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This booklet and the forms are available at:  http://www.maine.gov/dhhs/mh/rights-legal  
Please use this website for the most up-to-date forms and information.  
For questions, please email oamhs-ptp.dhhs@maine.gov  or call 207-287-4243
Note:  This represents DHHS’s best effort to anticipate how this new program will work.  This 

guideline, and the accompanying forms, will be revised as the program unfolds in practice.

CHECKLIST OF FORMS

This chart shows the forms that will ordinarily be required for the purposes listed on the left hand side.  However, local practice or unusual circumstances may dictate different use of the forms.

	
	MH-100

Blue paper
	MH-PTP-12

Green paper
	MH-PTP-1

Application
	Proposed

Treatment plan

See Note Below
	MH-PTP-2 Practitioner’s  Application certificate
	MH-PTP-3

Client rights cert
	MH-PTP-4 Client notice
	MH-PTP-4A

Client notice
	MH-PTP-5

Guardian notice
	MH-PTP-6 Court Order
	MH-PTP-7 Mo to Dissolve
	MH-PTP-8 Mo to Modify
	MH-PTP-9 Mo to Extend
	MH-PTP-10 Mo to Enforce
	MH-PTP-11 Practitioner’s  Enforcement certificate

	Petition for PTP admission
	
	
	X
	X
	X
	X
	X
	
	X
	
	
	
	
	
	

	Court-ordered admission to PTP
	
	
	
	
	
	
	
	
	
	X**
	
	
	
	
	

	Emergency hospitalization

from PTP
	X
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Hospitalization for failure to comply with essential plan requirement
	
	X
	
	
	
	
	
	
	
	
	
	
	
	
	

	Enforcement of terms of PTP
	
	
	
	
	
	
	
	
	
	
	
	
	
	X
	X

	Termination of PTP
	
	
	
	
	
	
	
	X
	
	
	X
	
	
	
	

	Modification of PTP
	
	
	
	X*
	
	
	
	X
	
	
	
	X
	
	
	

	Extension of PTP
	
	
	
	X*
	
	
	
	X
	
	
	
	
	X
	
	


* These are most likely required only if a change to the treatment plan is proposed.

** This is a proposed order for the court.  The court may draft or request a party to draft a different order.

NOTE:  (Proposed Treatment Plan) There is no form provided for the Proposed Treatment Plan.  

 Agencies may use their own format.

 Introduction

The revised Progressive Treatment Program (PTP) was enacted on April 14, 2010 as part of 2009 P.L. c. 651.  It appears in statute at 34-B M.R.S.A. § 3973-A.  The new law expanded the previous program to allow community service providers to initiate petitions for admission of clients to PTP.  It required development of standards for certain ACT teams that participate in PTP.  It made some changes to the application process and the hearing process.  It also revised the process for termination of client participation, extension of participation, and re-hospitalization.  This booklet is intended to provide an overview of PTP, as well as guidelines for implementing a program.

Definitions

ACT Team – An ACT team means a multidisciplinary team providing assertive community treatment, as set forth in 34-B M.R.S.A. § 3801(11).

Authorized Applicant – An authorized applicant for admission of clients to PTP means:

· The DHHS Commissioner or designee,

· The superintendent of Dorothea Dix Psychiatric Center or Riverview Psychiatric Center, or designee,

· The chief administrative officer of a hospital that provides psychiatric inpatient services, or

· The director of an ACT team.
Certified ACT Team – A certified ACT team means an ACT team that was in existence on April 14, 2010 and that has complied with the requirements of CMR 14-193, Ch. 2, the rule that appears in Appendix A.

Likelihood of Serious Harm – Likelihood of serious harm means: 

A.
A substantial risk of physical harm to the person as manifested by recent threats of, or attempts at, suicide or serious self-inflicted harm;

B.
A substantial risk of physical harm to other persons as manifested by recent homicidal or violent behavior or by recent conduct placing others in reasonable fear of serious physical harm;

C.
A reasonable certainty that the person will suffer severe physical or mental harm as manifested by recent behavior demonstrating an inability to avoid risk or to protect the person adequately from impairment or injury; or

D.
In view of the person's treatment history, current behavior and inability to make an informed decision, a reasonable likelihood that the person's mental health will deteriorate and that the person will in the foreseeable future pose a likelihood of serious harm as defined in paragraphs A, B or C.

Medical Practitioner – Medical practitioner means a:

· Licensed physician,

· Registered physician assistant,

· Certified psychiatric clinical nurse specialist,

· Certified nurse practitioner, or

· Licensed clinical psychologist.

Proposed client – Proposed client means the person for whom the authorized applicant seeks an order of admission to PTP.

Psychiatric hospital – Psychiatric hospital means a hospital that is equipped to provide inpatient care and treatment for the persons with mental illness.

Severe and Persistent Mental Illness – Severe and persistent mental illness means a diagnosis of one or more qualifying mental illnesses or disorders plus a listed disability or functional impairment that has persisted continuously or intermittently or is expected to persist for at least one year as a result of that disease or disorder. The qualifying mental illnesses or disorders are schizophrenia, schizoaffective disorder or other psychotic disorder, major depressive disorder, bipolar disorder or a combination of mental disorders sufficiently disabling to meet the criteria of functional disability. The listed disabilities or functional impairments, which must result from a diagnosed qualifying mental illness or disorder, include inability to adequately manage one's own finances, inability to perform activities of daily living and inability to behave in ways that do not bring the attention of law enforcement for dangerous acts or for acts that manifest the person's inability to protect the person from harm.

Criteria for Program Admission

Criteria for PTP admission are:

· The person suffers from a severe and persistent mental illness,

· The person poses a likelihood of serious harm,

· The person has the benefit of a suitable individualized treatment plan,

· Community resources are available to support the treatment plan,

· The person is unlikely to follow the treatment plan voluntarily,

· Court-ordered compliance will help to protect the person from interruptions in treatment, relapses or deterioration of mental health, and

· Compliance will enable to person to survive more safely in a community setting without posing a likelihood of serious harm.
There is no requirement that a person be currently hospitalized in order to enter PTP.



ACT services under PTP

In order to provide and be reimbursed for any ACT services to adults in Maine, a provider must comply with both MaineCare requirements and requirements set forth in a contract from OAMHS.  The statute under which the Progressive Treatment Program is authorized also requires a peer specialist on the ACT team.  Maine submitted a state plan amendment (SPA) to the Center for Medicare and Medicaid to require a Certified Intentional Peer Support Specialist as part of the team.  Maine cannot enforce this statutory requirement until the SPA is approved.
The PTP law requires that ACT teams who receive referrals from the community also comply with nationally recognized standards.   Those standards are set forth in the certification process that appears in CMR 14-193, Ch. 2, the rule that appears in Appendix A.  Part of the certification process is a self-assessment based on the fidelity standards that are scored at one through five, and that are described in the rule.  For ACT teams seeking certification, the self-assessment for each standard should show a score that meets or exceeds MaineCare and contract requirements.  For example, the staff ratio should score a five, as this reflects the requirements of MaineCare section 17.  For standards that are not affected by contract or MaineCare rules, the self-assessment should show a score of three or better.  If it does not, the ACT provider seeking to provide PTP services must implement a plan of correction to meet the PTP rule requirements for certification.
Application Procedure

Who may apply for admission of a person into PTP:  With the following limitations, any authorized applicant may apply for admission of a proposed client into PTP:

· The DHHS Commissioner or designee may apply for admission of a proposed client to any ACT team.
· The Superintendent of RPC or designee and the Superintendent of DDPC or designee may apply for admission to any ACT team.
· The Director of an ACT team may apply for admission of a proposed client only to a certified ACT team.
· The chief administrative officer of a psychiatric hospital other that RPC or DDPC may apply for admission of a proposed client only to a certified ACT team.
All authorized applicants may apply for provision of ACT services under PTP by a certified ACT team.  Additionally, the Commissioner of the Department of Health and Human Services (or designee) or the Superintendent of a state psychiatric hospital (or designee) may apply for PTP services from any ACT provider.  The authority to apply for PTP and the limitations are summarized in the table below:  
	
	PTP Applicant



	ACT Provider
	
	Commissioner or designee
	Superintendent or designee
	ACT team

director
	Community

Hospital CAO

	
	Certified ACT team
	√
	√
	√
	√

	
	Non-certified ACT team
	√
	√
	
	



Legal representation for authorized applicants:  The Office of the Attorney General will represent the DHHS Commissioner and the two state hospitals on PTP applications and subsequent proceedings related to those applications, in accordance with the statutory mandate for the Attorney General to represent state government (5 M.R.S. § 191).  Other authorized applicants will be responsible for their own legal representation.

Filing with court:  An authorized applicant may seek an order of admission to PTP in the District Court in the judicial division where the applicant (or its corporation) maintains a place of business or where the proposed PTP client resides.  See Appendix B for a list of judicial divisions.

To initiate an application for placing a proposed client in PTP, the authorized applicant must file the following documents with the court.  The forms (or approved alternatives) must be filled out in accordance with the instructions on the forms.

· Application to District Court for an Order of Admission to the Progressive Treatment Program (MH-PTP-1)
· Certificate of Medical Practitioner to Support PTP Application (MH-PTP-2)
· The proposed client’s individualized treatment plan

· Certification of Applicant Concerning Proposed Client’s Rights (MH-PTP-3)
Copies of these and all of other forms noted below appear in Appendix C.


Notice to proposed client:  The authorized applicant must give the proposed client a copy of the entire court filing.  In addition, using the Notification to Proposed Client of Application to the District Court for Admission to a Progressive Treatment Program form (MH-PTP-4), or an approved alternative, the authorized applicant must notify the proposed client of the right to hire an attorney or have an attorney appointed, of the right to select an examiner, and of a way to contact the District Court in which the application is being filed.  The applicant must keep a copy of the notice in the proposed client’s file.

Notice to guardian or next of kin:  Using the Notification to Guardian or Next of Kin of Application for Proposed Client’s Admission to Progressive Treatment Program form (MH‑PTP‑5), or an approved alternative, the authorized applicant must notify the proposed client’s guardian or next of kin, if any, of the application for PTP and of the proposed client’s right to hire an attorney or have an attorney appointed and to select an examiner, and of how to contact the District Court in which the application is being filed.  Addresses for each District Court are included in Appendix B.  The authorized applicant must keep a copy of the notice in the proposed client’s file.  If there is no guardian or next of kin, the authorized applicant must place a notation to that effect in the proposed client’s file.

Court Obligations before Hearing

Notice of hearing:  Within two days after receiving the application, the court must mail notice of the hearing place, date and time to the authorized applicant, the proposed client, the proposed client’s guardian, if any, and the proposed client’s next of kin or friend if known.

Appointments of counsel and an examiner:  Once the application and accompanying documents have been filed, the court will undertake steps in preparation for a hearing.  These include appointment of counsel if the proposed client does not have a lawyer and appointment of a medical practitioner to examine the proposed client.  The appointment of the examiner should occur at least three days after the proposed client received notice of the right to choose an examiner and of how to contact the court.  If the proposed client selects a qualified examiner who is reasonably available, the court will select that examiner.  The court bears the cost for appointed counsel and the independent examiner.

The independent examination:  The authorized applicant should assist the court and the examiner in assuring that the examination is held in a suitable place not likely to have a harmful effect on the mental health of the proposed client.

Scheduling of hearing:  The court must hold the hearing within 14 days after the filing of the application, except that if there is a good reason, the court can delay (“continue”) the hearing for up to 21 days at the request of the authorized applicant or the proposed client, or on the court’s own initiative.
Hearing

The court must conduct the hearing as informally as is consistent with orderly procedure.  Also, the hearing must be in a physical setting not likely to harm the mental health of the proposed client.  This could mean that a hearing might be held at a facility with videoconferencing capability, at a hospital, or in a courtroom.

The hearing is confidential.  The court may order the hearing to be public only if the proposed client or his or her counsel so requests.  Information from the hearing cannot be released except with permission of the proposed client or his or her counsel, and with the approval of the presiding judge.

The authorized applicant must transport the proposed client to and from the hearing.

The proceedings will occur in accordance with the rules of evidence, and witnesses may be compelled to attend by subpoena.

The authorized applicant may appear at the hearing to testify and to present and cross examine witnesses.  The authorized applicant must present expert psychiatric testimony to support the application and to describe the proposed individual treatment plan.  The psychiatric testimony may be provided by a qualified medical practitioner.  The authorized applicant bears the expense of providing a witness for this purpose.


The proposed client may appear at the hearing to testify and to present and cross examine witnesses.

Guardian or next of kin who were entitled to receive notice of the hearing may appear at the hearing to testify and to present and cross examine witnesses.

The court may consider but not be bound by an advance directive or durable power of attorney, and may also receive testimony from the attorney in fact who has been named in the advance directive or durable power of attorney.

After the Hearing

If the proposed client is not admitted to PTP, the authorized applicant must transport the proposed client to his or her residence if the proposed client so requests.


The court may order admission of the proposed client to the PTP program, under the care and supervision of an ACT team, for a period of up to 12 months.  The court’s order must direct the client to follow the individual treatment plan, and may include restrictions and conditions necessary to ensure compliance with the individual treatment plan.  In addition, the court order could address contingencies, such as an automatic end to certain requirements if the ACT team determines that the client has achieved certain goals.  A sample order (MH‑PTP‑6) is included in Appendix C, but the court is at liberty to enter any order that fits the circumstances of the particular case.
Appeal

A person ordered admitted to PTP may appeal to the Superior Court within 30 days of entry of the court order, in accordance with Maine Rule of Civil Procedure 76D.  The order of admission remains in effect during the appeal.

Changes in Circumstances during the Period of PTP 

The ACT team may not modify the length of the court-ordered PTP admission or the terms of the individual treatment plan without the permission of the court.  If there is a good reason to make a change, the authorized applicant, the client, or a person who was entitled to notice of the original hearing and presented or cross-examined witnesses at the hearing may ask the court that the admission to PTP be:

· dissolved,

· modified, or

· extended for a period up to an additional year
The request must be made through a motion filed with the court.  See forms MH-PTP-7, MH‑PTP-8, and MH-PTP-9 in Appendix C.



The court must hold a hearing within 14 days after the filing of the motion, except that if there is a good reason, the court can delay (“continue”) the hearing for up to 21 days at the request of the authorized applicant or the client, or on the court’s own initiative.  The court must notify the client and the guardian or next of kin, if any, of the hearing date.

Generally, the procedures outlined above for hearings apply, with two exceptions.  First, the law does not require the applicant to duplicate all original notice requirements.  Nonetheless, it is appropriate to provide written notice of the motion to the client or guardian.  See form MH-PTP-4A.  Second, the law does not require court appointment of an independent examiner for a motion to dissolve, modify or extend.  The applicant, through the treating clinician or other person whose expertise supports the dissolution, modification, or extension, can provide the necessary expert testimony at the hearing to support the motion. 

Failure of Client to Comply with Treatment Plan

If the client fails to comply with the treatment plan, the authorized applicant may:

· implement any remedies that the initial court order authorized the ACT team to implement;

· file a Motion to Enforce Progressive Treatment Order (MH-PTP-10) with an accompanying Certificate of Medical Practitioner Concerning Enforcement of Progressive Treatment Program Order (MH‑PTP-11).  The court will conduct a hearing to determine whether the client has been non-compliant and poses a likelihood of harm, and may authorize emergency hospitalization after the hearing;

· seek an emergency involuntary admission to a psychiatric hospital under either an Application for Emergency Involuntary Admission to a Psychiatric Hospital from Progressive Treatment Program, MH-PTP-12, the so-called “green paper,” or a blue paper.

The psychiatric hospital to which emergency admission is authorized retains the authority to accept or reject the proposed patient in accordance with its admission policies.


Appendix A  Final Rule
14-193 Department of Health and Human Services  
Chapter 2:
Rules Governing Essential Standards and Basic Principles Required of Certain Assertive Community Treatment Teams for Participation in the Progressive Treatment Program

==================================================================


Section 1.
Purpose and Scope
As required by P.L. 2009, ch. 651, § 32, this rule sets forth requirements relating to national standards that an ACT Team must meet in order to provide ACT services under the Progressive Treatment Program, when the applicant is an ACT Team Director or Chief Administrative Officer of a hospital (other than Riverview Psychiatric Center or Dorothea Dix Psychiatric Center) providing inpatient psychiatric services. 

Section 2.
Definitions

ACT Fidelity Assessment – An ACT Fidelity Assessment is a review of an ACT Team and ACT Services, using the ACT Fidelity Scale, fidelity scale protocol, fidelity score sheet, and other processes and materials described in SAMHSA’s Evidence Based Practices KIT, Assessing Your Program, ACT, Draft 2003, available for download at: 
http://store.samhsa.gov/product/SMA08-4345 
ACT Fidelity Scale – The ACT Fidelity Scale is the 5-point scale, ranging from 1 (“not implemented”) to 5 (“fully implemented”), to measure the degree of implementation of the ACT program by assessing critical ingredients, as described in SAMHSA’s Evidence Based Practices KIT, Assessing Your Program, ACT, Draft 2003. (Appendix A)

ACT Services – ACT services are the services described in chapter II, section 17.04-4 of the MaineCare Benefits Manual (CMR 10-144, ch. 101) provided by an ACT Team.

Assertive Community Treatment (ACT) Team – An Assertive Community Treatment team is a team of service providers as described in chapter II, section 17.04-4 of the MaineCare Benefits Manual (CMR 10-144, ch. 101) providing ACT Services.

Department  – The Department is Maine’s Department of Health and Human Services.
OAMHS – OAMHS is the Maine Department of Health and Human Services, Office of Adult Mental Health Services.

Progressive Treatment Program (PTP) – The Progressive Treatment Program is the program for court-ordered community mental health services set forth in 34-B M.R.S. § 3873-A.

SAMHSA – SAMHSA is the Substance Abuse and Mental Health Services Administration of the U. S. Department of Health and Human Services.
Section 3. 
ACT Team Requirements

In order to provide ACT services under PTP, the ACT team must substantially comply with the definition of Assertive Community Treatment under 34-B M.R.S. section 3801 (11) and:

A. Notify the Director of OAMHS, of its intention to provide PTP services.  

B. Complete and submit to OAMHS an initial self-assessment using the ACT Fidelity Assessment. 
C. Agree to conduct self-assessments and participate in external ACT Fidelity Assessments upon request from the Department.

D. Meet or exceed the minimum score for each of the criteria in the ACT Fidelity Scale in Appendix A, except that if the ACT Team scores less than the minimum on any criterion, the ACT Team may provide PTP services if it immediately submits to OAMHS and implements a plan of correction.
EFFECTIVE DATE:  December 29, 2010

	APPENDIX A:                 ACT Fidelity Scale

	Human resources: Structure and composition 

	Criterion
	Ratings / Anchors

	
	1
	2
	3
	4
	5
	Min. Score

	H1
	Small caseload: Consumer/provider ratio = 10:1
	50 consumers/ team member or more
	35 – 49
	21 – 34 
	11 – 20 
	10 consumers/ team member or fewer
	5

	H2
	Team approach:

Provider group functions as team rather than as individual ACT team members; ACT team members know and work with all consumers
	Less than 10% consumers with multiple team face-to-face contacts in reporting 2-week period
	10 – 36%
	37 – 63%
	64 – 89%
	90% or more consumers have face-to-face contact with >1 staff member in 2 weeks
	3

	H3
	Program meeting:

Meets often to plan and review services for each consumer
	Service-planning for each consumer usually 1x/month or less 
	At least 2x/month but less often than 1x/week
	At least 1x/week but less than 2x/week
	At least 2x/week but less than 4x/week
	Meets at least 4 days/week and reviews each consumer each time, even if only briefly
	3

	H4
	Practicing ACT leader:

Supervisor of Frontline ACT team members provides direct services
	Supervisor provides no services
	Supervisor provides services on rare occasions as backup
	Supervisor provides services routinely as backup or less than 25% of the time
	Supervisor normally provides services between 25% and 50% time
	Supervisor provides services at least 50% time
	4

	H5
	Continuity of staffing:

Keeps same staffing over time
	Greater than 80% turnover in 2 years
	60 – 80% turnover in 2 years
	40 – 59% turnover in 2 years
	20 – 39% turnover in 2 years
	Less than 20% turnover in 2 years
	3

	H6
	Staff capacity:

Operates at full staffing
	Operated at less than 50% staffing in past 12 months
	50 – 64%
	65 – 79%
	80 – 94%
	Operated at 95% or more of full staffing in past 12 months
	3

	H7
	Psychiatrist on team:

At least 1 full-time psychiatrist for 100 consumers works with program
	Less than .10 FTE regular psychiatrist for 100 consumers 
	.10 – .39 FTE for 100 consumers
	.40 – .69 FTE for 100 consumers
	.70 – .99 FTE for 100 consumers
	At least 1 full-time psychiatrist assigned directly to 100-consumer program
	5

	H8
	Nurse on team:

At least 2 full-time nurses assigned for a 100-consumer program
	Less than .20 FTE regular nurse for 100 consumers 
	.20 – .79 FTE for 100 consumers
	.80 – 1.39 FTE for 100 consumers
	1.40 – 1.99 FTE for 100 consumers
	2 full-time nurses or more are members for 100-consumer program
	5

	H9
	Substance abuse specialist on team:

A 100-consumer program with at least 2 staff members with 1 year of training or clinical experience in substance abuse treatment
	Less than .20 FTE S/A expertise for 100 consumers
	.20 – .79 FTE for 100 consumers
	.80 – 1.39 FTE for 100 consumers
	1.40 – 1.99 FTE for 100 consumers
	2 FTEs or more with 1 year S/A training or supervised S/A experience
	3

	H10
	Vocational specialist on team:

At least 2 team members with 1 year training/experience in vocational rehabilitation and support
	Less than .20 FTE vocational expertise for 100 consumers
	.20 – .79 FTE for 100 consumers
	.80 – 1.39 FTE for 100 consumers
	1.40 – 1.99 FTE for 100 consumers
	2 FTEs or more with 1 year voc. Rehab. Training or supervised VR experience
	4 

	H11
	Program size:

Of sufficient absolute size to consistently provide necessary staffing diversity and coverage
	Less than 2.5 FTE staff
	2.5 – 4.9 FTE
	5.0 – 7.4 FTE
	7.5 – 9.9
	At least 10 FTE staff
	3


	Organizational boundaries 

	Criterion
	Ratings / Anchors

	
	1
	2
	3
	4
	5
	Min Score

	O1
	Explicit admission criteria:

Has clearly identified mission to serve a particular population. Has and uses measurable and operationally defined criteria to screen out inappropriate referrals.
	Has no set criteria and takes all types of cases as determined outside the program
	Has a generally defined mission but admission process dominated by organizational convenience
	Tries to seek and select a defined set of consumers but accepts most referrals
	Typically actively seeks and screens referrals carefully but occasionally bows to organizational pressure
	Actively recruits a defined population and all cases comply with explicit admission criteria
	4

	O2
	Intake rate:

Takes consumers in at a low rate to maintain a stable service environment
	Highest monthly intake rate in the last 6 months = greater than 15 consumers
/month
	13 – 15 
	10 – 12 
	7 – 9 
	Highest monthly intake rate in the last 6 months no greater than 6 consumers/month
	3

	O3
	Full responsibility for treatment services:

In addition to case management, directly provides psychiatric services, counseling/ psychotherapy, housing support, substance abuse treatment, employment and rehabilitative services
	Provides no more than case management services
	Provides 1 of 5 additional services and refers externally for others
	Provides 2 of 5 additional services and refers externally for others
	Provides 3 or 4 of 5 additional services and refers externally for others
	Provides all 5 services to consumers
	4

	O4
	Responsibility for crisis services:

Has 24-hour responsibility for covering psychiatric crises
	Has no responsibility for handling crises after hours
	Emergency service has program-generated protocol for program consumers
	Is available by phone, mostly in consulting role
	Provides emergency service backup; e.g., program is called, makes decision about need for direct program involvement
	Provides 24-hour coverage
	3

	O5
	Responsibility for hospital admissions:

Is involved in hospital admissions
	Is involved in fewer than 5% decisions to hospitalize
	ACT team is involved in 5% – 34% of admissions
	ACT team is involved in 35% – 64% of admissions
	ACT team is involved in 65% – 94% of admissions
	ACT team is involved in 95% or more admissions
	3

	O6
	Responsibility for hospital discharge planning:

Is involved in planning for hospital discharges
	Is involved in fewer than 5% of hospital discharges
	5% – 34% of program consumer discharges planned jointly with program
	35% – 64% of program consumer discharges planned jointly with program
	65 – 94% of program consumer discharges planned jointly with program
	95% or more discharges planned jointly with program
	3

	O7
	Time-unlimited services (graduation rate):

Rarely closes cases but remains the point of contact for all consumers as needed
	More than 90% of consumers are expected to be discharged within 1 year
	From 38 – 90% of consumers expected to be discharged within 1 year
	From 18 – 37% of consumers expected to be discharged within 1 year
	From 5 – 17% of consumers expected to be discharged within 1 year
	All consumers served on a time-unlimited basis, with fewer than 5% expected to graduate annually
	3


	Nature of services 

	Criterion
	Ratings / Anchors

	
	1
	2
	3
	4
	5
	Min Score

	S1
	Community-based services:

Works to monitor status, develop community living skills in community rather than in office
	Less than 20% of face-to-face contacts in community
	20 – 39%
	40 – 59%
	60 – 79%
	80% of total face-to-face contacts in community
	3

	S2
	No dropout policy:

Retains high percentage of consumers
	Less than 50% of caseload retained over 12-month period
	50 – 64%
	65 – 79%
	80 – 94%
	95% or more of caseload is retained over a 12-month period
	3

	S3
	Assertive engagement mechanisms:

As part of ensuring engagement, uses street outreach and legal mechanisms (probation/parole, OP commitment) as indicated and as available 
	Passive in recruitment and re-engagement; almost never uses street outreach legal mechanisms
	Makes initial attempts to engage but generally focuses on most motivated consumers
	Tries outreach and uses legal mechanisms only as convenient
	Usually has plan for engagement and uses most mechanisms available
	Demonstrates consistently well-thought-out strategies and uses street outreach and legal mechanisms whenever appropriate
	3

	S4
	Intensity of service:

High total amount of service time, as needed
	Average 15 minutes/ week or less of face-to-face contact for each consumer
	15 – 49 minutes/ week
	50 – 84 minutes/week
	85 – 119 minutes/week
	Average 2 hours/week or more of face-to-face contact for each consumer
	3

	S5
	Frequency of contact:

High number of service contacts, as needed
	Average less than 1 face-to-face contact/ week or fewer for each consumer
	1 – 2x/week
	2 – 3x/week
	3 – 4x/week
	Average 4 or more face-to-face contacts/week for each consumer
	3

	S6
	Work with informal support system:

With or without consumer present, provides support and skills for consumer’s support network: family, landlords, employers
	Less than .5 contact/ month for each consumer with support system
	.5 – 1 contact/ month for each consumer with support system in the community
	1 – 2 contact/month for each consumer with support system in the community
	2 – 3 contacts/month for consumer with support system in the community
	4 or more contacts/month for each consumer with support system in the community
	3

	S7
	Individualized substance abuse treatment:

1 or more team members provides direct treatment and substance abuse treatment for consumers with substance-use disorders
	No direct, individualized substance abuse treatment provided 
	Team variably addresses SA concerns with consumers; provides no formal, individualized SA treatment 
	While team integrates some substance abuse treatment into regular consumer contact, no formal, individualized SA treatment
	Some formal individualized SA treatment offered; consumers with substance-use disorders spend less than 24 minutes/week in such treatment
	Consumers with substance-use disorders average 24 minutes/week or more in formal substance abuse treatment
	3

	S8
	Co-Occurring disorder treatment groups:

Uses group modalities as treatment strategy for consumers with substance-use disorders
	Fewer than 5% of consumers with substance-use disorders attend at least 1 substance abuse treatment group meeting a month
	5 – 19%
	20 – 34%
	35 – 49%
	50% or more of consumers with substance-use disorders attend at least 1 substance abuse treatment group meeting/month
	3

	S9
	Dual Disorders (DD) Model:

Uses a non-confrontational, stage-wise treatment model, follows behavioral principles, considers interactions of mental illness and substance abuse, and has gradual expectations of abstinence
	Fully based on traditional model: confrontation; mandated abstinence; higher power, etc.
	Uses primarily traditional model: e.g., refers to AA; uses inpatient detox & rehab; recognizes need to persuade consumers in denial or who don’t fit AA
	Uses mixed model: e.g., DD principles in treatment plans; refers consumers to persuasion groups; uses hospitalization for rehab.; refers to AA, NA
	Uses primarily DD model: e.g., DD principles in treatment plans; persuasion and active treatment groups; rarely hospitalizes for rehab. or detox except for medical necessity; refers out some SA treatment
	Fully based in DD treatment principles, with treatment provided by ACT staff members
	3

	S10
	Role of consumers on team:

Consumers involved as team members providing direct services
	Consumers not involved in providing service 
	Consumers fill consumer-specific service roles (e.g., self-help)
	Consumers work part-time in case-management roles with reduced responsibilities 
	Consumers work full-time in case management roles with reduced responsibilities
	Consumers employed full-time as ACT team members (e.g., case managers) with full professional status
	3
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Progressive Treatment Program

Initial Self Assessment
The ACT Team wishing to be certified to provide community involuntary treatment services must complete this form.

ACT Team:
Date:

1. Please list all staff currently working on ACT team.


Name of Person
Position Title
FTE for this Person
1. ___________________________________________________________________________________

2. ___________________________________________________________________________________

3. ___________________________________________________________________________________

4. ___________________________________________________________________________________

5. ___________________________________________________________________________________

6. ___________________________________________________________________________________

7. ___________________________________________________________________________________

8. ___________________________________________________________________________________

9. ___________________________________________________________________________________

10. ___________________________________________________________________________________

11. ___________________________________________________________________________________

12. ___________________________________________________________________________________

13. ___________________________________________________________________________________

14. ___________________________________________________________________________________

15. ___________________________________________________________________________________

(If you need additional space, please add more sheets)

2. Currently, how many recipients does the team serve? ___________

3. During the last two weeks, how many ACT recipients saw more than one member of the team? ___________

4. How often does the ACT team meet as a full group to review services provided to each recipient? ___________ times/week

5. How many ACT recipients are reviewed at each meeting? ___________

6. Does the ACT team leader provide direct services to ACT recipients? 
Yes ___________
No_____________

6a.
During the past two weeks, on average, how many hours per week did the ACT team leader provide direct services? ___________

7. How many team members left in the past 2 years? ________________________________________________
8. How many have been on leave for more than 1 month during the last 12 months?________________________

8a.  When did this leave begin and end?________________________________________________________ 

9. Does your Substance Abuse Specialist have . . .
9a.  Over 1 year of SA clinical experience?
Yes ___________
No_____________

9b.  Over 1 year of training in SA treatment?
Yes ___________
No_____________
10.
Does the ACT team assist with housing?
Yes ___________ 
No_____________
11.
Does the ACT team assist with Psychiatric services?
Yes ___________ 
No_____________

12.
Does the ACT team assist with Counseling and Psychotherapy?
Yes ___________ 
No_____________

13.
Does the ACT team assist with Substance Abuse treatment?
Yes ___________ 
No_____________

14.
Does the ACT team assist with Employment/Rehabilitative services?
Yes ___________ 
No_____________

15. What is the ACT team’s role in providing 24-hour emergency services?

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

15a.
Is there a team member on call 24/7?

Yes ___________       No_____________

Notes/Comments:_____________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

15b.
Do team members get emergency call information from the Agency’s crisis line?

Yes ___________       No_____________

Notes/Comments:_____________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

15c.
Does the ACT team have direct involvement during after-hours crisis?

Yes ___________       No_____________

Notes/Comments:_____________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

16. How many individuals receiving ACT services have a substance use disorder? ___________

17. Of these individuals, how many address this by including individual counseling in the treatment plan?
_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________
17a.
Does one or more of the ACT team members provide individual substance abuse counseling for those individuals?  If yes, when?______________________________________________________________

___________________________________________________________________________________
18. How many individuals with substance use disorder attend a dual disorder treatment group?________________

________________________________________________________________________________________
19. Do these groups focus on integrated treatment? __________________________________________________

20. What is the treatment model used to treat individuals with substance abuse problems? ___________________

________________________________________________________________________________________
________________________________________________________________________________________
21.  Do you refer people to AA?  _________________________________________________________________

________________________________________________________________________________________
22. Detox programs? __________________________________________________________________________

________________________________________________________________________________________

23. Does your team employ harm reduction tactics?__________________________________________________

________________________________________________________________________________________
23a.  Some examples? _____________________________________________________________________

________________________________________________________________________________________
________________________________________________________________________________________

________________________________________________________________________________________

24. How does your team view abstinence versus reduction of use?______________________________________

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

25. Are you familiar with a stage-wise approach to substance abuse treatment?____________________________

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
26. Does the team use this approach? ____________________________________________________________

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
27. Can you give some examples of how your program uses this approach?_______________________________

________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Return this form by mail to:
OAMHS - PTP


Department of Health and Human Services


SHS # 11


Marquardt Bldg., 2nd Floor


Augusta, ME 04333

Or e-mail form to:
DHHS.OAMHS-PTP@maine.gov
	Fidelity Measures: PTP Initial Self Assessment

	
	Fidelity Measure—HR Structure & Composition
	Progressive Treatment Plan (PTP) Application

	H1
	Small Caseload: Client/Provider Ration of 10:1
	1. Please list all staff currently working on 
    ACT team. (Name of person, Position Title,
    FTE for this Person).

	
	
	2.  Currently how many recipients does the 
     team serve?

	H2
	Team Approach: Provider group functions as team rather than as individual practitioners; clinicians know and work with all clients.
	3. During the last two weeks, how many ACT
    recipients saw more than one member of 
    the team?

	H3
	Program Meeting: Program meets frequently to plan and review services for each client.
	4. How often does the ACT team meet as a
    full group to review services provided to 
    each recipient?

	
	
	5. How many ACT recipients are reviewed at
    each meeting?

	H4
	Practicing Team Leader: Supervisor of front line clinicians providers direct services.
	6. Does the ACT team leader provide direct
    services to ACT recipients?

	
	
	     6a. During the past two weeks, on 

           average,    how many hours per week

           did the ACT team leader provide direct 

           services?

	H5
	Continuity of Staffing: Program maintains same staffing over time.
	7. How many team members left in the past 2
    years?

	
	Staff Capacity: Program operates at full staffing.
	8. How many have been on leave for more 
    than 1 month during the last 12 months?

	
	
	     8a. When does this leave begin and end?

	H9
	Substance Abuse Specialist on Staff: A 100-client program includes at least two staff members with one year of training or clinical experience in substance abuse treatment.
	10. Does your Substance Abuse Specialist 
      have…

	
	
	     9a. Over 1 year of SA clinical experience?

	
	
	     9b. Over 1 year of training in SA 

           treatment?

	
	Fidelity Measure—Organizational Boundaries 
	Progressive Treatment Plan (PTP) Application

	O3
	Full Responsibility for Treatment Services: In addition to case management, program directly provides psychiatric services, counseling/psychotherapy, housing support, substance abuse treatment, employment/rehabilitative services.
	10. Ford the ACT team assist with housing?

	
	
	11. Does the ACT team assist with Psychiatric
      services?

	
	
	12. Does the ACT team assist with 
      Counseling and Psychotherapy?

	
	
	13. Does the ACT team assist with Substance
      Abuse Treatment?

	
	
	14. Does the ACT team assist with 
      Employment/rehabilitative services?

	O4
	Responsibility for Crisis Services: Program has 24-hour responsibility for covering psychiatric crises.
	15. What is the ACT team’s role in providing
      24-hour emergency services?

	
	
	     15a. Is there a team member on call 24/7?

	
	
	     15b. Do team members get emergency

             call information from the Agency’s

             crisis line?

	
	
	     15c.  Does the ACT team have direct 

             involvement during after-hours crisis?

	
	Fidelity Measure—Nature of Services
	Progressive Treatment Plan (PTP) Application

	S7
	Individualized Substance Abuse Treatment: One or more members of the program provide direct treatment and substance abuse treatment for clients with substance use disorders.
	16.  How many individuals receiving ACT
       services have a substance use disorder?

	
	
	17. Of these individuals, how many address
      this by including individual counseling in
      the treatment plan?

	
	
	      17a.  Does one or more of the ACT team

               Members provide individual 

               Substance abuse counseling for 

               Those individuals? If yes, when?             

	S8
	Dual Disorder Treatment Groups: Program uses group modalities as a treatment strategy for people with substance use disorders.
	18. How many individuals with substance use
      disorder attend a dual disorder treatment
      group?

	
	
	19. Do these groups focus on integrated 
      treatment?

	S9
	Dual Disorders (DD) Model: Program uses a stage-wise treatment model that is non-confrontational, follows behavioral principles, considers interactions of mental illness and substance abus, and has gradual expectations of abstinence.
	20. What these groups focus on integrated
      treatment?

	
	
	21. Do you refer people to AA?

	
	
	22. Detox programs?

	
	
	23. Does your team employ harm reduction
      tactics?

	
	
	     23a.  Some examples?

	
	
	24. How does your team view abstinence
      versus reduction of use?

	
	
	25. Are you familiar with a stage-wise 
      approach to substance abuse treatment.

	
	
	26. Does the team use this approach?

	
	
	27. Can you give some examples of how your
      program uses this approach?


Appendix B
Judicial Divisions and Addresses

The State is divided into 28 judicial divisions.  Where the PTP forms call for a “location” in the heading, fill in the city in which the court is located from the addresses below.
1. Androscoggin.  Androscoggin consists of all municipalities in Androscoggin County.  The address is:


71 Lisbon St., P.O. Box 1345


Lewiston, ME  04243-1345

2. Western Aroostook.  Western Aroostook consists of the municipalities and unorganized territory known as Hamlin Plt., Cyr Plt., T17 R3, T17 R4, T16 R5, T15 R6, Winterville Plt., T15 R8, T15 R9, T14 R10, T14 R11, T14 R12, T14 R13, T14 R14, T14 R15, T14 R16, and all municipalities and unorganized territory in Aroostook County lying to the west and north of these.  The address is:


P.O. Box 473


Fort Kent, ME  04743-0473

3. Eastern Aroostook.  Eastern Aroostook includes the municipalities and unorganized territory known as Limestone, Caribou, Washburn, Wade, T13 R5, and all municipalities and unorganized territory in Aroostook County lying to the north of these up to the boundary of the division of Western Aroostook.  The address is:


144 Sweden St., Ste 104


Caribou, ME  04736-2399

4. Central Aroostook.  Central Aroostook includes the municipalities and unorganized territory known as Blaine, TD R2, T9 R3, T9 R4, T9 R5, Oxbow, T9 R7, T9 R8, T10 R8, T11 R9, T11 R10, T11 R11, T11 R12, T11 R13, T11 R14, T11 R15, T11 R16, T11 R17, and all municipalities and unorganized territory, including the City of Presque Isle in Aroostook County lying to the north of these up to the boundary of the division of Western Aroostook and the boundary of the division of Eastern Aroostook.  The address is:


27 Riverside Drive


P.O. Box 794


Presque Isle, ME  04769-0794

5. Southern Aroostook.  Southern Aroostook consists of all municipalities and unorganized territory in Aroostook County not included within the divisions of Western Aroostook, Eastern Aroostook and Central Aroostook.  The address is:


26 Court St., Ste 201


Houlton, ME  04730

6. Southern Cumberland.  Southern Cumberland consists of the municipalities of Pownal, North Yarmouth, Yarmouth, Cumberland, Falmouth, Cape Elizabeth, Scarborough, Portland, South Portland, Westbrook, Gorham, Gray, New Gloucester and Windham.  The address is:

205 Newbury Street

P.O. Box 412


Portland, ME  04112-0412

7. Northern Cumberland.  Northern Cumberland consists of all municipalities in the County of Cumberland not included within the divisions of Southern Cumberland and Bath-Brunswick, and consists of the municipalities of Brownfield, Denmark, Hiram, Fryeburg, Lovell, Sweden, Stow and Porter in the County of Oxford.  The address is:


3 Chase St., Ste 2


Bridgton, ME  04009

8. Franklin.  Franklin consists of the entire County of Franklin.  The address is:


129 Main St., Ste 1


Farmington, ME  04938

9. Hancock.  Hancock consists of the entire County of Hancock.  The address is:


50 State St., Ste 2


Ellsworth, ME  04605-1992

10. Northern Kennebec.  Northern Kennebec consists of the municipalities of Albion, Belgrade, Mount Vernon, Sidney, Vassalboro, Winslow and all municipalities in Kennebec County lying to the north of these.  The address is:


18 Colby Street


Waterville, ME  04901-5573

11. Southern Kennebec.  Southern Kennebec consists of all municipalities in Kennebec County not included within the division of Northern Kennebec.  The address is:


145 State Street


Augusta, ME  04330-7495

12. Knox.  Knox consists of the entire County of Knox.  The address is:


62 Union Street


Rockland, ME  04841-0544

13. Lincoln.  Lincoln consists of the entire County of Lincoln.  The address is:

32 High St., P.O. Box 249


Wiscasset, ME  04578-0249

14. Northern Oxford.  Northern Oxford consists of Gilead, Bethel, Milton Plt., Peru, Canton and all municipalities and unorganized territory in Oxford County lying to the north of these.  The address is:


145 Congress Street


Rumford, ME  04276

15. Southern Oxford.  Southern Oxford consists of all municipalities and unorganized territory in Oxford County not included in the division of Northern Oxford, except the municipalities of Brownfield, Denmark, Hiram, Fryeburg, Lovell, Sweden, Stow and Porter.  The address is:


26 Western Avenue


South Paris, ME  04281
16. Northern Penobscot.  Northern Penobscot consists of the municipalities and unorganized territory of Hopkins Academy Grant, Long A, Medway, TA R7, TA R8 and TA R9 and all municipalities and unorganized territory in Penobscot County lying to the north of these.  The address is:


207 Penobscot Avenue


Millinocket, ME  04462-1430

17. Central Penobscot.  Central Penobscot consists of the municipalities and unorganized territory of Burlington, Edinburg, Lakeville Plt., LaGrange, Lowell, Passadumkeag, T3 R1, T5 R1 and all municipalities and unorganized territory in Penobscot County lying to the north of these up to the boundary of the division of Northern Penobscot.  The address is:


52 Main Street


Lincoln, ME  04457

18. Southern Penobscot.  Southern Penobscot consists of the municipalities of Alton, Glenburn, Hampden, Hermon, Old Town and all municipalities and unorganized territory lying east of these and south of the division of Central Penobscot.  The address is:


78 Exchange Street


Bangor, ME  04401

19. Western Penobscot.  Western Penobscot consists of all municipalities in Penobscot County not included within the divisions of Northern, Central or Southern Penobscot.  The address is:


12 Water Street


Newport, ME  04953

20. Piscataquis.  Piscataquis consists of the entire County of Piscataquis.  The address is:


163 E. Main Street


Dover-Foxcroft, ME  04426

21. Bath-Brunswick.  Bath-Brunswick consists of the entire County of Sagadahoc and the municipalities of Brunswick, Freeport and Harpswell in Cumberland County.  The address is:


147 New Meadows Road


West Bath, ME  04530-9704

22. Somerset.  Somerset consists of the entire County of Somerset.  The address is:


47 Court St., P.O. Box 525


Skowhegan, ME  04976-0525

23. Waldo.  Waldo consists of the entire County of Waldo.  The address is:


103 Church Street


Belfast, ME  04915

24. Northern Washington.  Northern Washington consists of the municipalities and unorganized territory known as Charlotte, Cooper, Crawford, Pembroke, Perry, Eastport, T26 E.D., T36 M.D., T37 M.D. and all municipalities and unorganized territory in Washington County lying to the north of these.  The address is:


382 South St., Ste B


P.O. Box 929


Calais, ME  04619-0929

25. Southern Washington.  Southern Washington consists of all municipalities and unorganized territory in the County of Washington not included within the division of Northern Washington.  The address is:


P.O. Box 526


Machias, ME  04654-0526

26. Eastern York.  Eastern York consists of the municipalities of Hollis, Kennebunk, Lyman and all municipalities in York County lying to the east of these.  The address is:


25 Adams Street


Biddeford, ME  04005

27. Southern York.  Southern York consists of the municipalities of Eliot, Kittery, Ogunquit, South Berwick, Wells and York.  The address is:


11 Chase’s Pond Road


York, ME  03909-5705

28. Western York.  Western York consists of all municipalities in York County not included within the division of Eastern York and Southern York.  The address is:


447 Main Street


Springvale, ME  04083

Appendix C
PLEASE NOTE: The Office of the Revisor of Statutes cannot perform research, provide legal advice, or interpret Maine law. For legal assistance, please contact a qualified attorney.

Public Law

124th Legislature

Second Regular Session

Chapter 651

S.P. 495 - L.D. 1360

An Act Regarding Mental Health Treatment

Emergency preamble. Whereas,  acts and resolves of the Legislature do not become effective until 90 days after adjournment unless enacted as emergencies; and

Whereas,  provisions of law related to progressive treatment programs for certain persons with mental illness will be repealed on July 1, 2010; and

Whereas,  it is necessary to extend the progressive treatment programs law and make related amendments to the laws; and

Whereas,  that extension and the related changes might not take effect on July 1, 2010 unless enacted as emergency measures; and

Whereas,  in the judgment of the Legislature, these facts create an emergency within the meaning of the Constitution of Maine and require the following legislation as immediately necessary for the preservation of the public peace, health and safety; now, therefore,

Be it enacted by the People of the State of Maine as follows:

Sec. 1.   15 MRSA§393, sub-§1, ¶E,  as enacted by PL 2007, c. 670, §6, is amended to read:

 

E. Has been:

 

(1) Committed involuntarily to a hospital pursuant to an order of the District Court under Title 34B, section 3864 because the person was found to present a likelihood of serious harm, as defined under Title 34B, section 3801, subsection  4  4A, paragraphs A to C;

 

(2) Found not criminally responsible by reason of insanity with respect to a criminal charge; or

 

(3) Found not competent to stand trial with respect to a criminal charge.

Sec. 2.   25 MRSA §1541, sub-§3, ¶C,  as enacted by PL 2007, c. 670, §16, is amended to read:

 

C. The commanding officer shall report to the Federal Bureau of Investigation, National Instant Criminal Background Check System a court’s finding, upon the commanding officer’s receipt of an abstract from a court that a person has been:

 

(1) Committed involuntarily to a hospital pursuant to an order of the District Court under Title 34B, section 3864 because the person was found to present a likelihood of serious harm, as defined under Title 34B, section 3801, subsection  4  4-A, paragraphs A to D;

 

(2) Found not criminally responsible by reason of insanity with respect to a criminal charge; or

 

(3) Found not competent to stand trial with respect to a criminal charge.

 

The commanding officer may adopt rules to implement the requirements of this paragraph. Rules adopted pursuant to this paragraph are routine technical rules, as defined in Title 5, chapter 375, subchapter 2A.

Sec. 3.   34-B MRSA §3801, sub-§4,  as amended by PL 2005, c. 519, Pt. BBBB, §§1 and 2 and affected by §20, is repealed.

Sec. 4.   34-B MRSA §3801, sub-§4-A  is enacted to read:

 

4-A.  Likelihood of serious harm.      ”Likelihood of serious harm” means:
 

 A.  A substantial risk of physical harm to the person as manifested by recent threats of, or attempts at, suicide or serious self-inflicted harm;
 

 B.  A substantial risk of physical harm to other persons as manifested by recent homicidal or violent behavior or by recent conduct placing others in reasonable fear of serious physical harm;
 

 C.  A reasonable certainty that the person will suffer severe physical or mental harm as manifested by recent behavior demonstrating an inability to avoid risk or to protect the person adequately from impairment or injury; or
 

 D.  For the purposes of section 3873-A, in view of the person’s treatment history, current behavior and inability to make an informed decision, a reasonable likelihood that the person’s mental health will deteriorate and that the person will in the foreseeable future pose a likelihood of serious harm as defined in paragraphs A, B or C.
Sec. 5.   34-B MRSA §3801, sub-§4-B  is enacted to read:

 

4-B.  Medical practitioner.      ”Medical practitioner” or “practitioner” means a licensed physician, registered physician assistant, certified psychiatric clinical nurse specialist, certified nurse practitioner or licensed clinical psychologist.
Sec. 6.   34-B MRSA §3801, sub-§5,  as enacted by PL 1983, c. 459, §7, is amended to read:

 

5. Mentally ill person.    “Mentally ill person” means a person having a psychiatric or other disease which that substantially impairs his that person’s mental health, including or creates a substantial risk of suicide. “Mentally ill person” includes persons suffering from the effects of from the use of drugs, narcotics, hallucinogens or intoxicants, including alcohol, but not including mentally retarded or sociopathic persons. A person with developmental disabilities or a person diagnosed as a sociopath is not for those reasons alone a mentally ill person.
Sec. 7.   34-B MRSA §3801, sub-§7,  as amended by PL 2007, c. 319, §2, is further amended to read:

 

7. Patient.    “Patient” means a person under observation, care or treatment in a psychiatric hospital or residential care facility pursuant to this subchapter, a person receiving services from an assertive community treatment team, a person receiving intensive mental health management services from the department or a person being evaluated for emergency admission under section 3863 in a hospital emergency department.

Sec. 8.   34-B MRSA §3801, sub-§7-A,  as enacted by PL 2005, c. 519, Pt. BBBB, §3 and affected by §20, is amended to read:

 

7-A. Progressive treatment program.    “Progressive treatment program” or “program” means a program of court-ordered services provided to participants under section 3873 3873A.

Sec. 9.   34-B MRSA §3801, sub-§7-B,  as enacted by PL 2007, c. 319, §3, is amended to read:

 

7-B. Psychiatric hospital.    “Psychiatric hospital” means:

 

A. A state mental health institute; or
 

B. A nonstate mental health institution. ; or
 

 C.  A designated nonstate mental health institution.
Sec. 10.   34-B MRSA §3831, sub-§6,  as amended by PL 2007, c. 319, §6, is further amended to read:

 

6. Adults with advance health care directives.    An adult with an advance health care directive authorizing psychiatric hospital treatment may be admitted on an informal voluntary basis if the conditions specified in the advance health care directive for the directive to be effective are met in accordance with the method stated in the advance health care directive or, if no such method is stated, as determined by a physician or a psychologist. If no conditions are specified in the advance health care directive as to how the directive becomes effective, the person may be admitted on an informal voluntary basis if the person has been determined to be incapacitated pursuant to Title 18A, Article 5, Part 8. A person may be admitted only if the person does not at the time object to the admission or, if the person does object, if the person has directed in the advance health care directive that admission to the psychiatric hospital may occur despite that person’s objections. The duration of the stay in the psychiatric hospital of a person under this subsection may not exceed 5 working days. If at the end of that time the chief administrative officer of the psychiatric hospital recommends further hospitalization of the person, the chief administrative officer shall proceed in accordance with section 3863, subsection 5 5A.

 

This subsection does not create an affirmative obligation of a psychiatric hospital to admit a person consistent with the person’s advance health care directive. This subsection does not create an affirmative obligation on the part of the psychiatric hospital or treatment provider to provide the treatment consented to in the person’s advance health care directive if the physician or psychologist evaluating or treating the person or the chief administrative officer of the psychiatric hospital determines that the treatment is not in the best interest of the person.

Sec. 11.   34-B MRSA §3862, sub-§1,  as amended by PL 2007, c. 178, §1, is further amended to read:

 

1. Law enforcement officer’s power.    If a law enforcement officer has reasonable grounds probable cause to believe, based upon probable cause, that a person may be mentally ill and that due to that condition the person presents a threat of imminent and substantial physical harm to that person or to other persons, or if a law enforcement officer knows that a person has an advance health care directive authorizing mental health treatment and the officer has reasonable grounds probable cause to believe, based upon probable cause, that the person lacks capacity, the law enforcement officer:

 

A. May take the person into protective custody; and

 

B. If the law enforcement officer does take the person into protective custody, shall deliver the person immediately for examination by a medical practitioner as provided in section 3863 or, for a person taken into protective custody who has an advance health care directive authorizing mental health treatment, for examination as provided in Title 18A, section 5-802, subsection (d) to determine the individual’s capacity and the existence of conditions specified in the advance health care directive for the directive to be effective. The examination may be performed by a licensed physician, a licensed clinical psychologist, a physician’s assistant, a nurse practitioner or a certified psychiatric clinical nurse specialist.
 

When, in formulating probable cause, the law enforcement officer relies may rely upon information provided by a 3rd-party informant, if the officer shall confirm confirms that the informant has reason to believe, based upon the informant’s recent personal observations of or conversations with a person, that the person may be mentally ill and that due to that condition the person presents a threat of imminent and substantial physical harm to that person or to other persons.

Sec. 12.   34-B MRSA §3862, sub-§3,  as enacted by PL 1983, c. 459, §7, is amended to read:

 

3. Certificate executed.    If the certificate is executed by the examiner under section 3863, the officer shall undertake forthwith to secure the endorsement of a judicial officer under section 3863 and may detain the person for a reasonable period of time, not to exceed 18 hours, pending as may be necessary to obtain that endorsement.

Sec. 13.   34-B MRSA §3863, sub-§1,  as amended by PL 2007, c. 319, §9, is further amended to read:

 

1. Application.    Any health officer, law enforcement officer or other person may make a written application apply to admit a person to a psychiatric hospital, subject to the prohibitions and penalties of section 3805, stating:

 

A.  The person’s applicant’s belief that the person is mentally ill and, because of the person’s illness, poses a likelihood of serious harm; and

 

B. The grounds for this belief.

Sec. 14.   34-B MRSA §3863, sub-§2,  as amended by PL 2007, c. 319, §9, is further amended to read:

 

2. Certifying examination.    The written application must be accompanied by a dated certificate, signed by a licensed physician, physician’s assistant, certified psychiatric clinical nurse specialist, nurse medical practitioner or licensed clinical psychologist, stating:

 

A.  The physician, physician’s assistant, certified psychiatric clinical nurse specialist, nurse That the practitioner or psychologist has examined the person on the date of the certificate; and
 

B.  The physician, physician’s assistant, certified psychiatric clinical nurse specialist, nurse That the medical practitioner or psychologist is of the opinion that the person is mentally ill and, because of that illness, poses a likelihood of serious harm. The written certificate must include a description of the grounds for that opinion. ;
 

 C.  That adequate community resources are unavailable for care and treatment of the person’s mental illness; and
 

 D.  The grounds for the practitioner’s opinion, which may be based on personal observation or on history and information from other sources considered reliable by the examiner.
Sec. 15.   34-B MRSA §3863, sub-§5,  as amended by PL 2007, c. 319, §9, is repealed.

Sec. 16.   34-B MRSA §3863, sub-§5-A  is enacted to read:

 

5-A.  Continuation of hospitalization.      If there is need for further hospitalization of the person as determined by the chief administrative officer of the hospital, the chief administrative officer shall first determine if the person may be informally admitted under section 3831. If informal admission is not suitable or is refused by the person, the chief administrative officer may seek involuntary commitment in accordance with this subsection.
 

 A.  If the person is at a state mental health institute, the chief administrative officer may seek involuntary commitment by applying for an order under section 3864.
 

 B.  If the person is at a designated nonstate mental health institution, the chief administrative officer may seek involuntary commitment only by requesting the commissioner to apply for an order under section 3864.
 

 C.  An application under this subsection must be made to the District Court having territorial jurisdiction over the psychiatric hospital to which the person is admitted on an emergency basis and must be filed within 3 days from the date of admission of the patient under this section, except that, if the 3rd day falls on a weekend or holiday, the application must be filed on the next business day following that weekend or holiday. If no application to the District Court is timely filed, the person must be promptly discharged.
Sec. 17.   34-B MRSA §3863, sub-§6, ¶E,  as enacted by PL 1983, c. 459, §7, is amended to read:

 

E.  One of Either the next of kin or a friend, if none of the listed persons exists no guardian or immediate family member is known or can be quickly located.

Sec. 18.   34-B MRSA §3863, sub-§7,  as amended by PL 2007, c. 319, §9, is further amended to read:

 

7. Post-admission examination.    Every patient admitted to a psychiatric hospital under this section must be examined as soon as practicable after the patient’s admission. If findings required for admission under subsection 2 are not certified in a 2nd opinion by a staff physician or licensed clinical psychologist within 24 hours after admission, the person must be immediately discharged.
 

 A.  The chief administrative officer of the psychiatric hospital shall arrange for examination by a staff physician or licensed clinical psychologist of every patient hospitalized under this section.
 

 B.  The examiner may not be the certifying examiner under this section or under section 3864.
 

 C.  If the post-admission examination is not held within 24 hours after the time of admission, or if a staff physician or licensed clinical psychologist fails or refuses after the examination to certify that, in the staff physician’s or licensed clinical psychologist’s opinion, the person is mentally ill and due to the person’s mental illness poses a likelihood of serious harm, the person must be immediately discharged.
Sec. 19.   34-B MRSA §3863, sub-§8,  as amended by PL 2009, c. 276, §1, is further amended to read:

 

8. Rehospitalization from progressive treatment program.    The assertive community treatment An ACT team physician, psychologist, certified psychiatric clinical nurse specialist or nurse practitioner or the commissioner may make a written application apply under this section to admit to a state mental health institute a person patient who fails to fully participate in the progressive treatment program in accordance with section 3873, subsection 5 3873A. The provisions of this section apply to that application, except that the standard for admission is governed by section 3873, subsection 5, paragraph B.
Sec. 20.   34-B MRSA §3864, sub-§1,  as amended by PL 2007, c. 319, §10, is further amended to read:

 

1. Application.    An application to the District Court to admit a person to a psychiatric hospital, filed under section 3863, subsection 5 5A, paragraph B, must be accompanied by:

 

A. The emergency application under section 3863, subsection 1;

 

B. The accompanying certificate of the physician or psychologist medical practitioner under section 3863, subsection 2;

 

C. The certificate of the physician or psychologist under section 3863, subsection 7 that: ;
 

(1) The physician or psychologist has examined the patient; and
 

(2) It is the opinion of the physician or psychologist that the patient is a mentally ill person and, because of that patient’s illness, poses a likelihood of serious harm;
 

D. A written statement, signed by the chief administrative officer of the psychiatric hospital, certifying that a copy of the application and the accompanying documents have been given personally to the patient and that the patient and the patient’s guardian or next of kin, if any, have been notified of the patient’s right to retain an attorney or to have an attorney appointed, of the patient’s right to select or to have the patient’s attorney select an independent examiner and regarding instructions on how to contact the District Court; and :
 

(1) The patient’s right to retain an attorney or to have an attorney appointed;
 

(2) The patient’s right to select or to have the patient’s attorney select an independent examiner; and
 

(3) How to contact the District Court; and
 

E. A copy of the notice and instructions given to the patient.

Sec. 21.   34-B MRSA §3864, sub-§4,  as amended by PL 2007, c. 472, §1, is further amended to read:

 

4. Examination.    Examinations under this section are governed as follows.

 

A. Upon receipt by the District Court of the application and the accompanying documents specified in subsection 1 and at least 3 days after the person who is the subject of the examination was notified by the psychiatric hospital of the proceedings and of that person’s right to retain counsel or to select an examiner, the court shall cause the person to be examined by 2 examiners a medical practitioner. If the application includes a request for an order for involuntary treatment under subsection 7-A, the practitioner must be a medical practitioner who is qualified to prescribe medication relevant to the patient’s care. If the person under examination or the counsel for that person selects a qualified examiner who is reasonably available, the court shall give preference to choosing that examiner.

 

(1) Except as provided in subparagraph (1-A), each examiner must be either a licensed physician or a licensed clinical psychologist.
 

(1-A) If the application requests an order for involuntary treatment pursuant to subsection 1-A, one examiner must be a licensed physician or a licensed clinical psychologist and one examiner must be a person who is qualified to prescribe medication relevant to the patient’s care as a licensed physician, certified nurse practitioner or registered physician assistant.
 

(2-A) If the person under examination or the counsel for that person selects a qualified examiner who is reasonably available, then the court shall choose that examiner as one of the 2 designated by the court.
 

(3) Neither examiner appointed by the court may be the certifying examiner under section 3863, subsection 2 or 7.
 

B. The examination must be held at the a psychiatric hospital or at any other suitable place not likely to have a harmful effect on the mental health of the person.

 

E. The examiners examiner shall report to the court on:

 

(1) Whether the person is a mentally ill person within the meaning of section 3801, subsection 5;

 

(2) When the establishment of a progressive treatment plan under section 3873 3873A is at issue, whether a person is suffering from a severe and persistent mental illness within the meaning of section 3801, subsection 8A;

 

(3) Whether the person poses a likelihood of serious harm within the meaning of section 3801, subsection  4  4-A; and
 

(4) When involuntary treatment is at issue, whether the need for such treatment meets the criteria of subsection 7A, paragraphs A and B. ;
 

(5) Whether adequate community resources are available for care and treatment of the person’s mental illness; and
 

(6) Whether the person’s clinical needs may be met by an order under section 3873-A to participate in a progressive treatment program.
 

 G.  Opinions of the examiner may be based on personal observation or on history and information from other sources considered reliable by the examiner.
Sec. 22.   34-B MRSA §3864, sub-§5, ¶A,  as amended by PL 2009, c. 281, §3, is further amended to read:

 

A. The District Court shall hold a hearing on the application not later than 14 days from the date of the application. The District Court may separate the hearing on commitment from the hearing on involuntary treatment.

 

(1) On For good cause shown, on a motion by any party or by the court on its own motion, the hearing on commitment or on involuntary treatment may be continued for cause for a period not to exceed 10 21 additional days.

 

(1-A) On a motion by any party or by the court on its own motion, the hearing on involuntary treatment may be continued for cause for a period not to exceed 21 days from the date of entry of the order on the application for commitment.
 

(2) If the hearing on commitment is not held within the time specified, or within the specified continuance period, the court shall dismiss the application and order the person discharged forthwith.

 

(2-A) If the hearing on involuntary treatment is not held within the time specified, or within the specified continuance period, the court shall dismiss the application for involuntary treatment.

 

(3) In computing the time periods set forth in this paragraph, the Maine Rules of Civil Procedure apply.

Sec. 23.   34-B MRSA §3864, sub-§6,  as amended by PL 2007, c. 319, §10, is further amended to read:

 

6. Court findings.    Procedures dealing with the District Court’s findings under this section are as follows.

 

A. The District Court shall so state in the record, if it finds upon completion of the hearing and consideration of the record:

 

(1) Clear and convincing evidence that the person is mentally ill and that the person’s recent actions and behavior demonstrate that the person’s illness poses a likelihood of serious harm;

 

(1-A) That adequate community resources for care and treatment of the person’s mental illness are unavailable;
 

(2) That inpatient hospitalization is the best available means for treatment of the patient; and

 

(3) That it is satisfied with the individual treatment plan offered by the psychiatric hospital to which the applicant seeks the patient’s involuntary commitment.

 

B. If the District Court makes the findings described in paragraph A, subparagraphs 1  (1), (1A) and 2  (2), but is not satisfied with the individual treatment plan as offered, it may continue the case for not longer than 10 days, pending reconsideration and resubmission of an individual treatment plan by the psychiatric hospital.

 

 C.  If the District Court makes the findings in section 3873A, subsection 1, the court may issue an order under section 3873A requiring the person to participate in a progressive treatment program.
Sec. 24.   34-B MRSA §3864, sub-§7,  as amended by PL 2007, c. 319, §10, is further amended to read:

 

7. Commitment.    Upon making the findings described in subsection 6, paragraph A, the court may order commitment to a psychiatric hospital for a period not to exceed 4 months in the first instance and not to exceed one year after the first and all subsequent hearings.

 

A. The court may issue an order of commitment immediately after the completion of the hearing, or it may take the matter under advisement and issue an order within 24 hours of the hearing.

 

B. If the court does not issue an order of commitment within 24 hours of the completion of the hearing, it shall dismiss the application and order the patient discharged immediately.

Sec. 25.   34-B MRSA §3864, sub-§7-A, ¶C,  as enacted by PL 2007, c. 446, §4 and affected by §7, is amended to read:

 

C. The hospital and person parties may agree to changes in change, terminate or extend the treatment plan during the time period of an order for involuntary treatment.

Sec. 26.   34-B MRSA §3864, sub-§7-A, ¶D,  as enacted by PL 2007, c. 446, §4 and affected by §7, is amended to read:

 

D.  If a change in the treatment plan is needed and the hospital and patient do not agree on the change, the hospital shall For good cause shown, any party may apply to the court for a to change in or terminate the treatment plan.

Sec. 27.   34-B MRSA §3871, sub-§6,  as enacted by PL 2005, c. 519, Pt. BBBB, §13 and affected by §20, is amended to read:

 

6. Discharge to progressive treatment program.    If a person participates in the progressive treatment program under section 3873 3873A, the time period of a commitment under this section terminates on entry into the progressive treatment program.

Sec. 28.   34-B MRSA §3873,  as amended by PL 2009, c. 276, §2 and c. 321, §§1 to 4, is repealed.

Sec. 29.   34-B MRSA §3873-A  is enacted to read:

§ 3873-A.   Progressive treatment program
 

1.  Application.      The superintendent or chief administrative officer of a psychiatric hospital, the commissioner or the director of an ACT team, except as limited by subsection 10, may obtain an order from the District Court to admit a patient to a progressive treatment program upon the following conditions:
 

 A.  The patient suffers from a severe and persistent mental illness;
 

 B.  The patient poses a likelihood of serious harm;
 

 C.  The patient has the benefit of a suitable individualized treatment plan;
 

 D.  Community resources are available to support the treatment plan;
 

 E.  The patient is unlikely to follow the treatment plan voluntarily;
 

 F.  Court-ordered compliance will help to protect the patient from interruptions in treatment, relapses or deterioration of mental health; and
 

 G.  Compliance will enable the patient to survive more safely in a community setting without posing a likelihood of serious harm.
 

2.  Contents of the application.      The application must be accompanied by a certificate of a medical practitioner providing the facts and opinions necessary to support the application. The certificate must indicate that the examiner’s opinions are based on one or more recent examinations of the patient or upon the examiner’s recent personal treatment of the patient. Opinions of the examiner may be based on personal observation or on history and information from other sources considered reliable by the examiner.
 

The applicant must also provide a written statement certifying that a copy of the application and the accompanying documents have been given personally to the patient and that the patient and the patient’s guardian or next of kin, if any, have been notified of:
 

 A.  The patient’s right to retain an attorney or to have an attorney appointed;
 

 B.  The patient’s right to select or to have the patient’s attorney select an independent examiner; and
 

 C.  How to contact the District Court.
 

3.  Notice of hearing.      Upon receipt by the District Court of the application or any motion relating to the application, the court shall cause written notice of hearing to be mailed within 2 days to the applicant, to the patient and to the following persons if known: to anyone serving as the patient’s guardian and to the patient’s spouse, a parent or an adult child, if any. If no immediate relatives are known or can be located, notice must be mailed to a person identified as the patient’s next of kin or a friend, if any are known. If the applicant has reason to believe that notice to any individual would pose risk of harm to the patient, notice to that individual may not be given. A docket entry is sufficient evidence that notice under this subsection has been given.
 

4.  Examinations.      Examinations under this section are governed as follows.
 

 A.  Upon receipt by the District Court of the application and the accompanying documents specified in subsection 1 and at least 3 days after the person who is the subject of the examination is notified by the applicant of the proceedings and of that person’s right to retain counsel or to select an examiner, the court shall cause the person to be examined by a medical practitioner. If the person under examination or the counsel for that person selects a qualified examiner who is reasonably available, the court shall give preference to choosing that examiner.
 

 B.  The examination must be held at a psychiatric hospital, a crisis center, an ACT team facility or at another suitable place not likely to have a harmful effect on the mental health of the patient.
 

 C.  The examiner shall report to the court on:
 

(1) Whether the patient is a mentally ill person within the meaning of section 3801, subsection 5;
 

(2) Whether the patient is suffering from a severe and persistent mental illness within the meaning of section 3801, subsection 8A; and
 

(3) Whether the patient poses a likelihood of serious harm within the meaning of section 3801, subsection 4A.
 

5.  Hearings.      Hearings under this section are governed as follows.
 

 A.  The District Court shall hold a hearing on the application or any subsequent motion not later than 14 days from the date when the application or motion is filed. For good cause shown, on a motion by any party or by the court on its own motion, the hearing may be continued for a period not to exceed 21 additional days. If the hearing is not held within the time specified, or within the specified continuance period, the court shall dismiss the application or motion. In computing the time periods set forth in this paragraph, the Maine Rules of Civil Procedure apply.
 

 B.  The hearing must be conducted in as informal a manner as may be consistent with orderly procedure and in a physical setting not likely to harm the mental health of the patient. The applicant shall transport the patient to and from the place of hearing. If the patient is released following the hearing, the patient must be transported to the patient’s place of residence if the patient so requests.
 

 C.  The court shall conduct the hearing in accordance with accepted rules of evidence. The patient, the applicant and all other persons to whom notice is required to be sent must be afforded an opportunity to appear at the hearing to testify and to present and cross-examine witnesses. The court may, in its discretion, receive the testimony of any other person and may subpoena any witness.
 

 D.  The patient must be afforded an opportunity to be represented by counsel, and, if neither the patient nor others provide counsel, the court shall appoint counsel for the patient.
 

 E.  At the time of hearing, the applicant shall submit to the court expert testimony to support the application and to describe the proposed individual treatment plan. The applicant shall bear the expense of providing witnesses for this purpose.
 

 F.  The court may consider, but is not bound by, an advance directive or durable power of attorney executed by the patient and may receive testimony from the patient’s guardian or attorney in fact.
 

 G.  A stenographic or electronic record must be made of the proceedings. The record and all notes, exhibits and other evidence are confidential and must be retained as part of the District Court records for a period of 2 years from the date of the hearing.
 

 H.  The hearing is confidential and a report of the proceedings may not be released to the public or press, except by permission of the patient or the patient’s counsel and with approval of the presiding District Court Judge, except that the court may order a public hearing on the request of the patient or patient’s counsel.
 

 I.  Except as provided in this subsection, the provisions of section 3864, subsections 10 and 11 apply to expenses and the right of appeal.
 

6.  Order.      After notice, examination and hearing, the court may issue an order effective for a period of up to 12 months directing the patient to follow an individualized treatment plan and identifying incentives for compliance and potential consequences for noncompliance.
 

7.  Compliance.      To ensure compliance with the treatment plan, the court may:
 

 A.  Order that the patient be committed to the care and supervision of an ACT team or other outpatient facility with such restrictions or conditions as may be reasonable and necessary to ensure plan compliance;
 

 B.  Issue an order of emergency commitment under section 3863 conditioned on receiving a certificate from a medical practitioner that the patient has failed to comply with an essential requirement of the treatment plan; and
 

 C.  Order that any present or conditional restrictions on the patient’s liberty or control over the patient’s assets or affairs be suspended or ended upon achievement of the designated goals under the treatment plan.
 

8.  Consequences.      In addition to any conditional remedies contained in the court’s order, if the patient fails to comply with the treatment plan, the applicant may file with the court a motion for enforcement supported by a certificate from a medical practitioner identifying the circumstances of noncompliance. If after notice and hearing the court finds that the patient has been noncompliant and that the patient presents a likelihood of serious harm, the court may authorize emergency hospitalization under section 3863 if the practitioner’s certificate supporting the motion complies with section 3863, subsection 2. Nothing in this section precludes the use of protective custody by law enforcement officers under section 3862.
 

9.  Motion to dissolve, modify or extend.      For good cause shown, any party to the application may move to dissolve or modify an order or to extend the term of the treatment plan for an additional term of up to one year.
 

10.  Limitation.      The director of an ACT team or the chief administrative officer of a nonstate mental health institution may apply to the District Court to obtain an order under subsection 1 to admit a patient to a progressive treatment program administered by an ACT team only if the ACT team:
 

 A.  Was in existence on the effective date of this section;
 

 B.  Complies with nationally recognized essential standards and basic principles for the provision of mental health services at the ACT team level as identified in rules adopted by the department; and
 

 C.  Meets the criteria for ACT teams set forth in section 3801, subsection 11 and applicable state rules and federal laws and regulations.
 

Rules adopted pursuant to this subsection are routine technical rules as defined in Title 5, chapter 375, subchapter 2A.
Sec. 30.  Application. All progressive treatment plans in effect July 1, 2010 must be continued under the provisions of the Maine Revised Statutes, Title 34B, section 3873A.

Sec. 31.  Report. The Department of Health and Human Services shall conduct a review and analysis of the progressive treatment program established under the Maine Revised Statutes, Title 34B, section 3873A and shall report to the joint standing committee of the Legislature having jurisdiction over health and human services matters by January 1, 2012. The review process must include the collection and analysis of data regarding participants in the progressive treatment program over periods of time prior to, during and after participation in the program. The review process must include work with a broad group of stakeholders to compile a list of resources that would be needed if the State were to implement assisted outpatient mental health treatment for persons who have been ordered by a court to receive mental health treatment outside of a psychiatric hospital.

Sec. 32.  Emergency rule-making authority. The Department of Health and Human Services shall adopt emergency rules on or before October 1, 2010 under the Maine Revised Statutes, Title 5, sections 8054 and 8073 in order to implement rulemaking under Title 34B, section 3873A, subsection 10 relating to ACT team compliance with nationally recognized essential standards and basic principles for the provision of mental health services at the ACT team level. The department may adopt the rules without having to demonstrate that immediate adoption is necessary to avoid a threat to public health, safety or general welfare. The rules must identify nationally recognized essential standards and basic principles for ACT teams providing mental health services under the progressive treatment program pursuant to Title 34B, section 3873A.

Sec. 33.  Delayed implementation. Notwithstanding the Maine Revised Statutes, Title 34-B, section 3873-A, subsection 1, the director of an ACT team may not apply to the District Court to obtain an order to admit a patient to a progressive treatment program until the Department of Health and Human Services adopts rules pursuant to Title 34-B, section 3873-B, subsection 10 identifying nationally recognized essential standards and basic principles for the provision of mental health services by ACT teams and until the transition of claims processing under the Department of Health and Human Services MaineCare program to the department’s new system in fiscal year 2010-11.

Emergency clause.  In view of the emergency cited in the preamble, this legislation takes effect when approved.

 

Effective April 14, 2010.

Appendix D
Certified ACT Team
None at this time.
Practice Tip:  PTP was conceived as a program for adults age 18 and over.





Practice Tip:  The “likelihood of serious harm” standard for PTP admission is broader than the likelihood of harm standard for involuntary hospitalization.  As the definition for PTP harm notes, the likelihood is expressly informed by treatment history, current behavior and current capacity, and considers likely potential deterioration in the person's mental health and likely future serious harm.





Practice Tip:  In selecting an ACT team from which to request services, the authorized applicant may exercise discretion as to which would be most appropriate for the proposed client.  It is unlikely that an application for PTP will be approved if the ACT team being relied on for services does not have capacity to serve the client.  As a practical matter, the entity that files the application will have communicated with the ACT team that is expected to provide services and will have reviewed the clinical needs of the proposed client and the legal requirements for court approval with that ACT team.





Practice Tip:  A suitable individualized treatment plan will address at least where the proposed client will reside, what services the ACT team will provide, and what services the ACT team will assist the proposed client in locating.





Practice Tip:  Presumably, the expert psychiatric testimony will be provided by a staff member of the authorized applicant or by a member of the ACT team that would be treating the proposed client.





Practice Tip:  Of course, if the proposed client is not admitted to PTP, but is too acute to be in the community without the support of PTP, then protective custody or a blue paper assessment may be appropriate, instead of transportation to the proposed client’s residence.





Practice Tip:  It may be appropriate and efficient to file a motion to extend together with a motion to modify, if the authorized applicant has determined that the PTP should continue for up to an additional year, but with some changes.





Practice Tip:  There is no requirement that a copy of the treatment plan be included with the filing of any of the motions described above.  However, providing a copy of the treatment plan to the client’s lawyer in advance of the hearing is appropriate. Furthermore, copies of the current treatment plan and of any updated plan showing proposed modifications should be made available to the client’s lawyer and the court for introduction as exhibits at the hearing through the witness providing expert psychiatric testimony.





Practice Tip:  The client will ordinarily remain a PTP client during a hospitalization unless


(i) the court acts on a motion to dissolve or modify the PTP (see forms MH PTP-7 or MH-PTP-8),


(ii) the court acts to dissolve the PTP at a subsequent proceeding, such as an involuntary commitment proceeding (if the applicant seeks this outcome, filing the motion to dissolve along with the court application may simplify the process) , or


(iii) the original court order of PTP admission ordered that the PTP would automatically terminate upon hospitalization.





Practice Tip:  The behavior criterion for a green paper is that the client has failed to comply with an essential requirement of the client’s treatment plan.  The behavior criterion for a blue paper is that actions or behaviors show a likelihood of serious harm.  A green paper may be appropriate if the client does not seem to have deteriorated to a point where blue paper criteria would be satisfied.  However, it is important to note a client who does not meet blue paper criteria may not meet hospital admission criteria.  Before deciding whether to fill out an emergency paper and if so, which one, the ACT team may wish to discuss what it hopes to accomplish by filling out the paper, and should communicate with the hospital to which admission may be sought.  This discussion is consistent with state and federal confidentiality laws if necessary for treatment or hospitalization.
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