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POLICIES & PROCEDURES

SUBJECT: ACCESS TO CARE
SECTION: Administrative
PAGES: 3

EFFECTIVE DATE: 1/2009
REVISION DATE: 9/2015

Governing Authority

This policy was developed in accordance with the Department of Health Medicaid Provider Contact.

Policy

Davis Behavioral Health (DBH) will provide timely access to care for all clients qualifying for services.
DBH will utilize an Electronic Health Record (EHR) for tracking, monitoring, calculating, and reporting
adherence to performance standards for the first face-to-face appointment for initial contacts made
during regular business hours.

An initial contact is defined as a Medicaid enrollee requesting services for a new episode of care.

Procedure

1. DBH will adhere to performance standards as outlined by the Department of Health Medicaid
Provider Contract.

a.

If based on the initial contact it appears the enrollee has an emergency, a qualified
mental health worker from DBH will respond to the enrollee within 30 minutes. If DBH
determines that the enrollee has an emergency, DBH offers face-to-face emergency
services within one hour from the time of the initial call or within a time frame mutually
agreed upon by the enrollee or his or her agent and DBH.

If it is determined during the initial contact that the enrollee required urgent care, DBH
will offer face-to-face covered services within a maximum of five working days of the
initial contact. DBH will also provide appropriate information regarding emergency
services to the enrollee with instructions to contact DBH if more immediate services are
needed.

If it is determined during the initial contact that the enrollee requires non-urgent care,
DBH will offer face-to-face covered services within 15 working days of the initial contact.

2. DBH intake will utilize the intake form located in Credible to capture required information. The
following elements will be captured in the system:

a.
b.

Enrollee name, birth date, Medicaid ID, episode and intake date.

Whether emergency face-to-face service was provided within the required time frame
and, if not, the reason.

Whether DBH sent a Notice of Action letter if DBH was unable to provide the initial face-
to-face service within the required time frame and the enrollee was not satisfied with
waiting beyond the required time frame.

The date and time of the first scheduled face-to-face appointment.

Whether information on emergency services was given to the enrollee with instructions
to contact DBH if more immediate services were needed.

The status of scheduled face-to-face appointment.

3. Measuring and monitoring timely access standards for the first face-to-face appointments.
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New Medicaid clients are entered into the EHR intake form. Clients are classified by
level of urgency and payer type.

Client appointments are scheduled using Credible calendar.

In the event that data changes, corrections, exclusions or inclusions occur, assigned
DBH employees will document those changes on the intake form by editing the record.
Tracking and monitoring of the access to care data is conducted monthly by the Main
Street Clinic office manager to assure accuracy in the data entry (reviewing all dates,
Medicaid IDs, if appointments were offered within standard etc.). The office manager will
communicate findings back to Intake for correction.

4. Procedures used for calculating and submitting the performance measures report to UDOH.

1) All calendar year access to care data (information from the Credible intake form
system) is compiled into one excel spreadsheet by the data manager.

2) Utilizing Credible reports, initial contact data is separated into areas of Emergency,
Urgent, and Non-urgent.

3) Calendar year initial contact data is totaled by those who have met the standard of
care and those who have not met the standard of care in each of the three
categories (Emergency, Urgent, and Non-urgent).

4) Information gathered is then entered in both the qualitative and quantitative sections
of the Performance Measures Annual Report (PMAR) form by the data manager and
submitted to the Corporate Compliance Officer for review.

5) The Corporate Compliance Office reviews the PMAR and compares it with the initial
contact data for accuracy.

6) The PMAR is then submitted by the Corporate Compliance Officer.

5. Enrollees who are placed on a waiting list for non-urgent care are queued in accordance with
established criteria that treat like individuals in like circumstances similarly.

a.

If an appointment time for outpatient services is not immediately available within the
required non-urgent time frame, the enrollee or his/her agent will be contacted with an
available date and time not less than 24 hours before the required time frame lapses.

DBH will place an enrollee on a waiting list only after providing an initial mental health
evaluation and only if there is agreement between enrollee or the enrollee’s agent and
DBH that the need for general outpatient services is not urgent.

The enrollee, regardless of diagnosis or treatment needs, is given a follow-up
appointment not to exceed 20 working days from the date of placement on the waiting
list.

If the enrollee is placed on waiting list for specialty services (e.g., specialized therapy
groups, psychosocial rehabilitation groups or programs, etc.) or for services with a
specific provider, DBH offers or provides other needed outpatient services in the interim.

Enrollees may remain on waiting lists for specialty services or for services with specific
providers until openings become available as long as other appropriate outpatient
services are offered or provided in the interim.
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f. If the enrollees (or their representatives) do not want other outpatient services in the
interim, DBH documents the services that were offered and the enrollee’s (or his or her
representative’s) decision.

g. All enrollees will receive education about how to access emergency services.

6. Monitoring access to care

a. The Executive Leadership Team will run the access to care report from the Credible data
base weekly.

b. The corporate compliance officer will notify the clinical director anytime the non-urgent
requests for services exceed ten (10) business days.

c. The clinical director will take corrective action when necessary to adjust clinical capacity
or individual assignments to ensure timely access to care.

d. The corporate compliance officer will review access to care data by quarter with the
QAPI committee.
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MILEAGE SECTION: Financial
REIMBURSEMENT PAGE: 10f2

SUBJECT: Mileage Allowance

EFFECTIVE DATE: _5/07

REVISION DATE: _2/2012

POLICY

Davis Behavioral Health will reimburse employees using personal vehicles for actual
miles driven to conduct agency business. Employees will be reimbursed at a rate
established by the DBH Finance Department using a formula derived from IRS business
and charitable reimbursement rates.

PURPOSE

To establish a comprehensive policy regarding auto mileage allowances, provide for
periodic adjustment of the allowance amount, and to establish reimbursement
procedures for employees and volunteers.

PROCEDURES

1.0 In order to receive an auto mileage reimbursement, procedures must be followed.

1.1 The requestor must be an employee or volunteer of Davis Behavioral Health
and be recommended for mileage reimbursement by his/her supervisor, based
on expected out-of-office responsibilities.

1.2 An employee must have a valid Utah driver's license and insurance when
driving a vehicle on agency business. An employee must be able to provide
proof of the same, if requested to do so by a supervisor or administrator.

1.3 An employee whose driving privilege is revoked or whose automobile liability
insurance is not in effect may not drive in the line of duty for the agency.

1.4 Supervisors will verify the accuracy of the mileage report and approve the
reimbursement request.

2.0 Mileage Allowance

2.1 Employees shall be reimbursed at the approved rate for miles driven in
private vehicles on agency business.

2.2 Reimbursable mileage begins at the first location where work for the agency
is performed.



2.3 The Finance Department shall be responsible for processing legitimate
reimbursement requests under this policy.

2.3.1 To receive mileage reimbursement under this policy, the employee
must submit a Travel Reimbursement Request Form.

2.3.3 If any reimbursement is due upon an employee's termination from
eligibility under this policy, or termination from employment, the employee
is responsible to submit a Travel Reimbursement Request Form for
processing.

2.4 Davis Behavioral Health may withhold payment of mileage reimbursement if
such payment is in violation of this policy.

3.0 Accident Procedure
3.1 In the event that an employee is involved in an automobile accident while on

agency business in his/her private vehicle, an Incident Report must be filed with
the Corporate Compliance Officer.
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SECTION: HIPAA Policies
PAGE: lof4
BREACH OF PERSONAL INFORMATION SUBJECT: Breach of Personal Client Information

EFFECTIVE DATE: _9/2017

REVISION DATE:

POLICY

Federal law requires that under certain circumstances, Davis Behavioral Health (DBH) clients must be
notified when a breach of protected data has occurred (unauthorized acquisition). DBH will report
privacy breaches and will do all in its power to correct or ameliorate further privacy breaches.

PROCEDURES

1. Unauthorized acquisition or disclosure of private data to persons without a "need to know" is
considered a privacy breach. This could include: discussing private data in public places,
leaving documents containing private data unattended in public places, posting private data on
unsecured websites, sending PHI in emails outside DBH, "misplacing" or otherwise losing
unencrypted Protected Health Information (PHI), or Personal Identification Information (PII)
stored on removable computer media, etc.

2. The term "breach" does not include:

A. Any unintentional acquisition, access, use, or disclosure of protected health by an employee
or individual acting under the authority of a covered entity or business associate if:

1) Such acquisition, access, or use was made in good faith and within the course and
scope of the employment or other professional relationship of such employee or
individual, respectively, with the covered entity or business associate; and

2) Such information is not further acquired, accessed, used, or disclosed by any person; or

B. Any inadvertent disclosure from an individual who is otherwise authorized to access
protected health information at a facility operated by a covered entity or business associate
to another similarly situated individual at same facility; and

C. Any such information received as a result of such disclosure is not further acquired,
accessed, used, or disclosed without authorization by any person.

3. The following disclosures may be considered a privacy breach (as determined by the
completion of the Privacy Incident Tracking Report);

A. Accidental Disclosures: Accidental disclosures are considered Privacy Incidents and must
be reported unless:

1) Such information is not further acquired, accessed, used, or disclosed by any person or



2) Any inadvertent disclosure from an individual who is otherwise authorized to access
protected health information at a facility operated by a covered entity or business
associate to another similarly situated individual at same facility; and

3) Any such information received as a result of such disclosure is not further acquired,
accessed, used, or disclosed without authorization by any person.

B. Incidental Disclosures - If a workforce member is taking reasonable precautions and another
individual happens to see or overhear private data that the workforce member is using, the
workforce member will not be held liable for that disclosure and usually does not need to
report it as an incident.

C. Intentional disclosures - Intentional disclosures are Privacy Incidents that may result in
disciplinary action. They may also result in personal liability, either in civil or criminal legal
action.

4. DBH will take the following steps when they learn that "unsecured" Protected Health Information
(PHI) of the client’s has been subjected to unauthorized access, use or disclosure.

A.

DBH will conduct a Risk Assessment and determine to what degree the breach may have
affected the client or clients.

If it is determined that a client's PHI was, or is reasonably believed to have been, acquired by an
unauthorized person and that the information could be used for fraudulent purposes, DBH will
make reasonable efforts to notify any affected persons according to the guidelines below.

Notification Requirement (see links below):

» Notification of Individuals (45 CFR 164.404)

= Notification to the Media (45 CFR 164.406)

»= Notification to the Secretary (45 CFR 164.408)

» Notification by a Business Associate (45 CFR 164.410)

= Law enforcement delay (45 CFR 164.412)

= Administrative requirements and burden of proof (45 CFR 164.414)

Notice to client(s) is required when computerized data containing personal information, that is
unencrypted, is breached. Personal information includes: First name or first initial and last name
in combination with (1) Social Security number; (2) drivers license number or identification card
number; or (3) financial account number or credit or debit card number, in combination with and
linked to any required security code, access, code, or password that would permit access to the
person's account.

Notice is not required if an investigation reveals that the misuse of personal information for
identity theft or fraud purposes has not occurred, or is not reasonably likely to occur.



Procedures for Staff

1. Unauthorized Disclosures - If an unauthorized disclosure or acquisition of private data occurs or is
suspected to have occurred, or a record is misplaced or stolen, the procedures below will be
followed

A. Step in to correct the situation, if possible. For example: interrupt an improper chat in the copy
room; rescue a document left in a public place; or lock up an area with access to private data.

1)

2)

3)

4)

If the breach involves misplaced or stolen records containing private data, staff will do the
following:

a) If every effort has been made to retrieve a lost record and it has been determined that
retrieval is unlikely. Notify the corporate compliance officer.

b) If arecord that was believed to be lost or was known to have been stolen is later
recovered, notify the corporate compliance officer.

If the breach involved a computer system containing private data, staff will take immediate
steps to secure the affected system and restore data, as appropriate.

Report the breach, along with their contact information, immediately to their supervisor and
the DBH compliance officer by the end of the workday.

The corporate compliance officer will investigate and document the incident on the Privacy
Incident Tracking Report. The report should include the following information:

= Date, time, and location of the incident (time may be estimated; location should be
the location where the incident occurred).

= The nature of the violation: a clear description of what happened and how, if known.

= Type of private data involved: paper records, electronic records, or other type of
data.

= Other persons involved: names, titles, contact information, and how they were
involved.

= Any immediate harm known or observed: was data disclosed, altered, damaged, or
destroyed? Was DBH/client aware?

* |Immediate corrective actions already taken: for example, documents or computer
equipment were secured, accidental recipient of PHI was asked to return or destroy
the data, email was retracted, etc.

2. Inappropriate Disclosures (information mailed or faxed to an incorrect address or wrong individual):

A. Make every effort to retrieve the information that was sent (have it mailed back or hand-carried),
or get assurance from the recipient that it was destroyed. Document these efforts and the
results on the HIPAA Privacy Incident Report form in the EHR.



B. Log the disclosure into the client file in the EHR.

C. Indicate on the Privacy Incident Report form whether DBH (or DBH's legal representative) is
aware of the disclosure or not. If the affected individual is unaware of the incident, the
Compliance Office will either inform them or instruct the responsible department to do so.

3. After investigation, if notification of affected persons or mitigation is required, departments and/or
individuals involved in the privacy breach may be asked to assist with the notification process
and/or in mitigating the harmful effects.

REFERENCES: HIPAA Regulation: 45 CFT § 164.530 (e) and (f) (Sanctions and Mitigation)
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SUBJECT: Cancelation and Rescheduling Appointments
PAGES: 1

SECTION: Administrative

EFFECTIVE DATE: 8/2007

REVISION DATE: 7/2010

POLICY:

DBH understands that at times it is necessary for consumers and providers to cancel, or reschedule
appointments. Therefore, DBH attempts to make this process as efficient as possible while finding
ways to better serve its consumers and provide timely access to care.

PURPOSE:
To allow consumers timely access to treatment through the management of providers schedules.

PROCEDURE:
Cancelation of Appointments:

1.0 In the event that a consumer needs to cancel an appointment, support staff will enter the
Credible calendar and cancel the appointment. Support staff may fill appointments canceled
within 24 hours with a client from a waiting list after notifying the provider.

2.0 In the event that a provider/DBH needs to cancel an appointment, the provider will notify the
appropriate support staff and request their appointments be canceled or rescheduled. Support
will attempt to contact the consumer(s) a minimum of two times and make the requested
appointment changes. Medical assistants will make contact with medical clients to reschedule
any provider-canceled appointments.

3.0 Providers must ensure that they block out time on their schedules that may be necessary for
team meetings etc.

Rescheduling of Appointments:

1.0 In the event that a consumer needs to reschedule an appointment, support staff will enter the
Credible calendar and reschedule the appointment to the next available time slot that meets the
needs of the consumer and the provider.

No Show Appointments (see no-show policy)

1.0 In the event that a consumer does not show for a scheduled appointment, it is the responsibility
of support staff to record the appointment as a no-show on the appointment calendar.

2.0 Clients that no-show for three consecutive appointments will be removed from the provider’s
calendar. Clients with three consecutive no-shows will not be able to be scheduled (unless
approved by provider), and will be placed on a wait list for the next available appointment.
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OFFICE OF LICENSING CODE OF CONDUCT AND CLIENT RIGHTS

STATEMENT OF PURPOSE

The Office of Licensing is statutorily required to monitor minimum standards in safety and client care in
the programs we license. Our rules are designed to ensure the physical safety of programs and guard
against abuse, neglect, mistreatment, harm, exploitation or fraudulent behavior. This Code of Conduct
outlines minimum client rights and program conduct standards that protect clients and promote the
public trust across all categories of DHS Licensure.

DEFINITIONS R501-1-1
(for reference in the following code of conduct rule)

(1) "Abuse" includes, but is not limited to: (a) attempting to cause harm; (b) threatening to cause harm;
(c) causing non-accidental harm; (d) unreasonable or inappropriate use of a restraint, medication,
confinement, seclusion or isolation that causes harm; (e) sexual exploitation, as defined in 78A-6-105; (f)
sexual abuse, including sexual contact or conduct with a client, or as defined in 78A-6-105; (g) a sexual
offense, as described in Title 76 Chapter 5; or (h) domestic violence or domestic violence related to child
abuse. (i) "Abuse" does not include the reasonable discipline of a child, or the use of reasonable and
necessary force in self-defense or the defense of others, as such force is defined in 76-2-4.

(6) "Critical Incident" means an occurrence that involves: (a) abuse; (b) neglect; (c) exploitation; (d)
death; (e) an injury requiring medical attention beyond basic first aid; (f) an injury that is a result of staff
or client assault, restraint or intervention; (g) the unlawful or unauthorized presence or use of alcohol or
substances; (h) the unauthorized departure of a client from the program; (i) outbreak of a contagious
iliness requiring notification of the local health department; (j) the misuse of dangerous weapons; or (k)
unsafe conditions caused by weather events, mold, infestations, or other conditions that may affect the
health, safety or well-being of clients.

(8) "Exploitation" includes, but is not limited to: (a) the use of a client's property, labor, or resources
without the client's consent or in a manner that is contrary to the client's best interests, or for the
personal gain of someone other than the client; such as expending a client's funds for the benefit of
another; or (b) using the labor of a client without paying the client a fair wage or without providing the
client with just or equivalent non-monetary compensation, where such use is consistent with
therapeutic practices; or (c) engaging or involving a client in any sexual conduct; or (d) any offense
described in 76-5-111(4) or Section 76-5b-201 and 202.

(10) "Fraud" means a false or deceptive statement, act, or omission that causes, or attempts to cause,
property or financial damages, or for personal or licensee gain. Fraud includes the offenses identified as
fraud in Utah Code Title 76 Chapter 6.

(11) "Harm" means physical or emotional pain, damage, orinjury
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(15) "Licensee" is defined in 62A-2-101 and includes the person or persons responsible for
administration and decision making for the licensed site or program. The term licensee may be used to
describe a person or entity that has caused any of the violations described in 62A-2-112 that are related
to the human services program.

(18) "Mistreatment" means emotional or physical mistreatment: (a) emotional mistreatment is verbal or
non-verbal conduct that results in a client suffering significant mental anguish, emotional distress, fear,
humiliation, or degradation; and may include demeaning, threatening, terrorizing, alienating, isolating,
intimidating, or harassing a client; and (b) physical mistreatment includes: (i) misuse of work, exercise
restraint, or seclusion as a means of coercion, punishment, or retaliation against a client, or for the
convenience of the licensee, or when inconsistent with the client's treatment or service plan, health or
abilities; (ii) compelling a client to remain in an uncomfortable position or repeating physical movements
to coerce, punish, or retaliate against a client, or for the convenience of the licensee; (iii) physical
punishment.

(19) "Neglect" means abandonment or the failure to provide necessary care, which may include
nutrition, education, clothing, shelter, sleep, bedding, supervision, health care, hygiene, treatment, or
protection from harm.

(23) "Penalty" means the Office's denying, placing conditions on, suspending, or revoking a human
services license due to noncompliance with statute or administrative rules, may include penalties
outlined in 62A-2-112. A penalty does not include corrective action plans as used in this rule.

(31) "staff" means direct care employees, support employees, managers, directors, supervisors,
administrators, agents, volunteers, owners, and contractors.

(33) "Violation" means an act or omission by the licensee, or any person associated with the licensee,
contrary to any administrative regulation, or local, state, or federal law applicable to the program.

R501-1-12-1 Licensing Code of Conduct and Client Rights.

(1) Licensees and staff shall:

(a) accurately represent services, policies and procedures to clients, guardians, prospective clients, and
the public;

(b) create, maintain, and comply with a written policy that addresses the appropriate treatment of
clients, to include the rights of clients as outlined in this section;

(c) not abuse, neglect, harm, exploit, mistreat, or act in a way that compromises the health and safety of
clients through acts or omissions, by encouraging others to act, or by failing to deter others from acting;

(d) not use or permit the use of corporal punishment and shall only utilize restraint as described in R501-
2;

(e) maintain the health and safety of clients in all program services and activities, whether on or offsite;
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(f) not commit fraud;

(g) provide an insurer the licensee's records related to any services or supplies billed, upon request by
an insurer or the Office;

(h) require that any licensee or staff member who is aware of, or suspects abuse, neglect, mistreatment,
fraud, or exploitation shall ensure that a report is made to the Office and applicable investigative
agencies as outlined in R501-1-10-2, and in compliance with mandatory reporting laws, including 62A-
4a-403 and 62A-3-305;

(i) any licensee or staff member who is aware of, or suspects a violation of this rule, shall ensure that a
report is made to the Office of Licensing at 801-538-4242 or directly to the licensor of the specific
program or site; and

(j) provide services and supervision that is commensurate with the skills, abilities, behaviors, and needs
of each client.

501-1-10(d): Critical incidents (as defined herein) shall be reported by the program to the Office of
Licensing by the end of the following business day, to legal guardians of involved clients, and to any
other agencies as required by law, including: (i) Child and Adult Protective Services; or (ii) Law
Enforcement

501-1-12-2 Clients have the right to:

(a) be treated with dignity;

(b) be free from potential harm or acts of violence;

(c) be free from discrimination;

(d) be free from abuse, neglect, mistreatment, exploitation, and fraud;
(e) privacy of current and closed records;

(f) communicate and visit with family, attorney, clergy, physician, counselor, or case manager, unless
therapeutically contraindicated or court restricted;

(g) be informed of agency policies and procedures that affect client or guardian's ability to make
informed decisions regarding client care, toinclude:

(i) program expectations, requirements, mandatory or voluntary aspects of the program;
(ii) consequences for non-compliance;

(iii) reasons for involuntary termination from the program and criteria for re-admission; (iv)
program service fees and billing; and
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(v) safety and characteristics of the physical environment where services will be provided.

501-12-3 clients shall be informed of these rights and a copy signed by the client or guardian shall be
maintained in the client file record.

R501-12-4 requires that licensees shall train all staff annually on agency policies and procedures,
Licensing rules, and the Licensing Code of Conduct. A document verifying this training shall be
individually signed and dated by the trainer and staff member and maintained in the staff personnel
file.

The following acknowledgment and signature section may voluntarily be
adopted for use by programs in order to comply with rule. If programs opt not to
use this specific form, it is expected that they create something

comparable. OL recognizes the need for flexibility for programs to
document proof of training when HR and recording practices aren’t
conducive to hard-copy files, please discuss with your licensor if
necessary.

ACKNOWLEDGMENTS

e | have read and been provided with a personal copy of the OL Code of Conduct and Client Rights rule.

e lunderstand this Code of Conduct and Client Rights rule and | agree to comply with it.

e | have been trained and understand agency policies and procedures and agree to comply with them

e | have been trained and understand Licensing rules and agree to comply with them

e | had the opportunity to ask questions and received clarification about the Code of Conduct and Client
Rights, Agency Policies and Procedures and Licensing rules.

e | am aware of my responsibility to report any violations of this Code Rules to the Office of Licensing to the
program licensor or to the highlighted phone number listed in section 1(i).

Employee Signature Date

Printed name of Employee

e | provided a personal copy of the OL Code of Conduct and Client Rights rule to this employee.
e This employee has been provided training on Agency policies and procedures and Licensing rules.
e | offered this employee the opportunity to ask questions and provided clarification to all questions.

Trainer Signature Date

Printed name of Trainer

Program/Site Name
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Procedures
SECTION: Administrative Policies
PAGE: 1of3

DAVIS BEHAVIORAL HEALTH .
CONSUMER RIGHTS STATEMENT SUBJECT: Consumer Rights Statement

EFFECTIVE DATE: _6/2006

REVISION DATE: _5/2017

As a consumer of services at Davis Behavioral Health, including consumers who are
enrolled in the Prepaid Mental Health Plan, you have the right to:

» Be treated with respect and dignity

» Have access to DBH's 24-hour crisis services (801-773-7060)

= Have your privacy protected, including receiving a copy of our Notice of Privacy
Practices

»  Getinformation on all freatment options presented in a manner that is
understandable to you

» Take partin freatment decisions regarding your mental health care, including
the right to refuse tfreatment

» Be free from restraint or seclusion if it is used to coerce (force), discipline or used
as a reaction (to retaliate), or for convenience, as specified in federal
regulations on the use of restraint and seclusion

» Get a copy of your medical record and, if appropriate, ask that it be amended
or corrected when allowed by federal law

» Be asked for written authorization before any interviews are audio or video
taped

» Get mental health care regardless of your race, color, national origin, disability
(mental or physical), gender, religion or age in the admission, treatment or
parficipation in DBH programs, services and activities. If you have questions or
feel you have been treated unfairly or discriminated against for any reason, you
may contact the Client Relations Officer, Shelly Tanner, at 801.336.1800.

= Discuss any dissatisfaction with your therapist, your therapist’s supervisor, or the
program supervisor. You also have the right to file a consumer grievance with the
Client Relations Officer, Shelly Tanner, by calling 801.336.1800.

The Medicaid Member Handbook can be located at dbhutah.org under “services.”
If you are a consumer enrolled in the Prepaid Mental Health Plan, you also have the
following rights:

» Getinformation on the Prepaid Mental Health Plan
»  Get mental health services according to Davis Behavioral Health's access and
quality standards

Client Initials



CONSUMER RESPONSIBILITIES

» Protect the privacy of other clients. This includes not divulging information about
clients in group treatment, the content of the group treatment, or in any way
identifying the members of the group.

= Arrive promptly for the scheduled appointments. If you are a parent/guardian
and your child is in freatment, you are responsible to make the necessary
arrangements for the child to come for the scheduled appointment

= Notify your therapist at least 24 hours in advance (if possible) if you are unable to
make a scheduled appointment

= Pay your co-pay each time you receive services. If a third party payer (or
insurance) is involved, you are also expected to promptly provide any necessary
information (carrier, policy numbers, etc.) and to obtain any prior approval
necessary for payment of services. At time of intake, the application for
tfreatment has a release, which you sign; stating that any information needed to
be provided to an insurance carrier for payment is being authorized.

= |f yourinsurance company denies payment or otherwise does not pay, you may
then become responsible for partial or full payment of services provided
(depending on the reason for the denial)

» Inform the receptionist or business office if there are any changes in your
financial situation, address or telephone number

= Telephone calls: A telephone call to your therapist or case manager is a billable
service. You may be charged your co-pay for phone calls over five minutes.

Please initial all that apply:
| am aware of how to access DBH's 24-hour crisis service.
DBH has 24-hour emergency services seven days a week. Call 801.773.7060
to talk with a crisis worker. You can talk to a crisis worker in person, Monday —
Thursday 8 AM — 8 PM or Friday 8 AM — 5 PM. Go to either of our clinics. A
crisis worker will see you within one hour. After hours and weekends you can
go to the Crisis Recovery Unit (CRU) at 2250 N 1700 W Layton, Utah 84041
and talk to someone.

| am aware of how to access alternative methods of tfransportation (for
clients enrolled in the Prepaid Mental Health Plan)

| am aware of how to access DBH's grievance (complaint) process
| have received DBH's Medicaid Member Handbook

| have received DBH's Notice of Privacy Practices

| authorize DBH to serve and to obtain emergency care

| am aware of how to access alternative methods of transportation (for
clients enrolled in the Prepaid Mental Health Plan



I have been provided with information regarding Advanced Directives and
know that | may ask a therapist about any questions | may have.
| currently have Advance Directive and a copy has been provided to DBH

Y N

Initial all that apply:
DBH may contact me at the following phone #, but may NOT leave a
message
DBH may leave a voice message for me at the following

phone #

DBH may NOT contact me via phone
DBH may send mail fo my home address

DBH may NOT send mail to my home address

| hereby acknowledge that | have read and understand this form.

Signature Date

Witness Signature Date



Policies

Procedures
SECTION: Corporate Compliance
GE: lof5

CORPORATE PAGE
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COMPLIANCE
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I POLICY

Davis Behavioral Health Inc. (DBH) will consistently maintain the highest level of professional,
legal and ethical standards in the conduct of its business. DBH places the greatest importance
upon its reputation for quality patient care, honesty, integrity and high ethical standards.

I. PURPOSE

To achieve and sustain ethical practices through the actions and conduct of all personnel,
including management employees of DBH, and to prevent fraud, waste, and abuse in health
care. Employees and agents who ignore or disregard the principles of this Policy will be subject
to appropriate disciplinary or contractual action. Employees, volunteers, contractors and agents
of DBH must be knowledgeable of standards imposed by applicable federal and state laws and
regulations that impact its documentation, coding, billing, and competitive practices, as well as
day-to-day activities. Contractors and agents are responsible for having policies & procedures
regarding the prevention of fraud, waste, abuse, and the False Claims act. In particular, and
without limitation, this Policy prohibits DBH and each of its employees, agents, and Medicaid
members from directly or indirectly engaging or participating in any of the following:

A. Improper Claims

Presenting or causing to be presented to Davis County, the State of Utah, and/or the United
States Government or any other healthcare payor, a claim for an item or service that was not
provided as claimed.

B. False Statement in Determining Rights to Benefits

Making, using, or causing to be made or used, any false record, statement or representation of
a fact to determine rights to any benefit or payment under any healthcare program.

C. Conspiracy to Defraud
Conspiring to get a healthcare payor to pay or allow a false claim.
D. False Statement to Conceal Obligation to Pay

Knowingly using or causing to be used a false record or statement to conceal, avoid, or
decrease an obligation to pay money or transmit property.

E. Patient Dumping

Refusing to treat, transferring, or discharging any emergency patient without first providing for
an appropriate mental health screening to determine whether or not an emergency condition



exists, and if it exists, stabilizing the condition or appropriately transferring the patient in
accordance with policy.

F. Provision of Care to Contract-to-Contract Patients

Failing to provide covered services or necessary care to residents of Davis County or other
patients when a contractual duty exists due to Medicaid or Medicare contracts, private
insurance contracts, or direct service contracts.

G. Health Care Fraud/False Statements Relating to Healthcare Matters Executing, or attempting
to execute, a scheme to defraud any healthcare benefit program.

H. Anti-Referral

Presenting a claim for reimbursement to any individual, third party payor, or other entity for
health services because of a referral by a physician who has a financial relationship with DBH,
unless the reimbursement is for health services that were provided within the physician’s
employment or contractual duties with DBH for service provided to a patient of DBH.

I. Anti-Kickback

Knowingly and willfully soliciting or receiving any remuneration in return for:
a) referring an individual for services;
b) purchasing any goods, facility, service, or item; or,

c¢) offering or paying any remuneration in cash or in-kind to induce someone to refer an
individual for services, or to purchase any goods, facility, service, or item.

J. Conflict of Interest

Using their position at DBH or any influence, power, authority or confidential information they
receive in their position, or DBH time, equipment, property, or supplies for private gain.

K. Antitrust
Engaging in any activity, which is in restraint of trade or monopolizes interstate commerce.
L. Failure to Report Violations to Compliance Officer

Not promptly reporting any issues of non-compliance with the provisions of this Policy to the
DBH Corporate Compliance Officer as described in Section V of this Policy.

1. PROCEDURE
A. The Compliance Officer

In an effort to ensure compliance with this Policy, the DBH Board of Directors is adopting a
formal Compliance Program. To oversee and implement this program, DBH has appointed a
Compliance Officer. The Compliance Officer will provide education and training programs for
employees and volunteers, respond to inquiries from any employee regarding appropriate
billing, documentation, coding and business practices, and investigate any allegations of
possible impropriety.

B. Compliance Committees

The Compliance Officer will have one or more committees to advise and assist in the
implementation of the Compliance Program. The current committee meets 2x a month and
includes all members of DBH’s executive leadership team. If another committee needs to be



established there will be consultation from the DBH executive team and may have one or more
members, each of whom may have varying responsibilities within DBH.

C. Reporting by Compliance Officer

In general, recommendations from the Compliance Officer regarding compliance matters will be
directed to the appropriate DBH officer or manager. In no case will DBH employees or
managers endeavor to conceal any noncompliance.

D. Reporting Procedure

The Compliance Officer shall have an "open door" policy with respect to receiving reports of
violations or suspected violations of the law or the Policy and with respect to answering any
guestions concerning adherence. Suspected or actual violations may be reported to the
Compliance Officer by:

(i) completing the Corporate Compliance Reporting Form and submitting it to the
Compliance Officer via e-mail, inter-office mail, or registered mail;

(ii) directly phoning the Compliance Officer on the dedicated, confidential Corporate
Compliance phone line; or

(iii) the Intranet; located under “Administrative Forms” on the DBH homepage.
E. Whistleblower Rights

All information being reported will be kept confidential to the full extent of the law. Under no
circumstances shall the reporting of any such information or possible impropriety serve as a
basis for any retaliatory action that may be taken against any employee, patient or other person
making the report to the Compliance Officer, as long as such reporting was done in good faith.
An individual who has personal knowledge and evidence of a fraud against the federal
government can file a “qui tam” lawsuit on behalf of the government and, if successful, can
receive a portion of any recovery. It is not sufficient for the whistle blower (also known as the
“relator”) to merely report the alleged fraud to the government; he or she must actually initiate a
lawsuit by filing a complaint in federal district court in order to be eligible for “recovered funds”.
The complaint must be filed under seal (i.e., the contents of the complaint are not available to
the public). The case will remain under seal while the government investigates the case, in
order to allow the government to determine the strength of the charges. This confidentiality
serves both to protect the whistleblower and the company while the case is being investigated.
While a case is under seal, the government may conduct interviews and even issue search
warrants, but it will not disclose the name of the whistleblower or the exact nature of its
investigation.

F. Personnel Actions

Upon receiving a report of a suspected or actual violation, the Compliance Officer will take steps
to ensure the appropriate investigation and resolution of the report. The Compliance Officer may
also request immediate suspension of an employee with or without pay pending the completion
of an investigation. In conjunction with the Executive Team and the Compliance Committee, the
supervisor will prepare a corrective action plan to address and correct the identified problem.
The compliance committee will monitor the implementation of the plan in consultation with the
supervisor.

Any personnel actions taken will be in compliance with DBH policies and procedures. Any lost
wages will be restored if the employee is exonerated. If the alleged violation was committed by
the Chief Executive Officer, the Corporate Compliance Officer shall immediately consult with
legal counsel and the Board of Directors to determine the appropriate action. If the alleged



violation was committed by the Local Mental Health Authority, the Corporate Compliance Officer
shall immediately consult with the Davis County Attorney, legal counsel, Chief Executive Officer,
and the Board of Directors.

IV. Educational Program

The Educational Program is intended to provide each DBH employee and volunteer with an
appropriate level of information and instruction regarding ethical and legal standards including,
without limitation, standards for documentation, pertinent laws, coding, billing and competitive
practices, and with the appropriate procedures to carry out the Policy. DBH will make available
appropriate educational and training programs and resources to ensure that all employees and
volunteers are thoroughly familiar with those areas of law that apply to and impact upon the
conduct of their respective duties. Education on the Corporate Compliance Policy will be
provided to all employees at New Employee Orientation and at least annually thereafter.
Ongoing training includes identification and explanation of unacceptable practices and improper
activities; explanation of the legal penalties for improper activities and the institutional penalties
for failure to comply; explanation of the Compliance program, its elements, investigation
protocols, and reporting procedures; and client confidentiality. The Human Resources
department will maintain a system to document the training received.

All training and educational materials will explain the obligation to report compliance issues and
who to report them to. Education information and training will be available to board members,
employees, contractors, and other affiliates of the organization. Training is mandatory for staff
on at least an annual basis DBH will make every effort to provide appropriate compliance
information to all employees and volunteers; it is not possible to anticipate every situation.
Responsibility for compliance with this Program, including the duty to seek guidance when in
doubt, rests with each DBH employee and volunteer.

V. Employee/Agent Obligations

A. Reporting Obligation: Employees and agents must immediately report to the Compliance
Officer any suspected or actual violation (whether or not it is based on personal knowledge) of
applicable law or regulations by DBH, any of its employees, or agents.

B. Acknowledgment Statement: Each employee as part of their new employee orientation or
annual performance evaluation, or agent upon entering a contract, contract renewal or contract
review must complete and sign an Acknowledgment Statement to the effect that they fully
understand the DBH Compliance Program and acknowledge their commitment to comply with
the Program as an employee or agent of DBH.

C. Employee Violation of Applicable Policy or Regulation: Violation of the Compliance Policy will
be considered a violation of the DBH code of conduct. Violators will be subject to corrective
action, up to and including termination of employment.

D. Agent Violation of Applicable Policy and Regulation: Violation of the Compliance Policy will
be considered a breach of contract and the contract will be terminated for cause.

VI. Non-Employment or Retention of Sanctioned Individuals

DBH shall not knowingly employ any individual; accept as a volunteer or contract with any
person or entity, who has been convicted of a criminal offense related to healthcare, or who is
listed by a federal agency as debarred, excluded or otherwise ineligible for participation in



federally funded healthcare programs. In addition, until resolution of such criminal charges or
proposed debarment or exclusion, any individual who is charged with criminal offenses related
to healthcare or proposed for exclusion or debarment shall be removed from direct responsibility
for, or involvement in documentation, coding, billing or competitive practices.

VII. Response to Reports of Violations

DBH shall promptly respond to and investigate all allegations of wrongdoing by employees,
volunteers, contractors, individuals in the community, or agents, whether such allegations are
received via telephone or in any other manner. Upon the discovery that a material violation of
the law or of the Policy has occurred, DBH shall take immediate action to rectify the violation, to
report the violation to the appropriate regulatory body if necessary, and to sanction the culpable
employee(s) or agent. DBH will notify law enforcement if the case warrants this protocol.

VIII. Auditing and Monitoring

A. Importance of Auditing and Monitoring

It is critical, for compliance with this Policy, to conduct regular auditing and monitoring of the
activities of DBH, its employees and contractors in order to identify and promptly rectify any
potential barriers to such compliance. In addition to investigating specific complaints, the
Compliance Officer will monitor ongoing agency operations and internal controls. In addition, the
Executive Director may select specific areas for review based on recommendations from the
Compliance Committee, Board of Directors, or other groups. The Compliance Committee and
members of the Executive Team will work with the Compliance Officer in competing all
monitoring activities.

The Compliance Officer will seek advice and consult with the DBH'’s legal counsel whenever a
potential legal question is raised. The Compliance Officer will immediately report to the
Executive Director and Legal Counsel any suspected criminal or civil violations of the law. The
Executive Director, in consultation with Legal Counsel and the Compliance Officer, will refer the
investigation to law enforcement, federal, or state authorities, as appropriate.

B. Regular Audits

Regular audits shall be conducted at the Board of Directors or Compliance Officer's direction.
Such audits shall evaluate DBH compliance with this Policy and determine what, if any, issues
exist. Such audits shall be designed and implemented to ensure compliance with this Policy and
all applicable federal and state laws.

C. Duty to Report Potential Medicaid Fraud

If DBH becomes aware of potential fraud, waste, or abuse we will report the incident within15
calendar days to the Office of Inspector General of Medicaid Services or The Medicaid Fraud
and Control Unit (MFCU) and to the Department. If DBH becomes aware of potential enrollee
fraud related to the enrollee’s eligibility for Medicaid, we will report the incident to DWS. All
other types of potential enrollee fraud or abuse will be made to the OIG.

D. Compliance with Applicable Fraud Alerts

The Compliance Officer shall regularly and periodically monitor the issuance of fraud alerts by
the Office of the Inspector General of the Department of Health and Human Services.

E. Retention of Records and Reports



All records and reports created in conjunction with DBH adherence to the Regulatory
Compliance Policy are confidential and shall be maintained by DBH.

This Regulatory Compliance Program has been adopted by the DBH Board of Trustees on the
28th day of January, 2003. First Revision effective on the 26th day of October, 2005, second
revision effective on the 1stday of January, 2007, third revision on the 22" day of June,
2010, fourth revision on the 26" day of October, 2011.
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POLICY

Davis Behavioral Health will provide crisis assessment and crisis intervention services
for all persons who phone in or walk in to any DBH facility and who is in an emergent,
psychiatrically unstable condition. This service will be provided 24 hours a day, seven
days a week. Emergency services are available without preauthorization.

PURPOSE

Professional ethics require licensed mental health professionals to provide services to
persons who are in an emergent situation irrespective of funding considerations if that
professional is the first contact.

DEFINITION

DBH defines Crisis (Emergency) Services as inpatient or outpatient covered services
furnished by a master’s level (or higher) clinician who is qualified to furnish services
required to evaluate and/or stabilize an emergency medical condition.

PROCEDURE
1. At least one DBH mental health professional will be identified as the crisis contact at
all times of day, everyday of the year.

a. These mental health professionals will be licensed to conduct psychotherapy,
and will have knowledge of:

i. Appropriate use of community services.

ii. Crisis intervention techniques.

iii. Risk assessment.

iv. Procedures for involuntary hospitalization.

b. During the daytime office hours, a crisis back-up will be identified from the
available professionals on staff to provide crisis services when the primary
responder is unavailable or responding to other crises.

2. A DBH physician will be designated to be available to the crisis workers at all times for
psychiatric consultation or hospital inpatient admission decisions.

3. The crisis service will provide, based on need, either telephone intervention services
or face-to-face assessments. Face-to-face evaluations can occur at any DBH facility or
can occur in the community depending on circumstances, including the needs of the
client, the needs of the community, and various safety considerations. The determination



will prioritize the best interest of the client. If a face-to-face assessment is indicated, the
assessment will include:

a. An assessment of risk of harm to self or others.
b. Crisis intervention.
c. A crisis stabilization plan.
d. Appropriate referral for
i. Medical screening (if necessary)
ii. Follow-up services
iii. Inpatient services
4. During non-office hours, a crisis line will be operated by the adult residential unit to
make certain that live answering capability is maintained around the clock.

a. The phone number of this crisis line will be given to all clients at the time of
orientation to services.

b. The residential unit personnel answering the crisis line will refer any
emergency to the on-call crisis worker.

c. The on-call crisis worker will contact the client within thirty minutes of the
referral.

5. When the crisis evaluation indicates that hospitalization may be necessary, the crisis
therapist is authorized to authorize up to the first 72 hours in the hospital. Any hospital
that is desired by or most convenient for the consumer will be considered as a service
provider.
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EFFECTIVE DATE: __5/2005
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POLICY

It is the policy of DBH to protect its clients, patients, property and staff from harm or threat of
harm and, When possible, to act quickly and decisively at the point of occurrence to prevent or
mitigate any harm or threat of harm. All critical incidents/sentinel events will be reviewed to
determine the need for quality improvement activities on the part of the agency.

PURPOSE
To set up procedures to report, investigate and resolve where possible adverse incidents, which
occur at DBH in order to insure safety of all consumers and staff.

PROCEDURES
1.0 Critical Incidents are those incidents that cause or threaten to cause physical
and/or personal harm to clients, staff, and property.

Examples of critical incidents which are covered by this procedure are: threats of
suicides, assaults, fire, theft, accidents, overdoses, self-destructive acts, missing
or misused medication.

Sentinel events are those events that have resulted in the serious incapacitation or
death of the consumer (suicide) or the serious incapacitation or death of another
(homicide).

1.1 All critical incidents/sentinel events will be handled and stabilized to the extent possible
at the point and time of the incident. Where needed, assistance should be obtained

from the Program Director, the AOC, or from whomever the program director deems
necessary.

1.2 In the event of a sentinel event, notification should be made to the AOC at the earliest
available opportunity. The AOC has the responsibility for notifying the CEO and in-house legal
counsel.

1.3 All sentinel events involving a death of an active client are required to be reported to the
State Division of Mental Health and Substance Abuse. The corporate compliance officer is
charged with the responsibility of making the mandatory report to the State Division of
Substance Abuse and Mental Health. The corporate compliance officer is responsible for
convening the Critical Incident/Sentinel Event Review Committee which is comprised of the
medical director, a member of the Board of Directors, the corporate compliance officer, the



CEO, the clinical director, the program director, and legal counsel. The purpose of the review
committee is two-fold:

a.) to aid and support in the de-briefing of staff involved
b.) to determine what, if any quality improvement actions might be recommended.

1.4 A licensed mental health professional, in the event of a critical incident, will determine:
(a) If the client is currently stable,
(b) What additional follow-up, if any, is necessary.

(c) If the incident arises to a level that requires notification to the Program
Supervisor. Within two regular working days after the incident is addressed
and stabilized, the Program Supervisor will report the incident to the Program
Director on the Incident Report Form. The Incident Report Form will not be
entered into the clinical record of the client involved.

1.5 The Program Director will determine:
(a) Whether an investigation should be undertaken
(b) If any procedures should be changed

(c) If the file should be closed or reviewed by the Executive Leadership Team. If
a review is indicated, the Program Director will send the Incident Report Form
and recommendations to the ELT.

1.6 The Critical Incident/Sentinel Event Review Committee will review the Program
Director’s recommendations and make the following decisions:

(a) Whether additional follow-up is necessary.

(b) Whether further investigation is necessary.

(c) Whether the incident should be reported to our insurance company, the
corporate attorney, and/or governmental authorities.
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Commitment to Cultural Competence

Davis Behavioral Health, Inc. (DBH) believes that the pursuit of equality in healthcare must be in
the forefront of all our efforts to serve the many individuals that seek our services. DBH places
significant important on providing services that are of the highest quality available. In addition,
DBH is committed to accommodating the unique needs of individuals and families who cultural

perspectives and linguistic differences are significantly dissimilar from the main stream culture in
Davis County, Utah.

CLAS Standards

DBH has adopted the enhanced National Standards for Culturally and Linguistically Appropriate
Services (CLAS) in Health Care as the foundation for implementing cultural competence as a
core element in the delivery of services.

As defined by the U.S. Department of Health and Human Services Office of Minority Health, The
National CLAS Standards aim to improve health care quality and advance health equity by
establishing a framework for organizations to serve the nation’s increasingly diverse
communities.

The National CLAS Standards are outlined below:

Principal Standard

1. Provide effective, equitable, understandable and respectful quality care and services that
are responsive to diverse cultural health beliefs and practices, preferred languages,
health literacy and other communication needs.

Governance, Leadership and Workforce

2. Advance and sustain organizational governance and leadership that promotes CLAS
and health equity through policy, practices and allocated resources.



Recruit, promote and support a culturally and linguistically diverse governance,
leadership and workforce that are responsive to the population in the service area.
Educate and train governance, leadership and workforce in culturally and linguistically
appropriate policies and practices on an ongoing basis.

Communication and Language Assistance

5.

Offer language assistance to individuals who have limited English proficiency and/or
other communication needs, at no cost to them, to facilitate timely access to all health
care and services.

Inform all individuals of the availability of language assistance services clearly and in
their preferred language, verbally and in writing.

Ensure the competence of individuals providing language assistance, recognizing that
the use of untrained individuals and/or minors as interpreters should be avoided.

Provide easy-to-understand print and multimedia materials and signage in the languages
commonly used by the populations in the service area.

Engagement, Continuous Improvement and Accountability

9.

10.

11.

12.

13.

14.

15.

Establish culturally and linguistically appropriate goals, policies and management
accountability, and infuse them throughout the organizations’ planning and operations.
Conduct ongoing assessments of the organization’s CLAS-related activities and
integrate CLAS-related measures into assessment measurement and continuous quality
improvement activities.

Collect and maintain accurate and reliable demographic data to monitor and evaluate
the impact of CLAS on health equity and outcomes and to inform service delivery.
Conduct regular assessments of community health assets and needs and use the
results to plan and implement services that respond to the cultural and linguistic diversity
of populations in the service area.

Partner with the community to design, implement and evaluate policies, practices and
services to ensure cultural and linguistic appropriateness.

Create conflict- and grievance-resolution processes that are culturally and linguistically
appropriate to identify, prevent and resolve conflicts or complaints.

Communicate the organization’s progress in implementing and sustaining CLAS to all
stakeholders, constituents and the general public.

Cultural Competency Work Plan

The DBH Executive Leadership Team (ELT) have the authority and responsibility to integrate
cultural competence through all levels of the organization. The Human Resources Director has
been specifically tasked with leading cultural competence effort, including the organization and
direction of the DBH Cultural Competency Committee.

Cultural Competency Committee

Davis Behavioral Health has established a Cultural Competency Committee composed of a
minimum of 4 individuals, including a Chair and three committee members. Responsibilities and
assignments are delegated to all committed members.

The role of the Committee shall be:

To promote cultural competency among staff and in all services provided by DBH



= To develop and recommend the annual Cultural Competency Plan to the Executive
Leadership Team (ELT) and to make relevant recommendations to the Quality
Assurance and Performance Improvement (QAPI) committee. The Cultural Competency
Plan will be presented to ELT in the first executive each July

= Attend available statewide workshops and training

= Compile, maintain, and disseminate information on internal and external resources for
staff serving diverse populations

= Coordinate with Human Resources Department to ensure that annual staff training
pertaining to cultural competency is completed

= Served as primary contact and educators for all cultural competency issues or concerns
that arise at DBH

Meetings

The Cultural Competency Committee will meet at least quarterly on a date determined by the
committee. Special meetings may be called at the discretion of the Chair to conduct business
within the scope of the standing rules and/or to carry out the annual plan.

A member of the Committee will be assigned to take minutes at each meeting and send follow-
up communication to the other committee members.

Cultural Competency Plan
The Cultural Competency Plan is reviewed and/or updated annually and will include one or
more of the following components:

= Goals and implementation

= Delivery of services

= Conflict and grievance resolution for consumers

= Strategic partnerships with local community groups
» Recruitment and retention of staff

= Legal considerations

= Cultural competency training

Goals and Implementation

To make the annual Cultural Competency Plan an effective tool for DBH, the Cultural
Competency Committee will create 1-2 short-term and long-tern goals each year during the
review and revision process for the annual Plan. Short-term goals will be focused on areas that
can be completed within the 12-month scope each plan, have relevant and practical applications
for immediate improvement, and we attainable with available resources.

2017/18 Goals
Short-term Goals

1. Improve staff awareness of cultural competency by initiating cultural competency
training.

Long-term Goals

Long-term goals will remain focused on DBH'’s efforts to meet the CLSW principle standards of
providing high quality culturally competent services to persons with diverse cultural health
beliefs, practices, and languages.



Delivery of Services

Treatment staff at DBH are encouraged to perform assessments, treatment, and discharge
planning in what that, when possible, take into consideration holistic approaches, cultural beliefs
and values, family and other natural support systems, community resources, and any
communication barriers that may be present. DBH will use a system of care approach that
encourages wraparound services that meet the needs of families and include those in a
consumer’s natural culture. DBH will promote the delivery of services in a culturally competent
manner, to all members including those with limited English proficiency and diverse cultural and
ethnic backgrounds, disabilities, and regardless of gender, sexual orientation or gender identity.

Interpreters and Written Materials

DBH will make every effort to provide services to consumers in their preferred language. In the
absence of qualified and competent bilingual staff, interpreters (language, ASL, etc.) may be
offered to overcome communication barriers on an as needed basis. In such instances,
interpreters are required to maintain confidentiality, while providing complete and accurate
interpretation. Family members, particularly children, will not be used as interpreters in mental
health assessments, treatment, or other situations where impartiality is critical. Additionally, the
same interpreter should be utilized over the course of treatment, whenever possible. Please
refer to Attachment | for the “Language Interpreter and Translator Code of Professional
Conduct” used by DBH.

DBH will continue to comply with PMHP contract requirements to make interpreter services
available to assist those with limited English proficiency to access services.

Interpreters may not be limited to prevalent languages in the catchment area, but shall apply to
all non-English languages.

DBH will make interpretation services for all non-English languages available free of charge and
notify members that oral interpretation is available for any all language and written translation is
available in prevalent languages, including the use of auxiliary aids such as TTY/TDY and
American Sign Language (ASL). Further, DBH will instruct members how to access these
services.

DBH Human Resources Department will include all non-English languages spoken by staff in
the human resource information system (HRIS), which is currently administered by Paylocity.
This information will be used to track potential internal interpreter sources.

A list of names and phone numbers of interpreters and staff fluent in a 2" language will be kept
on the internal DBH website.

DBH intake staff will complete the Clinical Information/Demographic Form as part of the intake
process, whether consumers request and receive either interpreter services or services in a
preferred language other than English.

DBH will provide written materials that are critical to obtaining services in prevalent non-English
languages in its service areas. DBH has identified Spanish as the sole prevalent non-English
language in its service area in which critical written material will be provided. Critical materials
include: provider directories, member handbooks, appeal and grievance notices, and denial and
termination notices.

DBH agree to meet the following criteria for all written material:



= Use easily understood language and format

= Use a font size no smaller than 12 point

= Be available in alternative formats and through provision of auxiliary aids and service
that takes into consideration the special needs of members with disabilities or limited
English proficiency.

» Include taglines in large print (18 point) and prevalent non-English languages
describing how to request auxiliary aids and services, include written translation or
oral interpretation and the toll-free and TTY/TDY customer service number, and
availability of materials in alternative formats.

Documentation

DBH will maintain documentation of activities conducted by the agency and its staff. When
requested, DBH will submit the written cultural competency plan and or documentation of the
activities to the State of Utah Department of Human Services.

Conflict and Grievance Resolution for Consumers

The DBH Cultural Competency Committee will collaborate with the Corporate Compliance
Officer and Executive Leadership Team (ELT) to ensure that conflict and grievance resolution
processes are culturally and linguistically sensitive and capable of identifying, preventing, and
resolving cross-cultural conflicts or complaints by consumers.

Strategic Partnerships with Local Community Groups

DBH staff members will strive to participate in community committees to ensure that the
community needs are being met in a culturally sensitive manner. DBH believes that it is
essential to gain trust by finding natural leaders from within the minority community as this helps
clarify needs and how services need to be adapted to fit the needs of individuals.

Recruitment and Retention of Staff

The Cultural Competency Committee will work with the Human Resources Department to
provide supervisors with resources related to the recruitment and retention of staff with diverse
cultural and language backgrounds.

Conflict and grievance resolution processes will be addressed in a culturally sensitive manner to
help identify, prevent, and resolve cross-cultural conflicts or complaints by staff or consumers.

Cultural competency training will be included in all new employee orientation meetings and
material.

Legal Considerations

DBH complies with any other federal and State laws that pertain to member rights including Title
VI of the Civil Rights Act of 1964 as implemented by regulations at 45CFR part 80; the Age
Discrimination Act of 1975 as implemented by regulations at 45CFR part 91; the Rehabilitation
Act of 1973, Title IX of the Education Amendments of 1972 (regarding education programs and
activities), Titles Il and Il of the Americans with Disabilities Act; and section 1557 of the Patient
Protection and Affordable Care Act.

Title VI of the Civil Rights Act of 1964
Title VI declares that no person shall be subject to discrimination based on race, color or
national origin under any program or activity that receives federal financial assistance.



What is the penalty for non-compliance with Title VI?

e Loss of federal funds

e Loss of future federal and state funding

e Subject to legal actions from NC DHHS, legal services organizations and private
individuals.

e Possible “Informed Consent” issues which could lead to medical malpractice charges for
both the public and private sector.

Age Discrimination Act of 1975

The Age Discrimination Act of 1975 prohibits discrimination on the basis of age in programs and
activities receiving federal financial assistance. The Act, which applies to all ages, permits the
use of certain age distinctions and factors other than age that meet the Act’s requirements. The
Age Discrimination Act is enforced by the Civil Rights Center.

Rehabilitation Act of 1973

The Rehabilitation Act of 1973, as Amended (Rehab Act) prohibits discrimination on the basis of
disability in programs conducted by federal agencies, in programs receiving federal financial
assistance, in federal employment and in the employment practices of federal contractors.

The standards for determining employment discrimination under the Rehab Act are the same as
those used in Title | of the ADA,; it protects “qualified individuals with disabilities.” An “individual
with a disability” is a person who has a physical or mental impairment that substantially limits
one or more major life activities, has a record of such impairment or is regarded as having such
an impairment. “Qualified” means the person satisfies the job-related requirements of the
position he or she holds (or is applying for) and can perform its essential functions, with or
without a reasonable accommodation.

Title IX of the Education Amendments of 1972

Title IX is a comprehensive federal law that prohibits discrimination on the basis of sex in any
federally funded education program or activity. The principal objective of Title IX is to avoid the
use of federal money 