and monitoring staff performance. Staff will be evaluated
annually.

Measurable Program/Service Process Outcome Indicators: The QM
plan will include a description of indicators to measure program process
and outcome. For details of this procedure, please see the OUTCOME
MEASURES and PERFORMANCE INDICATORS sections of this
document.
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STANDARD

MEASURE

Programs shall develop a Quality
Management Plan to continuously
assess whether a program is meeting
its mission, goals and objectives

Quality Management Plan on file in
provider agency

Provider agencies shall form a Quality
Management Committee, responsible
for developing, reviewing and revising
the Quality Management Plan. The
Committee solicits and reviews client
feedback and outcome data, as well as
develops plans for corrective action for
program deficiencies.

The Committee shall consist of clients,
volunteers, program staff,
management, consultants and
representatives from other community
organizations. Documentation of
Committee meetings on file at the
provider agency.

Programs shall review written policies
and procedures at least once a year

Quality Management Plan to detail
process of this review

Programs will gather feedback from
program participants regarding
program effectiveness, accessibility
and client satisfaction at least once
every six months

Quality Management Plan to detail
process for gathering participant
feedback which may include:

e Satisfaction surveys

e Focus groups

e Interviews

Programs will have in place a
procedure to develop, train and monitor
staff performance. Staff will be
evaluated annually.

Quality Management Plan to detail
procedures. Staff reviews will be on
file.

Programs will develop indicators to
measure program process and
outcome.

Quality Management Plan to detail
indicators and process
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PROGRAM REQUIREMENTS AND GUIDLELINES

Agencies providing mental health services must have written policies that
address confidentiality, release of information, client rights and responsibilities,
universal precautions, eligibility and client grievances.

Confidentiality protects information about a clients HIV status, risk factors and
use of services. A Release of Information Form describes the situations under
which a client’s information can be released and includes the name of the agency
with whom information will be shared, the specific information to be shared,
duration of the release consent, and the client’s signature. A release of
information can be rescinded verbally or in writing at any time. For agencies and
information covered by the Health Insurance Portability and Accountability Act
(HIPAA), the Release of Information must be a HIPAA-compliant disclosure
authorization.

Funded providers are expected to post and provide to each consumer the
Patient’s Bill of Rights developed by the Los Angeles Commission on HIV
which outlines a client’s/patient’s right to:

respectful treatment;

competent, high quality care;

be part of the decision making process;
confidentiality and privacy; and

billing information and assistance.

In addition, the Patient’s Bill of rights outlines the client/patient responsibilities as
a service consumer. Programs are welcome to develop their own Bill of Rights
as long as the Commission on HIV Bill is used as a minimum standard. A copy
of the Commission on HIV Patient’s Bill of Rights is found as Exhibit 5 in
LINKAGES AND TOOLS.

A grievance procedure details a procedure for clients to voice their concerns
about unfair treatment or the quality of services they are receiving. Grievance
procedures should detail the steps a client can follow to file a grievance and how
the grievance will be handled within the agency. Included in the procedure
should be steps for client appeal.

STANDARD MEASURE
Programs will develop and enforce Written policy on file
client confidentiality policy
Programs will develop and enforce Written policy on file and posted in a
client grievance policy visible location
Programs shall post and provide each | Copy of Commission on HIV Patient’s
client with a Patient’s Bill of Rights Bill of Rights (or program’s specific Bill)
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on file and posted in a visible location.
Each client file to note that Bill of
Rights has been provided.

Agency develops and enforces written
eligibility requirements for services

Written policy on file

Agency develops and enforces policy
for obtaining client consent

Client consent form on file

Client records are stored in secure and
confidential location

Records stored in locked file, cabinet,
or room with limited access

Agency has written policies which
address the following:

e Physical plant safety

e Medical/health care

e Infection control and
transmission risk management
Crisis management
Personnel
Risk assessment and response
Service planning
Documentation
Client/Guardian rights and
responsibilities
e Client discharge and transition

Written policies on file

LINKAGES

In certain cases, clients will require additional services a given agency is unable
to provide. It is incumbent upon provider agencies to develop mechanisms and
referral sources to make available the full range of additional services to meet the
needs of their clients. Also vital is the coordination of client care with primary
care medical clinics. Developing mechanisms that ensure contact with a client’s
primary care clinic will ensure integration of services and better client care.

STANDARD

MEASURE

Provider agencies develop and provide
referrals for full range of services

Memoranda of Understanding with
additional providers on file

Special effort will be made to develop
feedback mechanisms with primary
care medical clinics to ensure
integration of service and better client
care

Memoranda of Understanding with
primary medical clinics on file
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PROGRAM SAFETY

Services must be provided in settings that meet federal, state and local
requirements. Such requirements ensure the well-being and safety of clients and
staff. Facilities should be easily accessible by all, clean, comfortable and free of
hazards.

STANDARD MEASURE

Program promotes and practices Written policy on file
Universal Precautions

Program is Americans with Disabilities | Signed confirmation on file
Act (ADA) compliant for physical

accessibility

Program has developed and enforces | Written policy, reviewed by all staff, on
policy for health and safety related file

incidents.

Agency complies with all required Signed confirmation, as needed, on file

federal, state and local safety
regulations (includes OSHA)

CULTURAL AND LINGUISTIC COMPETENCE

All providers must participate in a process of training and education that
increases cultural and linguistic competence and improves their ability to provide
culturally and linguistically appropriate services to all people living with HIV.
Culturally and linguistically appropriate services:

e Respect, relate and respond to a client’s culture in a non-judgmental,
respectful manner

e Match the needs and reflect the culture and language of the clients being
served

e Recognize the significant power differential between provider and client,
member of the dominant culture vs. minority, and work toward developing
a more collaborative interaction

e Consider each client as an individual, not making assumptions based on
perceived membership in any group or class

Important in the development of cultural and linguistic competence is the ability to
acknowledge one’s personal limits in cultural and linguistic competence, and the
willingness to treat one’s client as the expert on their culture and relation to it.
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STANDARD

MEASURE

Programs will recruit a diverse staff that
reflects the cultural and linguistic
diversity of the community served

Programs have a written strategy on
file

All staff (including administrative staff)
will receive ongoing training to build
cultural and linguistic competence

All staff required to attend one training
per year, verified in personnel file

Programs will maintain a physical
environment that is welcoming to the
populations served

Site visit will ensure

All programs will ensure access to
services for clients with limited English

Programs will ensure through:

e Bilingual staff

e Face to face interpretation
provided by qualified staff or
volunteers

e Telephone interpretation
services for emergency needs

e Referral to bilingual/bicultural
programs

Clients’ family and friends will not be
considered as ongoing interpreters
because of confidentiality and medical
terminology limitations. If a client
chooses to use family or friend as their
interpreter, the provider must obtain
consent. Itis preferred that children
under 18 not serve as interpreters.

If used, family/friend interpretation
consent form signed by client will be
kept on file.

Interpreters, bilingual staff and
volunteers must demonstrate bilingual
proficiency and be trained in the skills
and ethics of interpreting. Training on
terms relevant to HIV services must be
provided.

Resume and documentation of training;
certification (when applicable) on file

Clients shall have access to
linguistically appropriate educational
materials and signage

Programs must provide educational
materials and required documentation
(consents, grievance procedures, etc.)
in the native language of the
populations served

Programs will conduct ongoing
assessments of cultural and linguistic
competence of staff and program

Cultural competence measures
developed and maintained into
program and staff assessments and
evaluations
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GENDER AND SEXUAL IDENTITY COMPETENCE

All providers should be involved in a process of training and education that
ensures their ability to deliver appropriate services regarding diverse gender and
sexual identity issues relevant to people living with HIV, including Lesbian, Gay,
Transgender, Bisexual, Intersexed or Queer-identified individuals. Competency in
gender and sexual identity issues should include:

e Respect for and the ability to relate and respond to a client’s sexual
identity, sexual orientation, and gender identity in an informed and non-
judgmental manner.

e Understanding the specific needs of underserved sexual and gender
minority groups.

¢ Understanding the specific needs of women.

e Recognizing and being sensitive to the dominant culture’s historic
oppression of sexual and gender minorities, and working toward
developing a collaborative interaction.

e Considering each client as an individual, not making assumptions based
on perceived membership in any gender or sexual identity group.

e Deferring to the client’s self-identification and not imposing normative
culture values onto client.

STANDARD MEASURE

Programs will recruit a diverse staff that | Programs have a written strategy on
reflects the gender and sexual diversity | file
of the community served

All staff (including administrative staff) | All staff required to attend one training

will receive ongoing training to build per year, verified in personnel file
gender and sexual diversity

competence

Programs will maintain a physical Site visit will ensure

environment that is welcoming to the
populations served

Program documents and materials will | Documents on file for verification
utilize inclusive language

ACCESSIBILITY OF SERVICES

Providers must demonstrate the capacity to ensure that services are accessible
and relevant to all people living with HIV, including linguistic and cultural
minorities and people with disabilities.

STANDARD MEASURE
Agency complies with ADA criteria Completed form/certification on file
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Services are accessible to target
population

Site visit to review hours of operation,
location, accessibility with public
transportation

Services are offered to any person
meeting eligibility requirements within
funding capacity

Written eligibility requirements and
grievance procedures on file

Programs incorporate consumer input
in design, delivery and evaluation of
services

Documentation of consumer advisory
board meetings, focus groups and
other consumer input mechanisms on
file.
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OTHER RESOURCES

Professional Organizations:

e Board of Behavioral Science Examiners -- http://www.bbs.ca.qov

e Board of Psychology -- http://www.dca.ca.gov/psych

Ethical Codes:

American Psychological Association -- http://www.apa.org/ethics

e California Association of Marriage and Family Therapists --
http://www.camft.org/about/ethicsi.html

e National Association of Social Workers --

http://www.naswdc.org/PRAC/standards/standards.htm
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