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Title 9—DEPARTMENT OF
MENTAL HEALTH

Division 30—Certification Standards
Chapter 4—Mental Health Programs

9 CSR 30-4.010 Definitions

PURPOSE: This rule defines the special
terms used in 9 CSR 30-4.020–9 CSR 30-
4.190 regarding the certification standards
for mental health agencies.

(1) The terms defined in section 630.005,
RSMo are incorporated by reference for use
in this chapter as though set out in this rule.

(2) Unless the context clearly requires other-
wise, the following terms as used in this
chapter shall mean—

(A) Admission, the time when an agency
has completed its screening and intake
process and has decided to accept an appli-
cant to receive its services;

(B) Agency, an entity responsible for the
delivery of mental health services to an iden-
tified target population;

(C) Assessment, evaluation of a client’s
strengths, weaknesses, problems and needs;

(D) Facility, the physical premises used by
an agency to provide mental health services;

(E) Initial referral or recording initial
demographic information referral to an
appropriate service, or both prior to intake
screening;

(F) Intake evaluation, the initial clinical
interview for determining the level of psycho-
logical and social functioning, the need for
treatment or additional evaluation service or
the development of a treatment plan;

(G) Mental health professionals, one (1) of
the following:

1. A professional counselor licensed
under Missouri state law to practice counsel-
ing;

2. An individual possessing a master’s
or doctorate degree in counseling, psycholo-
gy, family therapy or related field, with one
(1) year’s experience, under supervision, in
treating problems related to mental illness;

3. A pastoral counselor with a degree
equivalent to the Master of Science Degree in
Divinity from an accredited program with
specialized training in mental health services.
One (1) year of experience, under supervi-
sion, in treating problems related to mental
illness may be substituted for specialized
training;

4. A physician licensed under Missouri
state law to practice medicine or osteopathy
and with specialized training in mental health
services. One (1) year of experience, under
supervision, in treating problems related to
mental illness may be substituted for special-
ized training;

5. A psychiatrist that is a licensed physi-
cian, who in addition, has successfully com-
pleted a training program in psychiatry
approved by the American Medical Associa-
tion, the American Osteopathic Association
or other training program certified as equiva-
lent by the department;

6. A psychologist licensed under Mis-
souri state law to practice psychology;

7. A psychiatric nurse, a registered pro-
fessional nurse licensed under Chapter 335,
RSMo with at least two (2) years of experi-
ence in a psychiatric or substance abuse treat-
ment setting, or a master’s degree in psychi-
atric nursing; and

8. A social worker with a master’s
degree in social work from an accredited pro-
gram and with specialized training in mental
health services. One (1) year of experience,
under supervision, may be substituted for
training;

(H) Outpatient program, a program pro-
viding emergency services, intake screening,
psychotherapy, counseling, aftercare and
information/education in a nonresidential set-
ting for mentally disordered and mentally ill
clients;

(I) Program, an array of services for the
mentally disordered or mentally ill in a set-
ting organized to carry out specific proce-
dures; that is, residential, day treatment and
outpatient.

AUTHORITY: sections 630.050 and 630.655,
RSMo 2000.* Original rule filed June 14,
1985, effective Dec. 1, 1985. Emergency
amendment filed July 2, 1992, effective July
12, 1992, expired Nov. 8, 1992. Emergency
amendment filed July 6, 1993, effective July
16, 1993, expired Nov. 12, 1993. Amended:
Filed July 6, 1993, effective March 10, 1994.
Amended: Filed Feb. 28, 2001, effective Oct.
30, 2001. Amended: Filed July 31, 2002,
effective March 30, 2003.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995 and 630.655, RSMo 1980.

9 CSR 30-4.020 Procedures to Obtain Cer-
tification

PURPOSE: This rule describes the procedure
to obtain certification from the Department of
Mental Health for mental health agencies as
authorized by section 630.655, RSMo.

(1) Under section 630.655, RSMo, the
department shall certify each agency’s level
of service, treatment or rehabilitation as nec-
essary for the agency to receive state funds or
to meet conditions for third-party reimburse-
ment.

(2) Each agency that is certified shall comply
with all requirements set forth in Department
of Mental Health Core Rules for Psychiatric
and Substance Abuse Programs, 9 CSR 10-
7.130 Procedures to Obtain Certification.

AUTHORITY: sections 630.050 and 630.655,
RSMo 2000.* Original rule filed June 14,
1985, effective Dec. 1, 1985. Amended: Filed
Feb. 28, 2001, effective Oct. 30, 2001.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995 and 630.655, RSMo 1980.

9 CSR 30-4.025 Implementation of Cer-
tification Authority for Certain Programs

Emergency rule filed Nov. 6, 1985, effective
Nov. 16, 1985, expired March 7, 1986.

9 CSR 30-4.030 Certification Standards
Definitions

PURPOSE: This rule defines terms and
explains usage rules for those terms used in
certification procedures and standards devel-
oped under section 630.655, RSMo for com-
munity psychiatric rehabilitation programs
and certain services serving persons with
serious mental illnesses and disorders. 

(1) The terms defined in section 630.005,
RSMo are incorporated by reference for use
in 9 CSR 30-4.031–9 CSR 30-4.047. 

(2) As used in 9 CSR 30-4.031–9 CSR 30-
4.047, unless the context clearly indicates
otherwise, the following terms shall mean: 

(A) Administrative agent—an agency and
its approved designee(s) authorized by the
Division of Comprehensive Psychiatric Ser-
vices (CPS) as an entry and exit point into the
state mental health service delivery system
for a geographic service area defined by the
division;

(B) Admission—the process described in 9
CSR 30-4.042;

(C) Advanced practice nurse—as set forth
in section 335.011, RSMo, a nurse who has
had education beyond the basic nursing edu-
cation and is certified by a nationally recog-
nized professional organization as having a
nursing specialty, or who meets criteria for



advanced practice nurses established by the
board of nursing;

(D) Affiliate—an organization or person
providing psychiatric rehabilitation services
through subcontract on behalf of a communi-
ty psychiatric rehabilitation (CPR) provider; 

(E) Applicant—an entity which has applied
to the division for certification as a CPR
provider;

(F) Brief evaluation—activities including
screening, assessment, development and revi-
sion of an individual treatment plan, for the
purposes of establishing client eligibility in a
defined level of care;

(G) CPR director—director of CPR pro-
gram;

(H) Chemical restraints—as defined in sec-
tion 630.005, RSMo, drugs which are pre-
scribed or administered in an emergency to
restrain temporarily an individual who pre-
sents a likelihood of serious physical harm to
him/herself or to others; 

(I) Class I Neglect—failure of an employee
to provide reasonable and necessary services
to maintain the physical and mental health of
any client when the failure presents either
imminent danger to the health, safety or wel-
fare of a client or a substantial probability
that death or physical injury would result; 

(J) Class II Neglect—failure of an employ-
ee to provide reasonable or necessary ser-
vices to a client or resident according to the
individualized treatment plan or to identified
acceptable standards of care; 

(K) Client—a generic term that includes
any individual requesting and receiving CPR
services which may include not only the per-
son receiving services but also a legal
guardian, unless the context clearly indicates
otherwise;  

(L) Clinical privileges—authorization to a
staff person to provide specific client care
and treatment service within well-defined
limits based on that individual’s license (if
applicable), education, training, experience,
competence, clinical judgment and generally
accepted standards of treatment or care; 

(M) Clinical review—a review conducted
by mental health professionals identified by
the division to determine client eligibility and
authorize reimbursement for services deter-
mined to be clinically appropriate for a spe-
cific client as required by the division;

(N) Community psychiatric rehabilitation
center (CPR provider or CPR program)—an
organization which provides or arranges for,
at the minimum, the following core services:
intake and annual evaluations, crisis interven-
tion and resolution, medication services,
consultation services, medication administra-
tion, community support and psychosocial
rehabilitation in a nonresidential setting for

individuals with serious mental illness in con-
junction with standards set forth in 9 CSR 30-
4.031–9 CSR 30-4.047;

(O) Community support—as defined in 9
CSR 30-4.043(2)(G); 

(P) Community support assistant—an indi-
vidual with a high school diploma or equiva-
lent and applicable training as required by the
department;

(Q) Consultation services—as defined in 9
CSR 30-4.043(2)(C);

(R) Crisis intervention and resolution—as
defined in 9 CSR 30-4.043(2)(A); 

(S) Critical intervention—actions pre-
scribed by an individual’s treatment plan, to
intercede on behalf of a client’s safety in crit-
ical situations or circumstances that pose a
risk of serious harm to a client or to a client’s
ability to live outside of an institution or a
more restrictive setting than his/her current
residence; 

(T) Department—the Department of Men-
tal Health; 

(U) Director—director of the Department
of Mental Health;

(V) Division—the Division of Compre-
hensive Psychiatric Services of the Missouri
Department of Mental Health;

(W) Eligible client—an individual found to
have serious mental illness according to spe-
cific diagnostic, disability and durational cri-
teria as set out in 9 CSR 30-4.042(4) and sat-
isfying the admission criteria described in 9
CSR 30-4.042;

(X) Facility—the physical plant or site used
by a CPR provider to provide mental health
services; 

(Y) Improper clinical practices—a level of
performance or behavior which constitutes a
repeated pattern of negligence or which con-
stitutes a continuing pattern of violations of
laws, rules, or regulations enforced by the
appropriate professional licensing, funding or
certifying entity;

(Z) Intake/annual evaluation—as defined in
9 CSR 30-4.035(7) and (18);

(AA) Intensive community psychiatric
rehabilitation (CPR)—as defined in 9 CSR
30-4.045;

(BB) Mechanical restraint—any device,
instrument or physical object used to restrict
an individual’s freedom of movement except
when necessary for orthopedic, surgical and
other medical purposes;

(CC) Medication administration—as defin-
ed in 9 CSR 30-4.043(2)(D); 

(DD) Medication administration support—
as defined in 9 CSR 30-4.043(2)(E);

(EE) Medication aide—an individual as
defined in 13 CSR 15-13.030 who adminis-
ters medications;

(FF) Medication services—as defined in 9
CSR 30-4.043(2)(B); 

(GG) Medical technician—an individual as
defined in 13 CSR 15-13.020 who adminis-
ters medications;

(HH) Mental health professional—any of
the following:

1. A physician licensed under Missouri
law to practice medicine or osteopathy and
with training in mental health services or one
(1) year of experience, under supervision, in
treating problems related to mental illness or
specialized training;

2. A psychiatrist, a physician licensed
under Missouri law who has successfully
completed a training program in psychiatry
approved by the American Medical Associa-
tion, the American Osteopathic Association
or other training program identified as equiv-
alent by the department; 

3. A psychologist licensed under Mis-
souri law to practice psychology with special-
ized training in mental health services;

4. A professional counselor licensed
under Missouri law to practice counseling
and with specialized training in mental health
services;

5. A clinical social worker licensed
under Missouri law with a master’s degree in
social work from an accredited program and
with specialized training in mental health ser-
vices;

6. A psychiatric nurse, a registered pro-
fessional nurse licensed under Chapter 335,
RSMo with at least two (2) years of experi-
ence in a psychiatric or substance abuse treat-
ment setting or a master’s degree in psychi-
atric nursing; 

7. An individual possessing a master’s
or doctorate degree in counseling and guid-
ance, rehabilitation counseling and guidance,
rehabilitation counseling, vocational counsel-
ing, psychology, pastoral counseling or fami-
ly therapy or related field who has success-
fully completed a practicum or has one (1)
year of experience under the supervision of a
mental health professional; 

8. An occupational therapist certified by
the American Occupational Therapy Certifi-
cation Board, registered in Missouri, has a
bachelor’s degree and has completed a
practicum in a psychiatric setting or has one
(1) year of experience in a psychiatric setting,
or has a master’s degree and has completed
either a practicum in a psychiatric setting or
has one (1) year of experience in a psychiatric
setting;

9. An advanced practice nurse—as set
forth in section 335.016, RSMo, a nurse who
has had education beyond the basic nursing
education and is certified by a nationally rec-
ognized professional organization as having a
nursing specialty, or who meets criteria for
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advanced practice nurses established by the
board of nursing; and 

10. A psychiatric pharmacist as defined
in 9 CSR 30-4.030;

(II) Psychiatric pharmacist—a registered
pharmacist in good standing with the Mis-
souri Board of Pharmacy who is a board-cer-
tified psychiatric pharmacist (BCPP) through
the Board of Pharmaceutical Specialties or a
registered pharmacist currently in a psy-
chopharmacy residency where the service has
been supervised by a board-certified psychi-
atric pharmacist;  

(JJ) Physical abuse—in accordance with 9
CSR 10-5.200;

(KK) Physical restraint—physical holding
of a client which restricts a client’s freedom
of movement to restrain temporarily in an
emergency a client who presents a likelihood
of serious physical harm to him/herself or to
others; 

(LL) Psychosocial rehabilitation—as de-
fined in 9 CSR 30-4.043(2)(I); 

(MM) Research—experiments, including
intervention or interaction with clients,
whether behavioral, psychological, biomed-
ical or pharmacological and program evalua-
tion as set out in 9 CSR 60-1.010(1); 

(NN) Seclusion—placement alone in a
locked room for any period of time; 

(OO) Sexual abuse—in accordance with 9
CSR 10-5.200;

(PP) Time-out—temporary exclusion or
removal of a client from the treatment or
rehabilitation setting, used as a behavior
modifying technique as prescribed in the
client’s individual treatment plan and for
periods of time not to exceed fifteen (15)
minutes each; and 

(QQ) Verbal abuse—in accordance with 9
CSR 10-5.200.

AUTHORITY: sections 630.050, 630.055 and
632.050, RSMo 2000.* Original rule filed
Jan. 19, 1989, effective April 15, 1989.
Emergency amendment filed Aug. 27, 1993,
effective Sept. 8, 1993, expired Nov. 7, 1993.
Emergency amendment filed Oct. 28, 1993,
effective Nov. 7, 1993, expired March 6,
1994. Emergency amendment filed Feb. 15,
1994, effective March 6, 1994, expired April
10, 1994. Amended: Filed Aug. 27, 1993,
effective April 9, 1994. Amended: Filed Dec.
13, 1994, effective July 30, 1995. Emergency
amendment filed Aug. 11, 1999, effective
Aug. 22, 1999, expired Feb. 17, 2000.
Amended: Filed Aug. 11, 1999, effective Feb.
29, 2000. Amended: Filed Feb. 28, 2001,
effective Oct. 30, 2001. Emergency amend-
ment filed Dec. 28, 2001, effective Jan. 13,
2002, expired July 11, 2002. Amended: Filed

Dec. 28, 2001, effective July 12, 2002.
Amended: Filed July 31, 2002, effective
March 30, 2003.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995; 630.055, RSMo 1980; 632.050, RSMo 1980.

9 CSR 30-4.031 Procedures to Obtain Cer-
tification for Centers

PURPOSE: This rule describes procedures to
obtain certification from the Department of
Mental Health for community psychiatric
rehabilitation programs.

(1) Under section 630.050, RSMo, the
department shall certify each community psy-
chiatric rehabilitation (CPR) provider’s reha-
bilitation program services as a condition of
participation in the community psychiatric
rehabilitation program. 

(2) Each agency that is certified shall comply
with requirements set forth in Department of
Mental Health Core Rules for Psychiatric and
Substance Abuse Programs, 9 CSR 10-7.130
Procedures to Obtain Certification.

(3) To be eligible for certification as a CPR
provider, an organization must meet one (1)
of the following requirements:

(A) Performs the required functions
described in section 1916(c)(4) of the Public
Health Service Act;

(B) Meets the eligibility requirements for
receipt of federal mental health block grant
funds;

(C) Has a current and valid purchase of
service contract with the Division of Com-
prehensive Psychiatric Services pursuant to 9
CSR 25-2;

(D) Is designated by the Division of Com-
prehensive Psychiatric Services under the
authority of section 632.050, RSMo to serve
as an entry and exit point for the public men-
tal health service delivery system; or

(E) Has been certified at least once prior to
November 7, 1993, and has maintained certi-
fication continuously since November 7,
1993. 

(4) The department shall certify, as a result of
a certification survey, each Community Psy-
chiatric Rehabilitation (CPR) Program as
designated and eligible to serve children and
youth under the age of eighteen (18).

(5) To be eligible to serve children and youth
under the age of eighteen (18) a certified
community psychiatric rehabilitation (CPR)
provider shall meet each of the following
requirements: 

(A) Have a current and valid purchase of
service contract with the Division of Com-
prehensive Psychiatric Services (CPS) pur-
suant to 9 CSR 25-2;

(B) Must meet the eligibility requirements
for receipt of federal mental health block
grant funds;

(C) Must provide a comprehensive array of
psychiatric services to children and youth
including but not limited to:

1. Crisis intervention mobile response;
2. Screening and assessment;
3. Medication services; and
4. Intensive case management consistent

with state plan approved services; and
(D) Have experience and expertise in

delivering a division approved home-based
crisis intervention program of psychiatric ser-
vices for children and youth.

(6) A certified community psychiatric reha-
bilitation (CPR) provider may serve transi-
tional age youth (age sixteen (16) and older)
meeting the diagnostic eligibility require-
ments in 9 CSR 30-4.042(4)(B) in each des-
ignated CPS service area without the certifi-
cation required in 9 CSR 30-4.031(4) and (5)
if it is documented in the client record that it
is clinically and developmentally appropriate
to serve the individual in an adult program.

(7) The following forms are included herein:
(A) MO 650-1722; and
(B) MO 650-0231.
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AUTHORITY: sections 630.050, 630.655 and
632.050, RSMo 2000.* Original rule filed
Jan. 19, 1989, effective April 15, 1989.
Emergency amendment filed Aug. 16, 1993,
effective Aug. 26, 1993, expired Dec. 23,
1993. Emergency amendment filed Aug. 27,
1993, effective Sept. 8, 1993, expired Nov. 7,
1993. Emergency amendment filed Oct. 28,
1993, effective Nov. 7, 1993, expired March
6, 1994. Emergency amendment filed Dec. 9,
1993, effective Dec. 24, 1993, expired April
22, 1994.  Amended: Filed Aug. 16, 1993,
effective April 9, 1994. Amended: Filed Aug.
27, 1993, effective April 9, 1994. Amended:
Filed Dec. 13, 1994, effective July 30, 1995.
Amended: Filed Feb. 28, 2001, effective Oct.
30, 2001. Emergency amendment filed Dec.
28, 2001, effective Jan. 13, 2002, expired
July 11, 2002. Amended: Filed Dec. 28,
2001, effective July 12, 2002.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995; 630.655 RSMo 1980 and 632.050, RSMo 1980.

9 CSR 30-4.032 Administration

PURPOSE: This rule sets out responsibilities
and authority of the governing body and
director of a community psychiatric rehabili-
tation program. 

(1) Each agency that is certified shall comply
with requirements set forth in Department of
Mental Health Core Rules for Psychiatric and
Substance Abuse Programs, 9 CSR 10-7.090
Governing Authority and Program Adminis-
tration.

(2) A CPR program director shall be appoint-
ed whose qualifications, authority and duties
are defined in writing. The director shall have
responsibility and authority for all operating
elements of the CPR program, including all
administrative and service delivery staff. If
the CPR program director is not a qualified
mental health professional as defined in 9
CSR 30-4.030, then the agency shall identify
a clinical supervisor who is a qualified men-
tal health professional who has responsibility
for monitoring and supervising all clinical
aspects of the program. If the agency is certi-
fied to provide services to children and youth,
then the CPR program director shall have at
least two (2) years of supervisory experience
with children and youth. If the CPR program
director does not meet these requirements,
the agency shall identify a clinical supervisor
for children and youth services who is a qual-
ified mental health professional who has
responsibility for monitoring and supervising
all clinical aspects of the program and meets
the above requirements.

(3) The CPR provider shall maintain a policy
and procedure manual for all aspects of its
operations. CPR program plans, policies and
procedures shall include descriptions, details
and relevant information about—

(A) The philosophy, types of services and
organization of the CPR provider; 

(B) Goals and objectives; 
(C) Organization and methods of personnel

utilization; 
(D) Relationship among components with-

in the organization and with agencies outside
of the program; 

(E) Location of service sites; 
(F) Hours and days of operation of each

site; 
(G) The outreach plan for all services

offered; 
(H) Infection control procedures, address-

ing at least those infections that may be
spread through contact with bodily fluids; 

(I) The scope of volunteer activities; 
(J) Safety precautions and procedures for

clients, volunteers, employees and others; 
(K) Staff communication with the govern-

ing body; 
(L) The on-site use of tobacco, alcohol and

other substances; 
(M) Emergency policies and procedures by

staff, volunteers, clients, visitors and others
for—

1. Medical emergencies; 
2. Natural emergencies, such as earth-

quakes, fires, severe storms, tornado or
flood; 

3. Behavioral crisis; 
4. Abuse or neglect of clients; 
5. Injury or death of a client; and 
6. Arrest or detention of a client; 

(N) Policies and procedures which address
commonly occurring client problems such as
missed appointments, appearing under the
influence of alcohol or drugs, broken rules,
suicide attempts, loitering, accidents, harass-
ment and threats; and

(O) Relevant information about service
provision for children and youth addressing
any and all aspects of subsections (A) through
(N) of this rule.

(4) The governing body shall establish a for-
mal mechanism to solicit recommendations
and feedback from clients, client family
members and client advocates regarding the
appropriateness and effectiveness of services,
continuity of care and treatment. The CPR
provider shall document issues raised, includ-
ing recommendations made by clients, client
family members and client advocates; actions
taken by the governing body, director and
CPR program staff; an implementation plan
and schedule to resolve issues cited. 

AUTHORITY: section 630.655, RSMo 2000.*
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Amended:
Filed Feb. 28, 2001, effective Oct. 30, 2001.
Emergency amendment filed Dec. 28, 2001,
effective Jan. 13, 2002, expired July 11,
2002. Amended: Filed Dec. 28, 2001, effec-
tive July 12, 2002.

*Original authority: 630.655, RSMo 1980.

9 CSR 30-4.033 Fiscal Management of
Community Psychiatric Rehabilitation
Programs

PURPOSE: This rule prescribes fiscal poli-
cies and procedures for community psychi-
atric rehabilitation programs.

(1) Each agency that is certified shall comply
with requirements set forth in Department of
Mental Health Core Rules for Psychiatric
and Substance Abuse Programs, 9 CSR 10-
7.100 Fiscal Management.

(2) Unless prohibited by law, an independent
public accountant shall conduct an annual
audit of the community psychiatric rehabilita-
tion (CPR) provider’s fiscal operations. 

(A) The CPR provider shall make the audit
available to staff who have responsibility for
budget and management. 

(B) The audit shall report, according to the
methods, policies and procedures established
by the department, individual unit costs for
each service provided by the CPR provider. 

(C) The governing body shall review and
approve the audit. 

(D) The CPR provider shall correct or
resolve adverse audit findings following
approval by the governing body. 

AUTHORITY: section 630.655, RSMo 2000.*
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Amended:
Filed Feb. 28, 2001, effective Oct. 30, 2001.

*Original authority: 630.655, RSMo 1980.

9 CSR 30-4.034 Personnel and Staff De-
velopment

PURPOSE: This rule prescribes personnel
policies and procedures for community psy-
chiatric rehabilitation programs. 

(1) Each agency that is certified shall comply
with requirements set forth in Department of
Mental Health Core Rules for Psychiatric and



Substance Abuse Programs, 9 CSR 10-7.110
Personnel.

(2) Only qualified professionals shall provide
community psychiatric rehabilitation (CPR)
services. Qualified professionals for each ser-
vice shall include: 

(A) For intake/annual evaluations, an eval-
uation team consisting of, at least, a physi-
cian, one (1) other mental health profession-
al, as defined in 9 CSR 30-4.030, and
including, for the annual evaluation, the com-
munity support worker assigned to each
client; 

(B) For brief evaluation, an evaluation
team consisting of at least, a physician and
one (1) other mental health professional, as
defined in 9 CSR 30-4.030; 

(C) For treatment planning, a team con-
sisting of at least a physician, one (1) other
mental health professional as defined in 9
CSR 30-4.030 and the client’s community
support worker;

(D) For crisis intervention and resolution,
any mental health professional as defined in 9
CSR 30-4.030; 

(E) For medication services, a physician,
psychiatric pharmacist, or advanced practice
nurse as defined in 9 CSR 30-4.030; 

(F) For medication administration, a physi-
cian, registered professional nurse (RN),
licensed practical nurse (LPN), advanced
practice nurse, or psychiatric pharmacist;

(G) For medication administration support,
a medication technician or medication aide as
defined in 9 CSR 30-4.030;

(H) For community support:
1. A mental health professional or an

individual with a bachelor’s degree in social
work, psychology, nursing, or a related field,
supervised by a psychologist, professional
counselor, clinical social worker, psychiatric
nurse, or individual with an equivalent degree
as defined in 9 CSR 30-4.030. Equivalent
experience in psychiatric and/or substance
abuse treatment may be substituted on the
basis of one (1) year of experience for each
year of required educational training; or

2. A community support assistant with a
high school diploma or equivalent and applic-
able training required by the department,
supervised by a qualified mental health pro-
fessional as defined in 9 CSR 30-4.030. A
community support assistant may receive
assignments and direction from a community
support worker; and

(I) For consultation services, a physician, a
psychiatric pharmacist, or advanced practice
nurse as defined in 9 CSR 30-4.030.

(3) The CPR provider shall ensure that an
adequate number of appropriately qualified

staff is available to support the functions of
the program. The department shall prescribe
caseload size and supervisory-to-staff ratios.

(A) Caseload size shall vary according to
the acuity, symptom complexity, and the
needs of the individuals served. However,
caseload size should not exceed one (1) com-
munity support worker to thirty (30) adults in
the rehabilitation level of care and one (1)
community support worker to twenty (20)
children and youth in the rehabilitation level
of care. Should any individual receiving CPR
services believe that a community support
worker’s caseload size is too large to attend to
his or her service needs, that individual or his
or her guardian has the right to request an
independent review by the CPR program
director sufficient to determine the adequacy
of the caseload size and to implement an
adjustment should one be deemed necessary.

(B) The supervisory-to-staff ratio in the
rehabilitation level of care should not exceed
one (1) qualified mental health professional
to seven (7) community support workers.

(C) The supervisory-to-staff ratio in the
rehabilitation level of care should not exceed
one (1) qualified mental health professional
to two (2) community support assistants.

(D) The supervisory-to-staff ratio in the
rehabilitation level of care should not exceed
one (1) qualified mental health professional
to eight (8) total staff. 

(4) The department may issue waivers and
exceptions to the staffing patterns promulgat-
ed under this section as it deems necessary
and appropriate.

(5) Personnel policies and procedures shall
comply with all aspects of 9 CSR 10-7.110,
shall apply to all staff and volunteers working
in the CPR program, and shall include:

(A) Requirements for an annual written job
performance evaluation for each employee
and procedures which provide staff with the
opportunity to review the evaluation; and

(B) Client abuse and neglect and proce-
dures for investigating alleged violations.

(6) The provider shall have and implement a
process for granting clinical privileges to
practitioners. 

(A) Each treatment discipline shall define
clinical privileges based upon identified and
accepted criteria approved by the governing
body. 

(B) The process shall include periodic
review of each practitioner’s credentials, per-
formance, education, and the like, and the
renewal or revision of clinical privileges at
least every two (2) years. 

(C) The provider shall base initial granting
and renewal of clinical privileges on—

1. Well-defined written criteria for qual-
ifications, clinical performance, and ethical
practice related to the goals and objectives of
the program; 

2. Verified licensure, certification, or
registration, if applicable; 

3. Verified training and experience; 
4. Recommendations from the agency’s

program, department service, or all of these,
in which the practitioner will be or has been
providing service; 

5. Evidence of current competence; 
6. Evidence of health status related to

the practitioner’s ability to discharge his/her
responsibility, if indicated; and 

7. A statement signed by the practition-
er that s/he has read and agrees to be bound
by the policies and procedures established by
the provider and governing body.

(D) Renewal or revision of clinical privi-
leges also shall be based on—

1. Relevant findings from the providers
quality assurance activities; and 

2. The practitioner’s adherence to the
policies and procedures established by the
provider and governing body. 

(E) As part of the privileging process, the
provider shall establish procedures to—

1. Afford a practitioner an opportunity
to be heard, upon request, when denial, cur-
tailment, or revocation of clinical privileges
is planned; 

2. Grant temporary privileges on a time-
limited basis; and 

3. Ensure that nonprivileged staff
receive close and documented supervision
from privileged practitioners until training
and experience are adequate to meet privilege
requirements. 

(7) The CPR provider shall establish, main-
tain, and implement a written plan for pro-
fessional growth and development of person-
nel. 

(A) The CPR provider shall provide orien-
tation within thirty (30) calendar days of
employment, documented, for all personnel
and affiliates, and shall include, but not be
limited to: 

1. Client rights and confidentiality poli-
cies and procedures, including prohibition
and definition of verbal/physical abuse; 

2. Client management, for example,
techniques which address verbal and physical
management of aggressive, intoxicated, or
behaviorally disturbed clients; 

3. CPR program emergency policies and
procedures; 

4. Infection control; 
5. Job responsibilities; 
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6. Philosophy, values, mission, and
goals of the CPR provider; and 

7. Principles of appropriate treatment,
including for staff working with children and
youth, principles related to children and
youth populations.

(B) Staff who are transferred or promoted
to a new job assignment shall receive orien-
tation to their new job responsibilities within
thirty (30) days of actual transfer. 

(C) The CPR provider shall provide orien-
tation for volunteers and trainees within thir-
ty (30) calendar days of initial attendance or
employment that includes, but is not limited
to, the following: 

1. Client rights and confidentiality poli-
cies and procedures, including verbal/physi-
cal/sexual abuse; 

2. CPR program emergency policies and
procedures; 

3. Philosophy, values, mission, and
goals of the CPR provider; and 

4. Other topics relevant to their assign-
ments. 

(D) Staff working within the CPR program
also shall receive additional training within
six (6) months of employment. This training
shall include, but is not limited to:

1. Signs and symptoms of disability-
related illnesses;

2. Working with families and caretakers
of clients receiving services; 

3. Rights, roles, and responsibilities of
clients and families; 

4. Methods of teaching clients self-help,
communication, and homemaking skills in a
community context; 

5. Writing and implementing an individ-
ual treatment plan specific to community psy-
chiatric rehabilitation services, including goal
setting, writing measurable objectives, and
development of specific strategies or method-
ologies; 

6. Basic principles of assessment; 
7. Special needs and characteristics of

individuals with serious mental illnesses; 
8. Philosophy, values, and objectives of

community psychiatric rehabilitation services
for individuals with serious mental illnesses;
and

9. Staff working with children and youth
shall receive additional training in the above
areas as it pertains to children and youth.

(8) The CPR provider shall develop and
implement a written plan for comprehensive
training and continuing education programs
for community support workers, community
support assistants, and supervisors in addi-
tion to those set out in section (7). 

(A) Orientation for community support
workers, community support assistants, and

supervisors shall include, but is not limited
to, the following items: 

1. Philosophy, values, and objectives of
community psychiatric rehabilitation services
for individuals with serious and persistent
mental illnesses; 

2. Behavioral management, crisis inter-
vention techniques, and identification of crit-
ical situations;

3. Communication techniques;
4. Health assessment and medication

training; 
5. Legal issues, including commitment

procedures;
6. Identification and recognition of crit-

ical situations; and
7. Staff working with children and youth

shall receive additional training in the above
areas as it pertains to children and youth.

(B) The curricula for training shall include
a minimum set of topics as required by the
department and through consultation by a
psychiatrist. 

(9) Each community support worker, com-
munity support assistant, and supervisor shall
complete ten (10) hours of initial training
before receiving an assigned client caseload
or supervisory caseload. 

(10) 9 CSR 10-7.110 requires that all staff
shall participate in at least thirty-six (36)
clock hours of relevant training during a two
(2)-year period. All staff working within the
CPR program and services shall receive a
minimum of twelve (12) clock hours per year
of continuing education and relevant training. 

(11) All training activities shall be document-
ed in employee personnel files, to include the
training topic, name of instructor, date of
activity, duration, skills targeted/objective of
skill, certification/continuing education units
(if any), and location. 

AUTHORITY: section 630.050, RSMo Supp.
2009 and sections 630.655 and 632.050,
RSMo 2000.* Original rule filed Jan. 19,
1989, effective April 15, 1989. Emergency
amendment filed Aug. 27, 1993, effective
Sept. 8, 1993, expired Nov. 7, 1993. Emer-
gency amendment filed Oct. 28, 1993, effec-
tive Nov. 7, 1993, expired March 6, 1994.
Emergency amendment filed Feb. 15, 1994,
effective March 6, 1994, expired April 10,
1994. Amended: Filed Aug. 27, 1993, effec-
tive April 9, 1994. Emergency amendment
filed June 15, 1994, effective June 25, 1994,
expired Oct. 21, 1994.  Amended: Filed June
15, 1994, effective Oct. 30, 1994. Amended:
Filed Dec. 13, 1994, effective July 30, 1995.
Emergency amendment filed Aug. 11, 1999,
effective Aug. 22, 1999, expired Feb. 17,

2000. Amended: Filed Aug. 11, 1999, effec-
tive Feb. 29, 2000. Amended: Filed Feb. 28,
2001, effective Oct. 30, 2001. Emergency
amendment filed Dec. 28, 2001, effective Jan.
13, 2002, expired July 11, 2002. Amended:
Filed Dec. 28, 2001, effective July 12, 2002.
Amended: Filed July 31, 2002, effective
March 30, 2003. Amended: Filed May 12,
2010, effective Nov. 30, 2010.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995, 2008; 630.655, RSMo 1980; and 632.050, RSMo
1980.

9 CSR 30-4.035 Client Records of a Com-
munity Psychiatric Rehabilitation Program

PURPOSE: This rule prescribes the content
requirements of a clinical record maintained
by a community psychiatric rehabilitation
program. 

(1) Each agency that is certified shall comply
with requirements set forth in Department of
Mental Health Core Rules for Psychiatric and
Substance Abuse Programs, 9 CSR 10-7.030
Service Delivery Process and Documenta-
tion.

(2) The CPR provider shall implement poli-
cies and procedures to assure routine moni-
toring of client records for compliance with
applicable standards. 

(3) At intake, each CPR provider shall com-
pile in a format acceptable to the department,
and file in the client record an evaluation
which shall include:

(A) Presenting problem, request for assis-
tance, symptoms, and functional deficits;

(B) Personal, family, educational, treat-
ment, and community history;

(C) Reported physical and medical com-
plaints and the need for screening for med-
ical, psychiatric, or neurological assessment
or other specialized evaluation;

(D) Findings of a brief mental status exam-
ination;

(E) Current functional strengths and weak-
nesses obtained through interview and behav-
ioral observation;

(F) Specific problem indicators for indi-
vidualized treatment;

(G) Existing personal support systems and
current use of community resources;

(H) Diagnostic formulation;
(I) Specific recommendations for further

evaluation and treatment;
(J) Consultation between a physician and

the psychologist or other mental health pro-
fessional(s) conducting the psychosocial/clin-
ical evaluation addressing the client’s need
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and the appropriateness of outpatient rehabil-
itation. Consultation may be performed by an
advanced practice nurse if that individual is
providing medication management services to
the client; and

(K) The clinical record must support the
level of care.

(4) The CPR provider shall develop and
maintain for each client an individual treat-
ment plan using a standardized format fur-
nished by the department, at its discretion,
which is filed in the master client record. The
treatment plans shall record, at a minimum,
the following as indicated:

(A) Service Data.
1. The reason(s) for admission into

rehabilitation services.
2. Criteria or plans, or both for move-

ment.
3. Criteria for discharge.
4. A list of agencies currently providing

program/services; the type(s) of service;
date(s) of initiation of program/services.

5. A summary statement of prioritized
problems and assets; and

(B) Treatment Goals and Objectives for the
Treatment Plan and Any Components.

1. Specific individualized medication,
psychosocial rehabilitation, behavior manage-
ment, critical intervention, community sup-
port goals and other services and interven-
tions as prescribed by the team. 

2. The treatment regimen, including
specific medical and remedial services, ther-
apies and activities that will be used to meet
the treatment goals and objectives. 

3. A projected schedule for service
delivery, including the expected frequency
and duration of each type of planned thera-
peutic session or encounter. 

4. The type of personnel who will fur-
nish the services. 

5. A projected schedule for completing
reevaluations of the client’s condition and for
updating the treatment plan.

6. Resources required to implement rec-
ommended services.

7. A schedule for the periodic monitor-
ing of the client that reflects factors which
may adversely affect client functioning.

8.  Level of care.

(5) A physician shall approve the treatment
plan. A licensed psychologist may approve
the treatment plan only in instances when the
client is currently receiving no prescribed
medications and the clinical recommenda-
tions do not include a need for prescribed
medications. An advanced practice nurse may
approve the treatment plan if that individual

is providing medication management services
to the client. 

(6) The CPR provider shall ensure that the
client participates in the development of the
treatment plan and signs the plan. Client sig-
nature is not required if signing would be
detrimental to client’s well-being. If the
client does not sign the treatment plan, the
CPR provider shall insert a progress note in
the case record explaining the reason the
client did not sign the treatment plan.

(7) The treatment plan, goals, and objectives
shall be completed within thirty (30) days of
the client’s admission to services.

(8) Each client’s record shall document ser-
vices, activities, or sessions that involve the
client.

(A) Client records shall be legible and
made contemporaneously with the delivery of
the service or within three (3) business days
of the time the service was provided.

(B) Services shall be documented in the
client record prior to submitting for payment.

(C) For psychosocial rehabilitation, the
clinical record shall include:

1. A weekly note that summarizes spe-
cific services rendered, client response to the
services, and pertinent information reported
by family members or significant others
regarding a change in the client’s condition,
or an unusual/unexpected occurrence in the
client’s life, or both; and

2. Daily attendance records or logs that
include actual attendance times, as well as
activity or session attended.  These program
attendance records/logs must be available for
audit and monitoring purposes, however inte-
gration into each clinical record is not
required.

(D) For all other community psychiatric
rehabilitation program services, the client
record shall include documentation of each
session or episode that involves the client.

1. The specific services rendered. 
2. The date and actual time the service

was rendered.
3. Who rendered the service.
4. The setting in which the services

were rendered. 
5. The amount of time it took to deliver

the services.
6. The relationship of the services to the

treatment regimen described in the treatment
plan.

7. Updates describing the client’s
response to prescribed care and treatment.

(9) In addition to documentation required
under section (8), the CPR provider shall

provide additional documentation for each
service episode, unit or as clinically indicat-
ed for each service provided to the client as
follows: 

(A) Medication Services. 
1. Description of the client’s presenting

condition.
2. Pertinent medical and psychiatric

findings.
3. Observations and conclusions.
4. Client’s response to medication,

including identifying and tracking over time,
one (1) or more target symptoms for each
medication prescribed.

5. Actions and recommendations regard-
ing the client’s ongoing medication regimen.

6. Pertinent/significant information
reported by family members or significant
others regarding a change in the client’s con-
dition, an unusual or unexpected occurrence
in the client’s life, or both;

(B) Crisis Intervention and Resolution Ser-
vices. 

1. Description of the precipitating
event(s)/situation, when known.

2. Description of the client’s mental sta-
tus.

3. Interventions initiated to resolve the
client’s crisis state.

4. Client response to intervention.
5. Disposition. 
6. Planned follow-up by staff; and

(C) Community Support Services. 
1. Phone contact reports.
2. Pertinent information reported by

family members or significant others regard-
ing a change in the client’s condition, an
unusual or unexpected occurrence in the
client’s life, or both.

(10) An evaluation team, consisting of at
least,  a qualified mental health professional
and the client’s community support worker, if
appropriate, shall review the treatment plan,
goals and objectives on a regular basis, as
determined by department policy. 

(A) The review will determine the client’s
progress toward the treatment objectives, the
appropriateness of the services being fur-
nished and the need for the client’s continued
participation in specific community psychi-
atric rehabilitation services. 

(B) The team shall document the review in
detail in the client record. 

(C) The CPR provider shall make the
review available as requested for state or fed-
eral review purposes.

(D) The CPR provider shall ensure the
client participates in the treatment plan
review.

(E) For clients in the rehabilitation level of
care, treatment plans shall be reviewed at a



16 CODE OF STATE REGULATIONS (10/31/10)     ROBIN CARNAHAN

Secretary of State

9 CSR 30-4—DEPARTMENT OF MENTAL HEALTH Division 30—Certification Standards

minimum every ninety (90) calendar days and
the review documented in the case record. 

(11) The treatment plan shall be rewritten
annually and shall comply with the guidelines
set forth in 9 CSR 30-4.035(4), (5), and (6).

(12) The CPR program also shall include
other information in the client record, if not
otherwise addressed in the intake/annual
evaluation or treatment plan, including: 

(A) The client’s medical history, including: 
1. Medical screening or relevant results

of physical examinations; and 
2. Diagnosis, physical disorders, and

therapeutic orders; 
(B) Evidence of informed consent; 
(C) Results of prior treatment; and 
(D) Condition at discharge from prior

treatment. 

(13) Any authorized person making any entry
in a client’s record shall sign and date the
entry, including corrections to information
previously entered in the client record.

(14) CPR program staff shall conduct or
arrange for periodic evaluations for each
client. Clients in the rehabilitation and inten-
sive levels of care shall have annual evalua-
tions completed. The evaluation shall be in a
format approved by the department and shall
include: 

(A) Presenting problem and request for
assistance; 

(B) Changes in personal, family, educa-
tional, treatment, and community history; 

(C) Reported physical/medical complaints; 
(D) Current functional weaknesses and

strengths; 
(E) Changes in existing personal support

systems and use of community resources; 
(F) Description of the client’s apparent

change in condition from one (1) year ago;
(G) Specific problem indicators required

by the department;
(H) Update of the diagnostic formulation;
(I) Specific recommendations for further

evaluation and/or treatment; 
(J) Information obtained through interview

and behavioral observations that will con-
tribute to the formulation of a new treatment
plan; and

(K) Consultation between a physician
and/or psychologist and the mental health
professional(s) conducting the psychosocial/
clinical evaluation addressing the client’s
need and appropriateness for continued out-
patient rehabilitation.

(15) CPR program staff shall prepare and
enter a discharge summary in the client’s

record when the client has been discharged
from the CPR program. This discharge sum-
mary shall meet all requirements in 9 CSR
10-7.030(9).

(16) The CPR provider shall establish and
implement a procedure that assures the inter-
center transfer of referral and treatment infor-
mation within five (5) working days. 

(17) The CPR provider shall provide infor-
mation, as requested, regarding client char-
acteristics, services, and costs to the depart-
ment in a format established by the
department. 

(18) Each agency that is certified shall be
subject to recoupment of all or part of
Department of Mental Health payments
when:

(A) The client record fails to document the
service paid for was actually provided;

(B) The client record fails to document the
service paid for was provided by a qualified
staff person, as defined in the Department of
Mental Health Purchase of Service Catalog;

(C) The client record fails to document the
service that was paid meets the service defin-
ition, as defined in the Department of Mental
Health Purchase of Service Catalog;

(D) The client record fails to document the
amount, duration, and length of service paid
for by the department; and

(E) The client record fails to document the
service paid for was delivered under the
direction of a current treatment plan that
meets all the requirements for treatment plans
set forth in 9 CSR 10-7.030 and 9 CSR 30-
4.035. 

AUTHORITY: section 630.655, RSMo 2000.*
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Emergency
amendment filed Aug. 11, 1999, effective
Aug. 22, 1999, expired Feb. 17, 2000.
Amended: Filed Aug. 11, 1999, effective Feb.
29, 2000. Amended: Filed Feb. 28, 2001,
effective Oct. 30, 2001. Emergency amend-
ment filed Dec. 28, 2001, effective Jan. 13,
2002, expired July 11, 2002. Amended: Filed
Dec. 28, 2001, effective July 12, 2002.
Amended: Filed March 15, 2010, effective
Sept. 30, 2010.

*Original authority; 630.655, RSMo 1980.

9 CSR 30-4.036 Research by a Community
Psychiatric Rehabilitation Program
(Rescinded October 30, 2001)

AUTHORITY: section 630.655, RSMo 1994.

Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Rescinded:
Filed Feb. 28, 2001, effective Oct. 30, 2001.

9 CSR 30-4.037 Client Environment in a
Community Psychiatric Rehabilitation
Program
(Rescinded October 30, 2001)

AUTHORITY: section 630.655, RSMo 1994.
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Rescinded:
Filed Feb. 28, 2001, effective Oct. 30, 2001.

9 CSR 30-4.038 Client Rights for Com-
munity Psychiatric Rehabilitation Pro-
grams

PURPOSE: This rule describes client rights
and confidentiality requirements for commu-
nity psychiatric rehabilitation programs. 

(1) Each agency that is certified shall comply
with requirements set forth in Department of
Mental Health Core Rules for Psychiatric and
Substance Abuse Programs, 9 CSR 10-7.020
Rights, Responsibilities and Grievances.

(2) The client shall have the right to have the
treatment plan explained orally and to be
given a copy of the treatment plan. 

(3) The community psychiatric rehabilitation
(CPR) provider shall protect a client’s enti-
tlement to access to information contained in
the respective clinical record, except to the
extent that the director of the CPR program
determines the access would be detrimental
to the client. The CPR provider shall docu-
ment restrictions imposed by the CPR pro-
gram director in the clinical record, with a
specific rationale for the decision noted.

(4) The following forms are included herein:
(A) MO 650-1533; and
(B) MO 650-5839.



CODE OF STATE REGULATIONS 17ROBIN CARNAHAN (8/31/10)
Secretary of State

Chapter 4—Mental Health Programs 9 CSR 30-4



18 CODE OF STATE REGULATIONS (8/31/10)     ROBIN CARNAHAN

Secretary of State

9 CSR 30-4—DEPARTMENT OF MENTAL HEALTH Division 30—Certification Standards



AUTHORITY: section 630.655, RSMo 2000.*
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Amended:
Filed Feb. 28, 2001, effective Oct. 30, 2001.

*Original authority: 630.655, RSMo 1980.

9 CSR 30-4.039 Service Provision

PURPOSE: This rule sets out requirements
for the provision of community psychiatric
rehabilitation services. 

(1) The community psychiatric rehabilitation
(CPR) provider shall have written policies
and procedures defining client eligibility
requirements, intake procedures, client
assignment and discharge, as set forth under
9 CSR 30-4.042. 

(A) The CPR provider shall implement
policies and procedures that assure admission
to treatment within ten (10) working days of
the date of eligibility determination for eligi-
ble clients with serious mental illness. CPR
services shall be prioritized to individuals
who—

1. Have been discharged from inpatient
psychiatric hospitalization programs within
the last ninety (90) days;

2. Are residents of supervised or semi-
independent apartments, psychiatric group
homes or residential care facilities;

3. Have been determined to meet the
admission criteria as set forth in 9 CSR 30-
4.042;

4. Have been committed by court order
under provisions of section 632.385, RSMo;

5. Have been conditionally released
under section 552.040, RSMo;

6. Are homeless, or considered home-
less, in accordance with the following crite-
ria:

A. Persons who are sleeping in places
not meant for human habitation, such as cars,
parks, sidewalks, and abandoned buildings;

B. Persons who are sleeping in emer-
gency shelters;

C. Persons who are from transitional
or supportive housing for homeless persons
who originally came from streets or emer-
gency shelters;

D. Persons who are being evicted
within the week from private dwelling units
and no subsequent residences have been iden-
tified and they lack the resources and support
networks needed to obtain access to housing;
or

E. Persons who are being discharged
within the week from institutions in which
they have been residents for more than thirty

(30) consecutive days and no subsequent res-
idences have been identified and they lack the
resources and support networks needed to
obtain access to housing;

7. Persons at risk of out-of-home place-
ment due to psychiatric disorder; 

8.  Persons having co-occurring disor-
ders;

9.  Persons moving from congregate to
independent living;

10.  Persons having a current episode of
acute crisis, or use of the crisis system;

11. Persons who have used a hospital
emergency room two (2) or more times dur-
ing the prior year;

12. Persons attempting suicide one (1)
or more times requiring hospitalizations;  or

13. Persons unable to function for at
least a six (6)-month period without mental
health intervention.  

(B) The CPR provider shall discharge from
the community psychiatric rehabilitation pro-
gram clients who have not received services
for a twelve (12)-month period. 

(C) The CPR provider and its affiliates
shall reserve the right to refuse admission to
clients under the following conditions: 

1. If the client poses an imminent threat
of harm to self or others; 

2. When, at any specific time, the client
is under the influence of alcohol or illegal
drugs; and

3. When the program is operating at full
capacity (a level previously determined). The
CPR provider shall implement policies and
procedures to monitor program capacity and
advise designated department staff as neces-
sary.

(D) The CPR provider and affiliates shall
not have the right to refuse admission to
clients on the basis of ineligibility for Medic-
aid or other sources of reimbursement.

(2) The CPR provider shall provide a com-
munity psychiatric rehabilitation program,
either directly or through contractual agree-
ment, to include, at a minimum, the follow-
ing core services: intake/annual evaluation,
as designated, crisis intervention and resolu-
tion, medication services, medication admin-
istration, community support and psychoso-
cial rehabilitation. 

(A) The CPR provider shall provide a
timely access to and reasonable level of ser-
vices for those clients found to be eligible for
treatment, according to the admission criteria
set forth in 9 CSR 30-4.042. 

1. Intake/annual evaluation—CPR pro-
vider staff shall complete, or arrange to have
completed, all annual evaluations within thir-
ty (30) days following the anniversary date of

the client’s intake evaluation or last annual
evaluation. 

2. Crisis intervention and resolution—
shall be available upon demand on a twenty-
four (24)-hour basis. 

3. Medication services—a physician,
psychiatrist or an advanced practice nurse
shall see all clients requiring medication
within ten (10) working days or sooner if
clinically indicated of request for service. 

4. Community support—the CPR pro-
vider shall assign all clients requiring com-
munity support services to a community sup-
port worker’s caseload no later than ten (10)
working days, or sooner if clinically indicat-
ed, of eligibility determination. The worker
shall conduct an initial face-to-face contact as
clinically appropriate but no later than five
(5) working days of receiving the assignment. 

5. Psychosocial rehabilitation—the CPR
provider shall admit all clients requiring psy-
chosocial rehabilitation services to a psy-
chosocial rehabilitation program if adequate
program capacity allows, within twenty (20)
working days or sooner if clinically indicated
of eligibility determination. 

6. Transportation—the CPR provider
shall provide or arrange for transportation for
clients as deemed clinically and programmat-
ically necessary to attend the psychosocial
rehabilitation program and to receive medica-
tion services. 

(3) The CPR program shall provide treatment
which will assist in the support and rehabili-
tation of persons with serious mental illness-
es. 

(A) The program shall provide equal
opportunity to individuals with disabilities in
accordance with the Americans with Dis-
abilities Act.

(B) The CPR program shall assure accessi-
bility to its provided services. Access shall
require no more than one and one-half (1 1/2)
hours of travel by automobile. 

(C) The department shall designate the
minimum geographic boundaries of service
areas throughout the state. Exceptions shall
only be granted by the director upon appeal
from prospective providers.

1. The CPR provider shall designate an
identified service area(s) it will serve.

2. The CPR program shall provide com-
munity psychiatric rehabilitation program
services to the eligible residents of its desig-
nated service area to the extent that adequate
program/facility capacity is available. 

(4) The CPR provider shall have procedures
approved by the department for emergency
physician intervention linked to its crisis
intervention and resolution service. 
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(5) The CPR provider shall have written poli-
cies and procedures which assure that an eli-
gible client has access to needed services of
the CPR provider beyond those services of a
community psychiatric rehabilitation pro-
gram. 

(6) The CPR provider shall provide non-
emergency community psychiatric rehabilita-
tion services including, at a minimum, but
not limited to, community support during
evenings or weekends, or both to accommo-
date individual client needs. 

(7) The CPR provider shall agree to provide
community support and crisis intervention
services to clients in their own home and in
other locations off-site from its offices and
facilities. The CPR provider shall have writ-
ten policies and procedures to assure that a
client shall not be required to visit a prese-
lected site in order to receive needed treat-
ments other than medication services, physi-
cian consultation and psychosocial
rehabilitation. The CPR provider shall allow
clients a choice in the service site to the
extent that facility and program capacity and
the treatment plan allow.

(8) The CPR program provides the following
services and liaison activities to the criminal
or juvenile justice system(s): 

(A) Promotion of effective relationships
with local law enforcement systems, includ-
ing courts, through training, education and
consultation; 

(B) Information for law enforcement,
court, juvenile officers and probation/parole
personnel about services offered by the CPR
provider; and 

(C) Provision of community psychiatric
rehabilitation services to persons with serious
mental illness who are on parole, probation
or in forensic aftercare, as appropriate, and
working closely with the parole or probation
officer, or juvenile officer and department
forensic aftercare workers within the limits of
confidentiality.

(9) The CPR provider shall provide the fol-
lowing services and liaison activities to state
and local public assistance/housing agencies
and employment/training agencies: 

(A) Promotion of effective relationships
with state and local public assistance/housing
agencies and employment/training agencies
through training, education and consultation; 

(B) Information for personnel of state and
local public assistance/housing agencies that
provide public benefits about services offered
by the CPR provider; and 

(C) Provision of assistance to persons with
serious mental illness in seeking public bene-
fits, and in working closely with the staff of
state and local public assistance/housing and
employment/training agencies within the lim-
its of confidentiality to expedite the applica-
tion process and continuation of the client’s
eligibility. 

(10) The CPR provider shall assure that
clients receive the most appropriate care that
is available. Transfer of a client from one (1)
service to another, from community to hospi-
tal, hospital to community or to another CPR
provider, as consistent with the client’s
needs, may be considered to obtain that care
and treatment. 

(A) The CPR provider shall have written
procedures for referral from one (1) service
element to another within the CPR program
and to other CPR providers.

1. Procedures shall assure that pertinent
records, or portions of records, and other rel-
evant information are readily transferable and
are handled to comply with confidentiality
regulations. 

2. Procedures shall assure that follow-up
is carried out on referrals to outside CPR
programs or providers, as applicable. 

(B) The policies and procedures shall stip-
ulate the conditions under which referrals are
made. These conditions may include: 

1. Special services not provided by the
CPR provider; or 

2. Other ancillary services that will con-
tribute to the well-being of the client. 

(C) The CPR provider shall implement
policies and procedures that assure the conti-
nuity of care between or among referring
providers including prior treatment programs,
both inpatient and outpatient psychiatric and
substance abuse programs.

(D) The CPR provider shall maintain a
current resource directory of area community
service agencies that may be used in the
referral process. The CPR provider shall
make its resource directory available to con-
sumers upon request. 

(11) Each program shall coordinate with
inpatient psychiatric programs to assure con-
tinuity of care for eligible individuals return-
ing to the community. This includes active
participation of the community support team
in the discharge planning.

(A) CPR providers shall provide ongoing
community support service to active commu-
nity psychiatric rehabilitation CPR program
clients who are admitted to inpatient psychi-
atric care.

(B) The CPR provider shall have a proce-
dure to assure that, within five (5) calendar

days of the discharge, active community psy-
chiatric rehabilitation program clients who
are discharged from an inpatient psychiatric
program are seen face-to-face by the commu-
nity support worker. The CPR provider shall
document the contact in the client record.

(C) The procedure includes active follow-
up within five (5) days of clients who failed
to keep their appointment or a missed
appointment. 

(12) The program shall establish and imple-
ment procedures to contact community sup-
port clients who miss a scheduled appoint-
ment or whose absence is unanticipated. The
procedures shall establish time frames for
contacting the client which are consistent
with  clinical needs and the seriousness of the
client’s disability.

(13) The CPR provider shall utilize commu-
nity support assistants as adjuncts to and
assistants to the treatment team. Community
support assistants may not be assigned an
independent client caseload, and may receive
assignments and direction from a community
support worker.

(14) The CPR provider shall take appropriate
precautions to assure the provision of confi-
dentiality and safety of children and youth in
all aspects of programming including but not
limited to:

(A) Outings;
(B) Transportation; and
(C) Day program activities.

AUTHORITY: sections 630.050,  630.655 and
632.050, RSMo 2000.* Original rule filed
Jan. 19, 1989, effective April 15, 1989.
Emergency amendment filed Aug. 27, 1993,
effective Sept. 8, 1993, expired Nov. 7, 1993.
Emergency amendment filed Oct. 28, 1993,
effective Nov. 7, 1993, expired March 6,
1994. Emergency amendment filed Feb. 15,
1994, effective March 6, 1994, expired April
10, 1994. Amended: Filed Aug. 27, 1993,
effective April 9, 1994. Amended: Filed Dec.
13, 1994, effective July 30, 1995. Emergency
amendment filed Aug. 11, 1999, effective
Aug. 22, 1999, expired Feb. 17, 2000.
Amended: Filed Aug. 11, 1999, effective Feb.
29, 2000. Amended: Filed Feb. 28, 2001,
effective Oct. 30, 2001. Emergency amend-
ment filed Dec. 28, 2001, effective Jan. 13,
2002, expired July 11, 2002. Amended: Filed
Dec. 28, 2001, effective July 12, 2002. 

*Original authority: 630.050, RSMo 1980, amended 1993,
1995; 630.655, RSMo 1980; and 632.050, RSMo 1980.
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9 CSR 30-4.040 Quality Assurance

PURPOSE: This rule sets out requirements
for quality assurance activities and functions
for community psychiatric rehabilitation pro-
grams. 

(1) Each agency that is certified shall comply
with requirements set forth in Department of
Mental Health Core Rules for Psychiatric and
Substance Abuse Programs, 9 CSR 10-7.040
Quality Improvement. 

(2) The community psychiatric rehabilitation
(CPR) provider shall establish a quality
assurance process that includes, but is not
limited to, the following functions: 

(A) Evaluating the competencies of clinical
staff as set out in 9 CSR 40-4.034(6); 

(B) Supervising of all staff as set out in 9
CSR 30-4.034(2); 

(C) Monitoring of clinical records as set
out in 9 CSR 30-4.035(2); 

(D) Monitoring of identified process and
outcomes of the CPR provider’s community
psychiatric rehabilitation program as set out
in sections (3)–(6); and 

(E) Monitoring compliance of affiliate pro-
grams and subcontractors with applicable
program standards.

(3) The CPR provider shall establish, support
and maintain the quality assurance process
through the CPR provider’s professional and
administrative staff by—

(A) Delegating the administration and
coordination of the quality assurance process
to a quality assurance committee, group or
individual; and 

(B) Actively involving the CPR program’s
medical staff in the activities of the quality
assurance process including, but not limited
to, clinical care issues and practices related to
the use of medications. 

(4) The CPR provider shall develop and
implement a quality assurance plan that inte-
grates the functions of the quality assurance
process into the CPR program’s psychiatric
services. 

(A) The CPR provider shall describe the
quality assurance process in a written quality
assurance plan, approved by the governing
body. 

(B) The quality assurance plan shall iden-
tify the persons or positions responsible for
the implementation of the quality assurance
program. 

(C) The CPR provider and its governing
body shall review the plan annually and
revise it as appropriate. 

(5) The CPR provider shall monitor key pro-
grammatic indicators jointly identified by the
CPR provider and the Division of Compre-
hensive Psychiatric Services.

(A) The CPR provider shall collect data for
each indicator on an ongoing basis, using a
standardized format, which the department,
at its discretion, may require. 

(B) When a significant problem or quality
of care issue is identified, the CPR provider
shall act to correct the problem or improve
the effectiveness of care, or both. The CPR
provider shall assess corrective or supportive
actions through continued monitoring.

(6) The CPR provider shall maintain a quali-
ty assurance record system. 

(A) The record system shall contain docu-
mentation, including monitoring reviews,
reports, recommendations, corrective actions
and the status of previously identified prob-
lems or outcomes related to certification stan-
dards, or both. 

(B) The CPR provider shall centrally main-
tain the record system and make it available
for review. 

(C) The record system shall include min-
utes of all quality assurance meetings with
attendance, time, place, date, actions or rec-
ommendations for action noted. 

AUTHORITY: section 630.655, RSMo 2000.*
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Amended:
Filed Feb. 28, 2001, effective Oct. 30, 2001.

*Original authority: 630.655, RSMo 1980.

9 CSR 30-4.041 Medication Procedures at
Community Psychiatric Rehabilitation
Programs

PURPOSE: This rule sets out procedures to
safely record, store and administer medica-
tions at a community psychiatric rehabilita-
tion program facility site or in off-site situa-
tions. 

PUBLISHER’S NOTE: The secretary of state
has determined that the publication of the
entire text of the material which is incorpo-
rated by reference as a portion of this rule
would be unduly cumbersome or expensive.
Therefore, the material which is so incorpo-
rated is on file with the agency who filed this
rule, and with the Office of the Secretary of
State. Any interested person may view this
material at either agency’s headquarters or
the same will be made available at the Office

of the Secretary of State at a cost not to
exceed actual cost of copy reproduction. The
entire text of the rule is printed here. This
note refers only to the incorporated by refer-
ence material.

(1) Each agency that is certified shall comply
with requirements set forth in Department of
Mental Health Core Rules for Psychiatric and
Substance Abuse Programs, 9 CSR 10-7.070
Medications. 

(2) The community psychiatric rehabilitation
(CPR) provider shall make available to all
staff, consultation with a registered nurse or
physician to check medication procedures.

(3) A physician shall review and evaluate
medications at least every six (6) months,
except as specified in the client’s individual-
ized treatment plan. Face-to-face contact with
the client and review of relevant documenta-
tion in the client record, such as progress
notes and treatment plan reviews, shall con-
stitute the review and evaluation.

(4) The CPR provider shall develop all med-
ication policies and procedures in conjunc-
tion with a psychiatrist. 

(5) The following forms are included herein:
(A) Form number MO 650-6250; and
(B) Form number MO 650-1485.

(6) The following publication is incorporated
by reference:

(A) United States Pharmacopeia Stan-
dards.
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AUTHORITY: section 630.655, RSMo 2000.*
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Amended:
Filed Feb. 28, 2001, effective Oct. 30, 2001.
Amended: Filed July 31, 2002, effective
March 30, 2003.

*Original authority: 630.655, RSMo 1980.

9 CSR 30-4.042 Admission Criteria

PURPOSE: This rule establishes criteria and
procedures for admission of eligible individu-
als to a community psychiatric rehabilitation
program.

(1) Prior to admitting any individual, com-
munity psychiatric rehabilitation (CPR)
providers that have been awarded provisional
certification may be required to submit docu-
mentation for clinical review. 

(A) The clinical review unit, within seven
(7) working days, either shall—

1. Determine that the individual is eligi-
ble for admission and authorize the appropri-
ate services; 

2. Suspend eligibility determination and
prior authorization of services pending the
receipt of requested additional information;
or 

3. Determine that the individual is not
eligible for admission. 

(B) No provisionally certified CPR pro-
vider shall admit any individual before ap-
proval is given by the clinical review unit. 

(2) Prior to admitting or reauthorizing any
individual for CPR services, all certified
CPR providers and affiliates shall submit to
the appropriate administrative agent or
designee, the name of the person seeking ser-
vices with basic demographic information,
background, and historical information, if
available and shall provide support to the per-
son by arranging an appointment for an eval-
uation. The administrative agent or designee
shall conduct an evaluation to determine that
the individual is eligible for admission to the
CPR provider and to determine whether the
individual is among the priority populations
of the division as specified in 9 CSR 30-
4.039(1)(A) and further defined in the Ad-
ministrative Agent’s Service Area Agree-
ments and Plans available from the Division
of Comprehensive Psychiatric Services. 

(A) The administrative agent or designee
within thirty (30) working days, shall—

1. Conduct a complete intake or annual
evaluation as set out in 9 CSR 30-4.035(7)
and (18);

2. For persons seeking admission to the
CPR services, provide or authorize emer-
gency services and crisis intervention during
the period prior to completion of the intake
evaluation; and

3. Forward to the referring agency and
the client—

A. Confirmation that the individual is
eligible to be admitted to the CPR program,
and determine that the individual is among
the priority populations of the division;

B. A determination that the individual
is not eligible for admission to the CPR pro-
gram and a statement of the client’s rights of
appeal; or 

C. Confirmation that the individual is
eligible to be admitted to the CPR program,
but has been determined not to be among the
priority populations of the division and,
therefore, is eligible for admission only after
eligible priority clients have been admitted to
the CPR program. A statement of the client’s
right of appeal with regard to any finding that
the individual is not in the priority population
shall also be provided.

(B) If the administrative agent or designee
confirms that the individual is eligible to be
admitted to the CPR program and determines
that the individual is among the priority pop-
ulations of the division, then the individual
shall be given an opportunity to select a CPR
provider from among the CPR programs
available in the service area. All eligible pri-
ority clients shall be provided the list of
providers as set out in Appendix A. 

1. The CPR provider selected by the
individual shall work with the individual to
develop the individual treatment/rehabilita-
tion plan. 

2. If an individual does not express a
CPR provider preference, then the individual
will be admitted to the administrative agent’s,
or the designee’s program. 

(C) If the administrative agent or designee
determines that the individual is not eligible
to be admitted to the CPR program, then the
individual shall be referred to other programs
and services for which s/he may be eligible.
The referral to other programs and services
shall accompany the notice of appeal rights
furnished the client as set out in 9 CSR 30-
4.042(2)(A)3.C.

(D) If the administrative agent or designee
confirms that the individual is eligible to be
admitted to the CPR program, but determines
that the individual is not among the priority
populations of the division, the administrative
agent or designee may provide services as
appropriate.

(E) An individual denied services because
of the intake process shall have the right to
appeal the decision to deny services to the

division director or his/her designee. This
appeal shall be sent in written form to the
division director within sixty (60) days fol-
lowing notice of denial by the administrative
agent.

(3) The CPR provider shall not admit any
person who would not benefit from the ser-
vices of a CPR provider.

(4) The criteria for admission to community
psychiatric rehabilitation program services
shall include:

(A) Disability. There shall be clear evi-
dence of serious and/or substantial impair-
ment in the ability to function at an age or
developmentally appropriate level due to seri-
ous psychiatric disorder in each of the fol-
lowing two (2) areas of behavioral function-
ing, as indicated by intake evaluation and
assessment: 

1. Social role functioning/family life—
the ability to sustain functionally the role of
worker, student, homemaker, family member,
or a combination of these; and 

2. Daily living skills/self-care skills—
the ability to engage in personal care (such as
grooming, personal hygiene) and community
living (handling individual finances, using
community resources, performing household
chores), learning ability/self-direction, and
activities appropriate to the individual’s age,
developmental level, and social role function-
ing; 

(B) Diagnosis. A physician or licensed psy-
chologist shall certify a primary Diagnostic
and Statistical Manual (DSM) diagnosis as
defined in 9 CSR 10-7.140(2)(OO) or Inter-
national Classification of Diseases, Ninth
Revision with Clinical Modification (ICD-9-
CM), using the current edition of the manu-
al. This diagnosis may coexist with other psy-
chiatric diagnoses in Axis I or other areas.

1. Schizophrenia. 
A. Disorganized.

(I) DSM IV code: 295.1X
(II) ICD-9-CM code: 295.1X

B. Catatonic.
(I) DSM IV code: 295.2X
(II) ICD-9-CM code: 295.2X

C. Paranoid.
(I) DSM IV code: 295.3X
(II) ICD-9-CM code: 295.3X

D. Schizophreniform.
(I) DSM IV code: 295.4X
(II) ICD-9-CM code: 295.4X

E. Residual.
(I) DSM IV code: 295.6X
(II) ICD-9-CM code: 295.6X

F. Schizoaffective.
(I) DSM IV code: 295.7X
(II) ICD-9-CM code: 295.7X
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G. Undifferentiated.
(I) DSM IV code: 295.9X
(II) ICD-9-CM code: 295.9X

2. Delusional disorder. 
A. DSM IV code: 297.1X
B. ICD-9-CM code: 297.1X

3. Bipolar I disorders.
A. Single manic episode.

(I) DSM IV code: 296.0X
(II) ICD-9-CM code: 296.0X

B. Most recent episode manic.
(I) DSM IV code: 296.4X
(II) ICD-9-CM code: 296.4X

C. Most recent episode depressed.
(I) DSM IV code: 296.5X
(II) ICD-9-CM code: 296.5X

D. Most recent episode mixed.
(I) DSM IV code: 296.6X
(II) ICD-9-CM code: 296.6X

4. Bipolar II disorders. 
A. DSM IV code: 296.89
B. ICD-9-CM code: 296.89

5. Psychotic disorders NOS. 
A. DSM IV code: 298.9
B. ICD-9-CM code: 298.9

6. Major depressive disorder-recur.
A. DSM IV code: 296.3X
B. ICD-9-CM code: 296.3X

7. Obsessive-Compulsive Disorder.
A. DSM IV code: 300.30
B. ICD-9-CM code: 300.3

8. Post Traumatic Stress Disorder.
A. DSM IV code: 309.81
B. ICD-9-CM code: 309.81

9. Borderline Personality Disorder.
A. DSM IV code: 301.83
B. ICD-9-CM code: 301.83

10. Anxiety Disorders.
A. Generalized Anxiety Disorder.

(I) DSM IV code: 300.02
(II) ICD-9-CM code: 300.02

B. Panic Disorder with Agoraphobia.
(I) DSM IV code: 300.21
(II) ICD-9-CM code: 300.21

C. Panic Disorder without Agora-
phobia.

(I) DSM IV code: 300.01
(II) ICD-9-CM code: 300.01

D. Agoraphobia without Panic Dis-
order.

(I) DSM IV code: 300.22
(II) ICD-9-CM code: 300.22

E. Social Phobia.
(I) DSM IV code: 300.23
(II) ICD-9-CM code: 300.23

11. For children and youth only.
A. Major depressive disorder, single

episode.
(I) DSM IV code: 296.2X
(II) ICD-9-DM code: 296.2

B. Bipolar disorder, not otherwise
specified.

(I) DSM IV code: 296.80
(II) ICD-9-CM code: 296.7

C. Reactive attachment disorder of
infancy or early childhood.

(I) DSM IV code: 313.89
(II) ICD-9-CM code: 313.89

12. For adults aged sixty (60) years and
over.

A. Major depressive disorder, single
episode.

(I) DSM IV code: 296.2X
(II) ICD-9-DM code: 296.2

(C) Duration. Rehabilitation services shall
be provided to those individuals whose men-
tal illness is of sufficient duration as evi-
denced by one (1) or more of the following
occurrences:  

1. Persons who have undergone psychi-
atric treatment more intensive than outpatient
more than once in a lifetime (crisis services,
alternative home care, partial hospital, inpa-
tient);

2. Persons who have experienced an
episode of continuous residential care other
than hospitalization, for a period long enough
to disrupt the normal living situation;

3. Persons who have exhibited the psy-
chiatric disability for one (1) year or more; or

4. Persons whose treatment of psychi-
atric disorders has been or will be required
for longer than six (6) months;

(D) Additional criteria may be used to
establish the need for and amount of services
including results from a standardized assess-
ment prescribed by the department; and

(E) Whenever discrepancies occur regard-
ing the appropriateness of an ICD-9-CM ver-
sus a DSM diagnosis, the DSM diagnosis
shall prevail.

(5) Under the following circumstances, chil-
dren and adolescents under the age of eigh-
teen (18) years of age may be provisionally
admitted to community psychiatric rehabilita-
tion program services:

(A) Disability: There shall be clear evi-
dence of serious and/or substantial impair-
ment in the ability to function at an age or
developmentally appropriate level due to seri-
ous psychiatric disorder in each of the fol-
lowing two (2) areas of behavioral function-
ing as indicated by intake evaluation and
assessment:

1. Social role functioning/family life—
the individual is at risk of out-of-home or
out-of-school placement; and

2. Daily living skills/self-care skills—
the individual is unable to engage in personal
care (such as grooming, personal hygiene)
and community living (performing school
work or household chores), learning, self-
direction, or activities appropriate to the indi-

vidual’s age, developmental level, and social
role functioning;

(B) Diagnosis: If a person is exhibiting
behaviors or symptoms that are consistent
with an unestablished CPRP eligible diagno-
sis, they may be provisionally admitted to
CPRP for further evaluation. There may be
insufficient clinical information because of
rapidly changing developmental needs to
determine if a CPR eligible diagnosis is
appropriate without an opportunity to
observe and evaluate the person’s behavior,
mood, and functional status. In such cases,
there must be documentation that clearly sup-
ports the individual’s level of functioning as
defined in subsection (5)(A);

(C) Duration: There must be documented
evidence of an individual’s functional disabil-
ity as defined in subsection (5)(A) for a peri-
od of ninety (90) days prior to provisional
admission;

(D) Provisional admissions shall not
exceed ninety (90) days. Immediately upon
completion of the ninety (90) days or sooner,
if the individual has been determined to have
an eligible diagnosis as listed in 9 CSR 30-
4.042(4)(B) of the rule, the diagnosis must be
documented and the individual may continue
in the CPR program;

(E) If an individual who has been provi-
sionally admitted is determined to be ineligi-
ble for CPR services, staff shall directly
assist the individual and/or family in arrang-
ing appropriate follow-up services. Follow-up
services shall be documented in the discharge
summary of the clinical record;

(F) All admission documentation is
required for those provisionally admitted,
with the exception of the comprehensive eval-
uation, which may be deferred for ninety (90)
days.

AUTHORITY: section 630.050, RSMo Supp.
2009 and sections 630.655 and 632.050,
RSMo 2000.* Original rule filed Jan. 19,
1989, effective April 15, 1989. Emergency
amendment filed Aug. 27, 1993, effective
Sept. 8, 1993, expired Nov. 7, 1993. Emer-
gency amendment filed Oct. 28, 1993, effec-
tive Nov. 7, 1993, expired March 6, 1994.
Amended: Filed Aug. 27, 1993, effective
April 9, 1994. Emergency amendment filed
Feb. 15, 1994, effective March 6, 1994,
expired April 10, 1994. Emergency amend-
ment filed April 21, 1994, effective May 2,
1994, expired Aug. 29, 1994. Amended:
Filed April 21, 1994, effective Oct. 30, 1994.
Amended: Filed Dec. 13, 1994, effective July
30, 1995. Emergency amendment filed Aug.
11, 1999, effective Aug. 22, 1999, expired
Feb. 17, 2000. Amended: Filed Aug. 11,
1999, effective Feb. 29, 2000. Emergency
amendment filed June 30, 2000, effective July

26 CODE OF STATE REGULATIONS (8/31/10)     ROBIN CARNAHAN

Secretary of State

9 CSR 30-4—DEPARTMENT OF MENTAL HEALTH Division 30—Certification Standards



11, 2000, expired Feb. 22, 2001. Amended:
Filed June 30, 2000, effective Jan. 30, 2001.
Emergency amendment filed Dec. 28, 2001,
effective Jan. 13, 2002, expired July 11,
2002. Amended: Filed Dec. 28, 2001, effec-
tive July 12, 2002. Amended: Filed July 31,
2002, effective March 30, 2003. Amended:
Filed March 15, 2010, effective Sept. 30,
2010.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995, 2008; 630.655, RSMo 1980; and 632.050, RSMo
1980.

9 CSR 30-4.043 Treatment Provided by
Community Psychiatric Rehabilitation
Programs

PURPOSE: This rule sets policies and proce-
dure requirements relating to psychiatric
treatment services provided by community
psychiatric rehabilitation programs. 

(1) The community psychiatric rehabilitation
(CPR) provider shall establish and implement
written policies and procedures regarding the
evaluation of the medical need of clients in
consultation with a physician. 

(A) The evaluation team shall determine a
person’s need for a physical examination. 

1. The procedure shall include health
questions, date of last physical examination,
awareness of any medical problems and cur-
rent medications prescribed and taken. 

2. The CPR provider shall file results of
the physical examination in the person’s clin-
ical record. 

(2) The CPR provider shall provide the fol-
lowing community psychiatric rehabilitation
services to eligible clients, as prescribed by
individualized treatment plans: 

(A) Crisis intervention and resolution,
face-to-face emergency or telephone interven-
tion services, available twenty-four (24)
hours a day on an unscheduled basis to the
client, designed to resolve crisis, provide sup-
port and assistance, and to promote a return
to routine adaptive functioning. Key service
functions shall include, at a minimum, but
are not limited to: 

1. Interacting with an identified client,
family members, legal guardian, significant
others, or a combination of these; 

2. Specifying factors that led to the
client’s crisis state, when known; 

3. Identifying the maladaptive reactions
exhibited by the client; 

4. Evaluating the potential for rapid
regression; 

5. Attempting to resolve the crisis; and 
6. When indicated, referring the client

for treatment in an alternative setting. Non-

medical staff providing crisis intervention
and resolution shall have immediate twenty-
four (24)-hour telephone access to physician
consultation; 

(B) Medication services, goal-oriented
interaction regarding the need for psychoac-
tive medications and the management of a
medication regimen. Advanced practice nurs-
es and psychiatric pharmacists may provide
this service, subject to the guidelines and lim-
itations promulgated for each specialty in
statutes and administrative rules. Psychiatric
pharmacists are allowed to provide all key
service functions with the exception of pre-
scribing medications under (2)(B)7. Key ser-
vice functions shall include, but are not lim-
ited to: 

1. An assessment of the client’s present-
ing condition;

2. A mental status exam; 
3. A review of symptoms and medica-

tion side effects; 
4. A review of client functioning;
5. An assessment of the client’s ability

to self-administer medication;
6. Client education regarding the effects

of medication and its relationship to the
client’s mental illness; and 

7. When indicated, the prescription of
medications; 

(C) Consultation services, a service pro-
vided by a physician, an advanced practice
nurse, or a psychiatric pharmacist and con-
sisting of a review of a client’s current med-
ical situation either through consultation with
one (1) staff person or in team discussions
related to the specific client. The intent is to
provide direction to treatment. This is an
optional service which may not substitute for
supervision nor for face-to-face intervention
with clients;

(D) Medication Administration. Key ser-
vice functions include: any therapeutic injec-
tion of medication  (subcutaneous or intra-
muscular); monitoring lab levels including
consultation with physicians, consumers, and
caseworkers; coordination of medication
needs with pharmacies, clients, and families,
including the use of indigent drug programs
(excluding the routine placing of prescription
orders and refills with pharmacies);  setting
up medication boxes; medication drops to
consumer residences; patient education
regarding medications; recording initial
patient histories and vital signs; monitoring
medication compliance;  monitoring medica-
tion side-effects including the use of stan-
dardized evaluations;  and monitoring physi-
cian orders for treatment modifications
requiring patient education;

(E) Medication Administration Support.
The coordination of medication needs with

pharmacies, clients and families including the
use of indigent drug programs (excluding the
routine placing of prescription orders and
refills with pharmacies); setting up medica-
tion boxes; medication drops to consumer
residences; monitoring medication compli-
ance; and monitoring vital signs;

(F) Community support, activities de-
signed to ease an individual’s immediate and
continued adjustment to community living by
coordinating delivery of mental health ser-
vices with services provided by other practi-
tioners and agencies, monitoring client
progress in organized treatment programs,
among other strategies. Key service functions
include, but are not limited to: 

1. Assessing and monitoring a client’s
adjustment to community living; 

2. Monitoring client participation and
progress in organized treatment programs to
assure the planned provision of service
according to the client’s individual treatment
plan; 

3. Participating in the development or
revision of a specific individualized treatment
plan; 

4. Providing individual assistance to
clients in accessing needed mental health ser-
vices including accompanying clients to
appointments to address medical or other
health needs;

5. Providing individual assistance to
clients in accessing a variety of public ser-
vices including financial and medical assis-
tance and housing, including assistance on an
emergency basis, and directly helping to meet
needs for food, shelter, and clothing;

6. Assisting the client to access and uti-
lize a variety of community agencies and
resources to provide ongoing social, educa-
tional, vocational and recreational supports
and activities;

7. Interceding on behalf of individual
clients within the community-at-large to
assist the client in achieving and maintaining
their community adjustment;

8. Maintaining contact with clients who
are hospitalized and participating in and facil-
itating discharge planning;

9. Training, coaching and supporting in
daily living skills, including housekeeping,
cooking, personal grooming, accessing trans-
portation, keeping a budget, paying bills and
maintaining an independent residence;

10. Assisting in creating personal sup-
port systems that include work with family
members, legal guardians or significant oth-
ers regarding the needs and abilities of an
identified client;

11. Encouraging and promoting recov-
ery efforts, consumer independence/self-care
and responsibility;  and
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12. Providing support to families in
areas such as treatment planning, dissemina-
tion of information, linking to services, and
parent guidance;   

(G) Community support assistants, as
defined in 9 CSR 30-4.030 and 9 CSR 30-
4.034, may provide the following community
support services: 

1. Providing individual assistance to
clients in accessing needed mental health ser-
vices including accompanying clients to
appointment to address medical or other
health needs;

2. Providing individual assistance to
clients in accessing a variety of public ser-
vices including financial and housing, includ-
ing assistance on an emergency basis, and
directly helping to meet needs for food, shel-
ter, and clothing;

3. Assisting clients to access and utilize
a variety of community agencies and
resources to provide ongoing social, educa-
tional, vocational and recreational supports
and activities;

4. Training, coaching and supporting in
daily living skills, including housekeeping,
cooking, personal grooming, accessing trans-
portation, keeping a budget, paying bills and
maintaining an independent residence;

5. Accompanying clients to activities in
the community if appropriate;

6. Following up with clients regarding
appointments, completion of forms, returning
forms or receipts and other similar activities;

(H) Intensive Community Psychiatric
Rehabilitation (CPR) as defined in 9 CSR 30-
4.045;

(I) Psychosocial Rehabilitation. Key ser-
vice functions include, but are not limited to,
the following services which must be avail-
able within the community psychiatric reha-
bilitation program as indicated by individual
client need: 

1. Initial screening to evaluate the
appropriateness of the client’s participation in
the program; 

2. Development of individualized pro-
gram goals and objectives; 

3. The provision of rehabilitative ser-
vices which may occur during the day,
evenings, weekends or a combination of
these. Services should be structured, but are
not limited to a program site;

4. Services that enhance independent
living skills; 

5. Services that address basic self-care
needs; 

6. Services that enhance the use of per-
sonal support systems;

7. Transportation to and from communi-
ty facilities and resources as a part of pro-
gram strategies;

8. Services shall be provided according
to individual need toward goals of communi-
ty inclusion, integration, and independence;
and

9. Services should be available to adults
as well as children and youth who need age-
appropriate developmental focused rehabilita-
tion; and  

(J) Psychosocial Rehabilitation-Recovery
Support.  A program certified by the depart-
ment. Key service functions include, but are
not limited to, the following services as indi-
cated by individual client need:

1. A supervised, low demand environ-
ment that permits clients to practice skills and
behaviors that will generalize to assist with
personal relationships and supports, commu-
nity integration and other life activities; 

2. Support of informal, low demand
group activities to engage the client to pro-
mote receptiveness to service delivery, coop-
eration with clinical interventions and med-
ication as well as building trust to promote
self-disclosure about symptoms, medication
effects and other pertinent information;  

3. Participation in support and self-help
activities and groups that promote recovery;

4. Participation in informal and orga-
nized group activities to help reduce stress
and improve coping that are normative to the
community such as exercise, self-education,
sports, hobbies, supportive social networks,
etc.; 

5. Provision of a safe environment for
adaptive skills development and practice for
individuals vulnerable to victimization due to
the severity of their symptomatology and for
those experiencing acute distress due to their
psychiatric illness;

6. Ongoing informal assessment regard-
ing participant mental status and communica-
tion of relevant information and behavioral
descriptions to the team for follow-up as nec-
essary; and

7. Participation may be scheduled or
unscheduled.

AUTHORITY: sections 630.050, 630.655 and
632.050, RSMo 2000.* Original rule filed
Jan. 19, 1989, effective April 15, 1989.
Emergency amendment filed Aug. 27, 1993,
effective Sept. 8, 1993, expired Nov. 7, 1993.
Emergency amendment filed Oct. 28, 1993,
effective Nov. 7, 1993, expired March 6,
1994. Emergency amendment filed Feb. 15,
1994, effective March 6, 1994, expired April
10, 1994. Amended: Filed Aug. 27, 1993,
effective April 9, 1994. Amended: Filed Dec.
13, 1994, effective July 30, 1995. Emergency
amendment filed Aug. 11, 1999, effective
Aug. 22, 1999, expired Feb. 17, 2000.
Amended: Filed Aug. 11, 1999, effective Feb.

29, 2000. Amended: Filed Feb. 28, 2001,
effective Oct. 30, 2001. Emergency amend-
ment filed Dec. 28, 2001, effective Jan. 13,
2002, expired July 11, 2002. Amended: Filed
Dec. 28, 2001, effective July 12, 2002. 

*Original authority: 630.050, RSMo 1980, amended 1993,
1995; 630.655, RSMo 1980;  and 632.050, RSMo 1980.

9 CSR 30-4.0431 Integrated Dual Disor-
ders Treatment Programs

PURPOSE: This rule sets forth standards and
regulations for the provision of integrated
dual disorders treatment services in commu-
nity psychiatric rehabilitation programs for
adults.

PUBLISHER’S NOTE: The secretary of state
has determined that the publication of the
entire text of the material that is incorporat-
ed by reference as a portion of this rule would
be unduly cumbersome or expensive. This
material as incorporated by reference in this
rule shall be maintained by the agency at its
headquarters and shall be made available to
the public for inspection and copying at no
more than the actual cost of reproduction.
This note applies only to the reference mate-
rial. The entire text of the rule is printed
here. 

(1) Integrated Dual Disorders Treatment
(IDDT) is integrating substance abuse treat-
ment with community psychiatric rehabilita-
tion treatment for individuals with co-occur-
ring psychiatric and substance use disorders.
IDDT is a practice based on evidence and
research for individuals with serious mental
illness and substance use disorders.

(2) Agencies certified as Community Psychi-
atric Rehabilitation (CPR) providers may offer
further specialized treatment for co-occurring
psychiatric and substance use disorders and
shall use the Co-occurring Disorders: Inte-
grated Dual Disorders Treatment (IDDT)
Implementation Resource Kit published by the
Substance Abuse and Mental Health Services
Administration (SAMHSA) Center for Mental
Health Services at PO Box 42557, Washing-
ton, DC 20015 Evaluation Edition 2003, to
implement integrated treatment for individuals
with co-occurring psychiatric and substance
use disorders. A copy of the IDDT Implemen-
tation Resource Kit is available at the Division
of Comprehensive Psychiatric Services, Mis-
souri Department of Mental Health and a copy
may be obtained by contacting the Division of
Comprehensive Psychiatric Services. The
IDDT Implementation Resource Kit that is
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incorporated by reference with this rulemak-
ing does not include any later amendments or
additions.  

(3) The agency shall have policies approved
by the governing body as defined in 9 CSR
10-7.090 that are consistent with the provi-
sion of effective evidence-based interventions
to guide the co-occurring services and be
consistent with the IDDT model of treatment.

(4) Admission Criteria. Persons meeting cri-
teria for this level of service must meet
admission criteria as defined in 9 CSR 30-
4.042 and must have a co-occurring sub-
stance use disorder.

(A) Individuals shall receive screening for
mental health and substance use/abuse disor-
ders using the department-approved screening
tools. 

(B) If individuals present with both mental
health and substance use identified service
needs, the individuals shall receive an inte-
grated assessment identifying service needs
as well as stage of readiness for change. 

(5) Personnel and Staff Development. IDDT
shall be delivered by a multidisciplinary team
responsible for coordinating a comprehensive
array of services available to the individual
through CPR with the amount of frequency of
service commensurate with the individual’s
assessed need.  

(A) The multidisciplinary team shall
include, but is not limited to, the following
individuals:

1. A physician or an advanced practice
nurse;  

2. A registered professional nurse;
3. A qualified mental health profession-

al as defined in 9 CSR 30-4.030(2)(HH);
4. Additional staff sufficient to provide

community support, and retain the responsi-
bility for acquisition of appropriate housing
and employment services; 

5. A qualified substance abuse profes-
sional defined as a person who demonstrates
substantial knowledge and skill regarding
substance abuse by being one (1) of the fol-
lowing: 

A. A physician or qualified mental
health professional who is licensed in Mis-
souri with at least one (1) year of full-time
experience in the treatment of persons with
substance use disorders; or

B. A person who is certified or regis-
tered as a substance abuse professional by the
Missouri Substance Abuse Counselor’s Cer-
tification Board, Incorporated.

(B) The multidisciplinary treatment team
shall meet regularly to discuss each individ-

ual’s progress and goals and provide insights
and advice to one another.

(C) Multidisciplinary team members shall
receive ongoing training in IDDT and shall
have a training plan that addresses specific
IDDT criteria, including co-occurring disor-
ders, motivational interviewing, stage-wise
treatment, cognitive behavioral interventions,
and substance use disorders treatment.  

(D) The number of IDDT teams shall be
determined by the needs and number of indi-
viduals being supported.  

(E) Only qualified staff shall provide
IDDT treatment services. Qualified staff for
each service shall include:

1. For individual counseling, group
counseling, and assessment, a qualified men-
tal health professional as defined in 9 CSR
30-4.030(2)(HH) or a qualified substance
abuse professional defined as a person who
demonstrates substantial knowledge and skill
regarding substance abuse by being one (1) of
the following:

A. A physician or qualified mental
health professional who is licensed in Mis-
souri with at least one (1) year of full-time
experience in the treatment of persons with
substance use disorders; or

B. A person who is certified or regis-
tered as a substance abuse professional by the
Missouri Substance Abuse Counselor’s Cer-
tification Board, Incorporated.

2. For group education, eligible
providers shall have documented education
and experience related to the topic presented
and either be, or be supervised by, a qualified
mental health professional or a qualified sub-
stance abuse professional who meets co-
occurring counselor competency require-
ments established by the department; and

3. Qualified mental health professionals
and qualified substance abuse professionals
shall meet the co-occurring counselor compe-
tency requirements as approved by the depart-
ment.

(6) Treatment.
(A) IDDT shall be delivered according to

the IDDT criteria and will be time unlimited
with the intensity modified according to level
of need and degree of recovery; shall include
interventions to promote physical health; and
shall target specific services to individuals
who do not respond to treatment. 

(B) In addition to eligible CPR services,
IDDT services include the following: 

1. Co-occurring individual counseling.
A structured goal-oriented therapeutic
process in which an individual interacts on a
face-to-face basis with a counselor in accor-
dance with the individual’s rehabilitation plan
in order to resolve problems related to the

individual’s documented mental disorders
and substance use disorders that interfere
with functioning. Individual co-occurring
counseling involves the use of practices such
as motivational interviewing, cognitive
behavioral therapy, harm reduction, and
relapse prevention.  Individual co-occurring
counseling may include face-to-face interac-
tion with one (1) or more members of the
individual’s family for the purpose of assess-
ment or supporting the individual’s recovery;  

2. Co-occurring group counseling.
Face-to-face goal oriented therapeutic inter-
action among a counselor and two (2) or
more individuals as specified in individual
rehabilitation plans designed to promote indi-
vidual self-understanding, self-esteem, and
resolution of personal problems related to the
individual’s documented mental disorders
and substance use disorders through personal
disclosure and interpersonal interaction
among group members. Group size shall not
exceed ten (10) individuals;  

3. Co-occurring group education. Infor-
mational and experiential services designed
to assist individuals, family members, and
others identified by the individual as a prima-
ry natural support, in the management of the
substance use and mental health disorders.
Services are delivered through systematic,
structured, didactic methods to increase
knowledge of mental illnesses and substance
use disorders. This includes integrating affec-
tive and cognitive aspects in order to enable
the participants, consumers as well as family
members, to cope with the illness and under-
stand the importance of their individual plan
of care.  The primary goal is to restore lost
functioning and promote reintegration and
recovery through knowledge of one’s disease,
symptoms, understanding of the precursors to
crisis, crisis planning, community resources,
recovery management, and medication action
and interaction. Group size shall not exceed
twenty (20) individuals;  

4. Co-occurring assessment supplement.
Individuals suspected of having co-occurring
substance use disorders and mental health
disorders must receive additional assessments
to document the co-occurring disorders and
assess the interaction of the co-occurring dis-
orders over time. The completion of the co-
occurring assessment shall be documented by
the submission to the department of data
required by the department and the develop-
ment of a comprehensive integrated treatment
plan to address problems related to the co-
occurring disorders; 

5. The agency shall arrange for referrals
for detoxification or hospitalization services
when appropriate;
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6. The agency shall provide housing and
vocational services consistent with the IDDT
model; and

7. Other services as appropriate.
(C) Staff shall help individuals in the

engagement and persuasion stages recognize
the consequences of their substance use,
resolve ambivalence related to their addiction,
and introduce them to self-help principles.
Individuals in the active treatment or relapse
prevention stage are assisted to connect with
self-help programs in the community.

(D) Families and significant others shall
receive education and, as appropriate, be
involved in therapy.

(7) Records.
(A) An integrated treatment plan shall be

developed by the multi-disciplinary team and
shall include participation of the individual
receiving services.

(B) The treatment plan shall address men-
tal health and substance abuse treatment
strategies that involve building both skills and
supports for recovery.

(C) Interventions shall be consistent with,
and determined by, the individual’s identified
stage of treatment.

(8) Quality improvement. The agency’s qual-
ity improvement plan shall include monitor-
ing compliance with the provider’s IDDT
program; identifying and measuring the indi-
vidual’s satisfaction and outcomes; and self-
assessing fidelity to the IDDT model.

AUTHORITY: section 630.050, RSMo Supp.
2008 and sections 630.655 and 632.050,
RSMo 2000.* Original rule filed Sept. 2,
2008, effective April 30, 2009.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995, 2008; 630.655, RSMo 1980; and 632.050, RSMo
1980.

9 CSR 30-4.0432 Assertive Community
Treatment Programs

PURPOSE: This rule sets forth standards and
regulations for the provision of assertive com-
munity treatment services in community psy-
chiatric rehabilitation programs for adults.

PUBLISHER’S NOTE: The Department of
Mental Health has determined that the publi-
cation of the entire text of the material that is
incorporated by reference as a portion of this
rule would be unduly cumbersome or expen-
sive. This material as incorporated by refer-
ence in this rule shall be maintained by the
agency at its headquarters and shall be made
available to the public for inspection and

copying at no more than the actual cost of
reproduction. This note applies only to the
reference material. The entire text of the rule
is printed here. 

(1) Assertive Community Treatment (ACT) is
a team-based approach to delivering compre-
hensive and flexible treatment, support, and
services to individuals who have the most
serious symptoms of severe mental illness
and who have the greatest difficulty with
basic daily activities.

(2) Agencies certified as Community Psychi-
atric Rehabilitation (CPR) providers may
offer ACT services and shall use the Assertive
Community Treatment (ACT) Implementation
Resource Kit published in 2003 by the Sub-
stance Abuse and Mental Health Services
Administration (SAMHSA) Center for Men-
tal Health Services at PO Box 42557, Wash-
ington, DC 20015, Evaluation Edition 2003,
to implement the ACT program. Agencies
shall also use A Manual for ACT Start-Up by
Deborah J. Allness, M.S.S.W. and William
H. Knoedler, M.D., published in 2003 by
National Alliance for the Mentally Ill
(NAMI), Colonial Place Three, 2107 Wilson
Blvd., Suite 300, Arlington, VA 22201-3042.
A copy of the ACT Implementation Resource
Kit and A Manual for ACT Start-Up is avail-
able at the Division of Comprehensive Psy-
chiatric Services, Missouri Department of
Mental Health and a copy may be obtained by
contacting the Division of Comprehensive
Psychiatric Services. The ACT Implementa-
tion Resource Kit and A Manual for ACT
Start-Up that are incorporated by reference
with this rulemaking do not include any later
amendments or additions. 

(3) Agencies providing ACT services shall
comply with requirements set forth in
Department of Mental Health Core Rules for
Psychiatric and Substance Abuse Programs, 9
CSR 10-7.010 through 9 CSR 10-7.140.  

(4) The agencies providing ACT services
shall have policies approved by the governing
body as defined in 9 CSR 10-7.090 that are
consistent with the provision of effective evi-
dence based interventions to guide the ACT
services and be consistent with the ACT
model of treatment.

(5) Personnel and Staff Development. ACT
shall be delivered by a multidisciplinary team
(team) responsible for coordinating a com-
prehensive array of services. The team shall
include, but is not limited to, the following
disciplines:

(A) The team shall have adequate prescrib-
ing capacity by meeting one (1) of the fol-

lowing:
1. A psychiatrist or an advanced practice

nurse who shall be available sixteen (16)
hours per week to no more than fifty (50)
individuals to assure adequate direct psychi-
atric treatment;  

2. A combination of a psychiatrist and
an advanced practice nurse equaling sixteen
(16) hours per week shall be available to no
more than fifty (50) individuals; or

3. In a service area designated as a Men-
tal Health Professional Shortage Area, the
psychiatrist shall be available ten (10) hours
per week to no more than fifty (50) individu-
als; or an advanced practice nurse shall be
available sixteen (16) hours per week to no
more than fifty (50) individuals;

(B) The psychiatrist or advanced practice
nurse shall attend at least two (2) team meet-
ings per week either face-to-face or by tele-
conference;

(C) The team shall have adequate nursing
capacity by meeting one (1) of the following:

1. A registered professional nurse with
six (6) months of psychiatric nursing experi-
ence shall work with no more than fifty (50)
individuals on a full-time basis during the
first year of program operation; or

2. During the first year of program oper-
ation, a registered professional nurse shall
work with no more than fifty (50) individuals
as a seventy-five percent (75%) Full-Time
Equivalent (FTE) for up to twelve (12)
months; 

(D) A team leader who is a qualified men-
tal health professional as defined in 9 CSR
30-4.030(2)(HH) that is full time with one
(1) year of supervisory experience and a min-
imum of two (2) years experience working
with adults with serious mental illness in
community settings;

(E) The team shall have adequate sub-
stance abuse treatment capacity by meeting
one (1) of the following:

1. A substance abuse specialist who is a
qualified substance abuse professional
(QSAP) as defined in 9 CSR 10-
7.140(2)(RR)1. or 2. with one (1) year of
training or supervised experience in sub-
stance abuse treatment shall be assigned to no
more than fifty (50) individuals; or

2. If the QSAP is not assigned to a team
full time or is assigned to a team with less
than fifty (50) individuals, the QSAP shall
attend at least two (2) team meetings per
week; or

3. A QSAP who has less than one (1)
year experience in Integrated Dual Disorders
Treatment (IDDT) shall be actively acquiring
twenty-four (24) hours of training in IDDT-
specific content and receive supervision from
experienced IDDT staff; 
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(F) The team shall have adequate vocation-
al specialization capacity by meeting one (1)
of the following:

1. A vocational specialist who qualifies
as a community support worker as defined in
9 CSR 30-4.034(2)(H)1. with one (1) year of
experience and training in vocational rehabil-
itation and supported employment shall be
available to no more than fifty (50) individu-
als; or

2. If the vocational specialist is not
assigned to a team full time or is assigned to
a team with less than fifty (50) individuals,
the vocational specialist shall attend at least
two (2) team meetings per week; or

3. A vocational specialist with six (6)
months of vocational experience shall work
with no more than fifty (50) individuals on a
full-time basis during the first year of pro-
gram operation;

(G) The team shall include a peer special-
ist which shall be self-identified as a present
or former primary consumer of mental health
services; be assigned full time to a team and
shall participate in the clinical responsibilities
and functions of the team in providing direct
services; and serve as a model, a support,
and a resource for the team members and
individuals being served by the first year of
program operation.  Peer specialists, at a
minimum, shall meet the qualifications of a
community support assistant as defined in 9
CSR 30-4.030(2)(P) and 9 CSR 30-
4.034(2)(H)2.;

(H) The team shall include a program
assistant. A team of one hundred (100) indi-
viduals requires one (1) Full Time Equivalent
(FTE) prorated based on team size. The pro-
gram assistant shall have education and expe-
rience in human services or office manage-
ment. The program assistant shall organize,
coordinate, and monitor all non-clinical oper-
ations of the team including but not limited to
the following:

1. Managing medical records;
2. Operating and coordinating the man-

agement information system; and
3. Triaging telephone calls and coordi-

nating communication between the team and
individuals receiving ACT services;

(I) Other team members may be assigned
to work exclusively with the team and must
qualify as a community support worker or a
qualified mental health professional as
defined in 9 CSR 30-4.034 (2)(H)1. or 9
CSR 30-4.030(2)(HH); and

(J) In addition to training required in 9
CSR 30-4.034, team members shall receive
ongoing training relevant to ACT services. 

(6) Team Operations.
(A) The team shall function as the prima-

ry provider of services for the purpose of
recovery from serious mental illness and shall
have responsibility to help individuals meet
their needs in all aspects of living in the com-
munity.  

(B) The team shall meet face-to-face at
least four (4) times per week to review the
status of each individual via the daily com-
munication log, staff report, services, and
contacts scheduled per treatment plans and
triage.

(C) The team members shall be available to
one another throughout the day to provide
consultation or assistance.

(7) Admission Criteria. Individuals who
receive ACT services typically have needs
that have not been effectively addressed by
traditional, less intensive mental health ser-
vices. Individuals shall have at least one (1)
of the following diagnoses, one (1) or more of
the following conditions, and meet all other
admission criteria as defined in 9 CSR 30-
4.042: 

(A) Schizophrenia. 
1. Disorganized.

A. DSM IV code: 295.1X
B. ICD-9-CM code: 295.1X

2. Catatonic.
A. DSM IV code: 295.2X
B. ICD-9-CM code: 295.2X

3. Paranoid.
A. DSM IV code: 295.3X
B. ICD-9-CM code: 295.3X

4. Schizophreniform.
A.DSM IV code: 295.4X
B. ICD-9-CM code: 295.4X

5. Residual.
A. DSM IV code: 295.6X
B. ICD-9-CM code: 295.6X

6. Schizoaffective.
A. DSM IV code: 295.7X
B. ICD-9-CM code: 295.7X

7. Undifferentiated.
A. DSM IV code: 295.9X
B. ICD-9-CM code: 295.9X;

(B) Delusional Disorder. 
1. DSM IV code: 297.1X
2. ICD-9-CM code: 297.1X;

(C) Bipolar I Disorders.
1. Single manic episode.

A. DSM IV code: 296.0X
B. ICD-9-CM code: 296.0X

2. Most recent episode manic.
A. DSM IV code: 296.4X
B. ICD-9-CM code: 296.4X

3. Most recent episode depressed.
A. DSM IV code: 296.5X
B. ICD-9-CM code: 296.5X

4. Most recent episode mixed.
A. DSM IV code: 296.6X
B. ICD-9-CM code: 296.6X;

(D) Bipolar II Disorders. 

1. DSM IV code: 296.89
2. ICD-9-CM code: 296.89;

(E) Psychotic Disorders NOS. 
1. DSM IV code: 298.9
2. ICD-9-CM code: 298.9;

(F) Major Depressive Disorder-Recur.
1. DSM IV code: 296.3X
2. ICD-9-CM code: 296.3X;

(G) The diagnosis may coexist with other
psychiatric diagnoses in Axis II or other
areas;

(H) For individuals exhibiting extraordi-
nary clinical needs, the team may apply to the
clinical director of the division to approve
admission to ACT services; and 

(I) The conditions shall include the follow-
ing: 

1. Recent discharge from an extended
stay of three (3) months or more in a state
hospital;

2. High utilization of two (2) admissions
or more per year in an acute psychiatric hos-
pital and/or six (6) or more per year for psy-
chiatric emergency services;

3. Have a co-occurring substance use
disorder greater than six (6) months duration;

4. Exhibit socially disruptive behavior
with high risk of criminal justice involvement
including arrest and incarceration;

5. Reside in substandard housing, is
homeless, or at imminent risk of becoming
homeless;

6.  Have been identified through depart-
ment data indicating high use of services or
who are functioning poorly and do not attend
office-based mental health programs consis-
tently; or

7. Other indications demonstrating that
the individual has difficulty thriving in the
community. 

(8) Admission Process.
(A) The team shall develop a process for

identifying individuals who are appropriate
for ACT services.  

(B) When the team receives a referral for
ACT services, the team leader confirms that
the individual meets the ACT admission cri-
teria.

(C) The team leader shall arrange an
admission meeting that includes current
providers of services, the team leader, and the
individual. The meeting may also include,
but is not limited to, the following:

1. Family members, significant others,
or guardians, if the individual grants permis-
sion;

2. Team members who will be working
with the newly enrolled individual; and/or

3. The team psychiatrist.
(D) At the admission meeting, team mem-

bers shall introduce themselves and explain
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the ACT program.
(E) When the individual decides that he or

she accepts ACT services, the team shall
immediately open a record and schedule ini-
tial service contacts with the individual for
the next few days.

(F) No more than six (6) new individuals
shall be admitted to an ACT team per month
unless approved by the department.

(G) An initial assessment shall be complet-
ed on the day of admission. The initial assess-
ment shall be based on information obtained
from the individual, referring treatment
provider, and family or other supporters who
participate in the admission process and shall
include, but not be limited to, the following:

1. The individual’s mental and function-
al status;

2. The effectiveness of past treatment;
and

3. The current treatment, rehabilitation,
and support service needs.

(H) The initial treatment plan shall be
completed on the day of admission, be used
to support recovery, help the individual to
achieve initial goals, be used by the team as a
guide until the comprehensive assessment
and treatment plans are completed, and
include initial problems and interventions.  

(I) The team shall ensure that the individ-
ual receiving services participates in the
development of the treatment plan and signs
the plan.  The individual’s signature is not
required if signing would be detrimental to
the individual’s well-being.  If the individual
does not sign the treatment plan, the team
shall insert a progress note in the case record
explaining the reason the individual did not
sign the treatment plan.

(J) A psychiatrist shall approve the treat-
ment plan.  A licensed psychologist, as a
team member, may approve the treatment
plan only in instances when the individual is
currently receiving no prescribed medications
and the clinical recommendations do not
include a need for prescribed medications.
An advanced practice nurse may approve the
treatment plan if he/she is providing medica-
tion management services to the individual.  

(9) Comprehensive Assessment and Treat-
ment Planning.

(A) To be in compliance with this stan-
dard, the team shall follow a systematic
process including admission, comprehensive
and ongoing assessment, and continuous
treatment planning utilizing the assessment
and treatment planning protocol and compo-
nents included in the publication, A Manual
for ACT Start-Up.

(B) The team shall conduct the compre-
hensive ACT assessment as they are working

with the individual in the community deliver-
ing services outlined in the initial treatment
plan.

(C) The comprehensive ACT assessment
provides a guide for the team to collect infor-
mation including the individual’s history, past
treatment, and to become acquainted with the
individual and their family members. This
assessment enables the team to individualize
and tailor ACT services to ensure courteous,
helpful, and respectful treatment. The com-
prehensive assessment includes seven (7)
parts as follows:

1. Psychiatric history, mental status, and
diagnosis;

2. Physical health;
3. Use of drugs or alcohol;
4. Education and employment;
5. Social development and functioning;
6. Activities of daily living; and
7. Family structure and relationships.

(D) The primary case manager and other
members of the team, with supervision from
the team leader, shall complete the compre-
hensive assessment within thirty (30) days of
admission.

(E) The assessment is ongoing throughout
the course of ACT treatment and consists of
information and understanding obtained
through day-to-day interactions with the indi-
vidual, the team, and others, such as land-
lords, employers, friends, and others in the
community.

(F) The comprehensive assessment is a
daily and continuous process that is updated
every six (6) months.

(G) A psychiatric and social functioning
history timeline shall be developed using the
protocol included in the publication, A Man-
ual for ACT Start-Up.

(H) Treatment plans shall be developed uti-
lizing information obtained from the psychi-
atric and social functioning history timeline
and the comprehensive assessment.

(I) Treatment plans shall contain objective
goals based on the individual’s preferences
and shall be person-specific.

(J) Treatment plans shall contain specific
interventions and services that will be pro-
vided, by whom, for what duration, and loca-
tion of the service.

(K) The comprehensive treatment plan
shall be developed within thirty (30) days
after admission.

(L) The treatment plan shall be reviewed
and revised or re-written every six (6)
months.  

(10) Service Provision.
(A) ACT services shall be delivered seven

(7) days per week including evenings and hol-
idays based upon individual needs. 

(B) ACT services shall be available at least
two (2) hours of direct services each weekend
day or holiday.

(C) A team member shall be on call at all
hours.

(D) Crisis assessment is provided by the
team or arranged for by an after-hours crisis
intervention system, twenty-four (24) hours
per day. When the team is contacted, the
team shall determine the need for team inter-
vention either by phone or face-to-face with
backup by the team leader and psychiatrist.

(E) Individuals are offered services on a
time unlimited basis, with less than ten per-
cent (10%) dropping out annually, excluding
those who graduate from services.

(F) The team shall provide goal driven case
management functions for all individuals
enrolled in ACT including, but not limited to,
the following:

1. Locating and maintaining safe,
affordable housing with an emphasis on indi-
vidual choice and independent community
housing;

2. Assistance with financial manage-
ment support, including the use of legal
mechanisms when appropriate;

3. Support and skills training and illness
management strategies to support activities of
daily living;

4. Facilitating peer support and self-help
programs as desired by the individual; and

5. Providing psycho-education to indi-
viduals and their family members, with the
individual’s permission, as appropriate.

(G) The team shall have a process to man-
age emergency funds for individual’s served.

(H) Clinical staff to client ratio, excluding
the psychiatrist, shall be 1:10. 

(I) Clinical staff to client ratio shall be no
more than 1:13 if the team continues to
demonstrate outcomes in areas such as voca-
tional, housing, and hospitalizations compa-
rable to teams with lower caseloads.

(J) The clinical team shall be no smaller
than five (5) FTE and no larger than ten (10)
FTE.

(K) At a minimum, individuals shall be
contacted face-to-face by the team an average
of two (2) hours per week.

(L) For individuals who refuse services,
the team shall attempt to engage individuals
with at least two (2) face-to-face contacts per
month for a minimum of six (6) months. 

(M) Individuals who are experiencing
severe, emergent, or acute symptoms shall be
contacted multiple times daily by the team.

(N) At a minimum, seventy-five percent
(75%) of team contacts shall occur out of the
office.

(O) Individuals shall have direct contact
with more than two (2) team members per
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month. 
(P) Individuals with co-occurring sub-

stance abuse disorders shall be provided inte-
grated mental health and substance abuse
treatment.

(Q) The team shall monitor and, when
needed, provide supervision, education, and
support in the administration of psychiatric
medications for all individuals.

(R) The team shall monitor symptom
response and medication side-effects.

(S) The team shall educate individuals
about symptom management and early identi-
fication of symptoms.

(T) The team shall have an average of four
(4) or more contacts per month with family
and support systems in the community,
including landlords and employers, after
obtaining the individual’s permission.

(U) The team shall actively and assertively
engage and reach out to family members and
significant others to include, but not be limit-
ed to, the following:

1. Establishing ongoing communication
and collaboration between the team, family
members, and others;

2. Educating the family about mental ill-
ness and the family’s role in treatment;

3. Educating the family about symptoms
management and early identification of symp-
toms indicating onset of disease; and

4. Providing interventions to promote
positive interpersonal relationships.

(V) At a minimum, the team supports,
facilitates, or ensures the individual’s access
to the following services:

1. Medical and dental services;
2. Social services;
3. Transportation; and
4. Legal advocacy.

(W) Inpatient admissions shall be jointly
planned with the team and the team, at a min-
imum, shall make weekly contact with indi-
viduals while hospitalized.  

(X) The team shall participate in discharge
planning.

(11) Discharge Criteria.
(A) Individuals shall have achieved com-

munity living goals for the previous six (6)
months.

(B) Social supports shall have been in place
for the previous six (6) months.

(C) Individuals shall have stable housing
for the previous six (6) months.

(D) A transition plan shall be developed
incorporating graduated step down in intensi-
ty and including overlapping team meetings
as needed to facilitate the transition of the
individual.

(E) The individual shall be engaged in the
next step of treatment and rehabilitation. 

(F) Documentation of discharge shall
include a systematic plan to maintain conti-
nuity of treatment at appropriate levels of
intensity to support the individual’s continued
recovery and have easy access to return to the
ACT team if needed.  

(G) A discharge summary shall include,
but is not limited to, the following:

1. Dates of admission and discharge;
2. Reason for admission and referral

source;
3. Diagnosis or diagnostic impression;
4. Description of services provided and

outcomes achieved, including any prescribed
medication, dosage, and response;

5. Reason for or type of discharge; and
6. Medical status and needs that may

require ongoing monitoring and support.
(H) An aftercare plan shall be completed

prior to discharge.  The plan shall identify
services, designated provider(s), or other
planned activities designed to promote fur-
ther recovery.

(12) Records.
(A) The ACT provider shall implement

policies and procedures to assure routine
monitoring of individual records for compli-
ance with applicable standards. 

(B) All staff contacts with individuals are
logged and easily accessible to team mem-
bers.  

(C) Each individual’s record shall docu-
ment services, activities, or sessions that
involve the individual including—

1. The specific services rendered;
2. The date and actual time the service

was rendered;
3. Who rendered the service;
4. The setting in which the services

were rendered;
5. The amount of time it took to deliver

the services; 
6. The relationship of the services to the

treatment regimen described in the treatment
plan; and

7. Updates describing the individual’s
response to prescribed care and treatment. 

(D) In addition to documentation required
under subsection (12)(C), for medication ser-
vices, the ACT provider shall provide addi-
tional documentation for each service
episode, unit, or as clinically indicated, for
each service provided to the individual as fol-
lows: 

1. Description of the individual’s pre-
senting condition;

2. Pertinent medical and psychiatric
findings;

3. Observations and conclusions;
4. Individual’s response to medication,

including identifying and tracking over time

one (1) or more target symptoms for each
medication prescribed;

5. Actions and recommendations regard-
ing the individual’s ongoing medication regi-
men; and

6. Pertinent/significant information
reported by family members or significant
others regarding a change in the individual’s
condition, an unusual or unexpected occur-
rence in the individual’s life, or both.

(E) The team shall review the treatment
plan, goals, and objectives on a regular basis,
as determined by department policy. 

1. The review shall determine the indi-
vidual’s progress toward the treatment objec-
tives, the appropriateness of the services
being furnished, and the need for the individ-
ual’s continued participation in specific com-
munity psychiatric rehabilitation services. 

2. The team shall document the review
in detail in the individual’s record. 

3. The ACT provider shall make the
review available as requested for state or fed-
eral review purposes.

4. The ACT provider shall ensure the
individual participates in the treatment plan
review.

(F) The ACT program also shall include
other information in the individual record, if
not otherwise addressed in the intake/annual
evaluation or treatment plan, including— 

1. The individual’s medical history,
including— 

A. Medical screening or relevant
results of physical examinations; and 

B. Diagnosis, physical disorders, and
therapeutic orders; 

2. Evidence of informed consent; 
3. Results of prior treatment; and 
4. Condition at discharge from prior

treatment. 
(G) Any authorized person making any

entry in an individual’s record shall sign and
date the entry, including corrections to infor-
mation previously entered in the individual’s
record.

(H) The ACT provider shall establish and
implement a procedure that assures the inter-
center transfer of referral and treatment infor-
mation within five (5) working days. 

(I) The ACT provider shall provide infor-
mation, as requested, regarding individual
characteristics, services, and costs to the
department in a format established by the
department. 

(J) Each agency that is certified shall be
subject to recoupment of all or part of depart-
ment payments when—

1. The individual’s record fails to docu-
ment the service paid for was actually pro-
vided;
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2. The individual’s record fails to docu-
ment the service paid for was provided by a
qualified staff person, as defined in the
Department of Mental Health Purchase of
Service Catalog;

3. The individual’s record fails to docu-
ment the service that was paid meets the ser-
vice definition, as defined in the Department
of Mental Health Purchase of Service Cata-
log;

4. The individual’s record fails to docu-
ment the amount, duration, and length of ser-
vice paid for by the department; or

5. The individual’s record fails to docu-
ment the service paid for was delivered under
the direction of a current treatment plan that
meets all the requirements for treatment plans
set forth in 9 CSR 10-7.030.

(13) Quality Improvement—The agency’s
quality improvement plan shall include mon-
itoring compliance with the ACT standards.  

(A) Records shall show evidence that the
team monitors hospitalization, housing,
employment, and criminal justice contacts for
all individual’s using a tracking form
approved by the department and submitted to
the division on a quarterly basis.

(B) The agency shall conduct an annual
fidelity self-assessment.

(C) The team shall participate in fidelity
reviews conducted by the division.

(D) Team members or a designee(s) are
expected to meet with the department and
stakeholder groups and collaborate as need-
ed.

AUTHORITY: section 630.050, RSMo Supp.
2009 and sections 630.655 and 632.050,
RSMo 2000.* Original rule filed Aug. 14,
2009, effective March 30, 2010.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995, 2008; 630.655, RSMo 1980; and 632.050, RSMo
1980.

9 CSR 30-4.044 Behavior Management
(Rescinded October 30, 2001)

AUTHORITY: section 630.655, RSMo 1994.
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995. Rescinded:
Filed Feb. 28, 2001, effective Oct. 30, 2001. 

9 CSR 30-4.045 Intensive Community Psy-
chiatric Rehabilitation

PURPOSE: This rule sets forth standards and
regulations for the provision of intensive com-
munity psychiatric rehabilitation service.

(1) Intensive Community Psychiatric Rehabi-
litation (CPR). A level of support designed to
help consumers who are experiencing an
acute psychiatric condition, alleviating or
eliminating the need to admit them into a psy-
chiatric inpatient or residential setting. It is a
comprehensive, time-limited, community-
based service delivered to consumers who are
exhibiting symptoms that interfere with indi-
vidual/family life in a highly disabling man-
ner. 

(A) The intensive community psychiatric
rehabilitation is intended for the following
consumers:

1. Persons who would be hospitalized
without the provision of intensive communi-
ty-based intervention; or 

2. Persons who have extended or repeat-
ed hospitalizations; or

3. Persons who have crisis episodes; or
4. Persons who are at risk of being

removed from their home or school to a more
restrictive environment; or 

5. Persons who require assistance in
transitioning from a highly restrictive setting
to a community-based alternative, including
specifically persons being discharged from
inpatient psychiatric settings who require
assertive outreach and engagement.

(B) Intensive community psychiatric reha-
bilitation is provided by treatment teams
delivering services that will maintain the con-
sumer within the family and significant sup-
port systems and assist consumers in meeting
basic living needs and age appropriate devel-
opmental needs. 

(C) A treatment team comprised of indi-
viduals required to provide the specific ser-
vices identified on the Individualized Treat-
ment Plan (ITP), delivers this level of service
to consumers who meet the Community Psy-
chiatric Rehabilitation (CPR) eligibility crite-
ria. 

(2) Admission Criteria. Persons meeting cri-
teria for this level of service must meet
admission criteria as defined in 9 CSR 30-
4.042, will be in need of intensive clinical
intervention or support to alleviate or elimi-
nate the need for admission into a psychiatric
inpatient or a restrictive living setting and
must meet at least one (1) of the following
descriptions: 

(A) A person who is being discharged from
a Department of Mental Health facility or
Department of Mental Health purchased bed; 

(B) A person who has had extended or
repeated psychiatric inpatient hospitalizations
or crisis episodes within the past six (6)
months; 

(C) A person who has had multiple out-of-
home placements due to their mental disor-

der; or 
(D) A person who is at imminent risk of

being removed from his/her home, school or
current living situation.

(3) Personnel and Staff Development. Inten-
sive CPR shall be delivered by a treatment
team responsible for coordinating a compre-
hensive array of services available to the indi-
vidual through CPR with the amount of fre-
quency of service commensurate with the
individual’s assessed acuity and need. 

(A) The treatment team shall be supervised
by a qualified mental health professional as
defined in 9 CSR 30-4.030(2)(HH) and shall
include the following: 

1. Individuals required to provide spe-
cific services identified on the Individualized
Treatment Plan; and 

2. The consumer, and family if develop-
mentally appropriate.

(B) Treatment team models shall follow
one (1) of two (2) options:

1. The treatment team may serve exclu-
sively individuals enrolled in the intensive
CPR level; or

2. The treatment team may serve indi-
viduals enrolled in intensive CPR and indi-
viduals enrolled in the rehabilitation levels. 

(4) Treatment.
(A) Intensive CPR shall include—

1. Multiple face-to-face contacts on a
weekly basis and may require contact on a
daily basis; 

2. Services that are available twenty-
four (24) hours per day and seven (7) days per
week; 

3. Crisis response services that may be
coordinated with an existing crisis system.

(B) A full array of CPR services as defined
in 9 CSR 30-4.043 shall be available to each
individual based upon identified needs.  In
addition, the following services are also avail-
able, including but not limited to:

1. Outreach and engagement;
2. Behavioral aide/family assistance

worker;
3. Targeted case management;
4. Clinical interventions for the purpose

of stabilizing the individual offered twenty-
four (24) hours per day and seven (7) days per
week;

5. Increased services to assist the indi-
vidual with medication stabilization;

6. Utilization of natural services and
supports needed to maintain the individual in
the community;

7. Day treatment.
(C) The frequency of service delivery shall

be based upon the individual’s assessed acu-
ity and need.
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(D) Individuals can be moved out of the
intensive level when: 

1. There is a reduction of acute symp-
toms; and 

2. The individual is able to function in
the rehabilitation level of CPR; or 

3. The individual chooses to move from
the intensive level.

(5) Client Records.
(A) For consumers currently enrolled in

the CPR Program, documentation must be
present in the client record indicating the
individual’s acuity level and supporting
admission into the intensive level of care.
Upon admission to the intensive level of care,
the following is required—

1. A progress note must be written that
documents the individual’s acuity level and
compliance with admission criteria; 

2. The treatment plan must be updated
to reflect the higher level of service the indi-
vidual will receive while participating in the
intensive level of care; 

3. The appropriate outcomes packet
shall be completed and forwarded to the
department; and 

4. Service system reporting shall be
updated to reflect participation with the
appropriate program code.

(B) For new consumers who have been
admitted directly from the community into
the intensive level of care, a brief evaluation
to substantiate acuity and criteria for admis-
sion will initially be accepted which may be
in the form of a separate report or progress
note that includes the following elements:
presenting problem, recent psychiatric histo-
ry, current medications, current housing sta-
tus, current legal status, family and/or
guardian, and mental status examination.

1. Each individual shall have a psychi-
atric evaluation at admission. For individuals
who have been discharged from an inpatient
bed into the intensive level of care, a psychi-
atric evaluation completed at the facility will
initially be accepted.

2. A comprehensive evaluation shall be
completed within thirty (30) days of admis-
sion except for individuals admitted provi-
sionally. 

3. Treatment plans shall be developed
upon admission to the intensive level of care. 

4. The appropriate outcomes packet
shall be completed and forwarded to the
department.

5. Service system reporting shall be
updated to reflect participation with the
appropriate program code.

(C) Treatment plans shall be reviewed on a
weekly basis and the review documented in
the case record with a summary progress note

including updates to the treatment plan as
appropriate.

(D) Each individual shall have a critical
intervention plan.

(E) All services provided must have
accompanying progress notes that include:

1. Specific type of service rendered as
defined in the CPR menu of services or the
Purchase of Service Catalogue;

2. Date and actual time the service was
rendered;

3. Who rendered the service;
4. The setting in which the service was

rendered;
5. The amount of time it took to deliver

the service;
6. The relationship of services to the

treatment regimen described in the treatment
plan;

7. Updates describing the client’s
response to prescribed care and treatment;
and

8. Signature and position of staff mem-
ber delivering the service.

(F) Upon change from the intensive level
of care, a transition plan for follow-up ser-
vices must be documented in a level of care
transition summary and reflected in an updat-
ed treatment plan. 

(G) Upon change from the intensive level
of care, the provider must complete the
appropriate outcomes packet and forward to
the department.

(6) Quality Assurance. 
(A) The department will track the follow-

ing indicators:
1. Hospitalizations that occur while the

individual is participating in the intensive
level of care; and 

2. Consumer movement to a more
restrictive level of care while the individual is
participating in the intensive level of care.

(B) The department will monitor specific
services provided to an individual while they
are enrolled in intensive CPR. The providers
shall maintain and have available for review,
the detail regarding service delivery. This
information must be in the same format as if
the services had been billed separately. The
review may consist of documents sent to the
department for review or a face-to-face
review on-site at an agency.

AUTHORITY: sections 630.050, 630.655 and
632.050, RSMo 2000.* Emergency rule filed
Dec. 28, 2001, effective Jan. 13, 2002,
expired July 11, 2002. Original rule filed
Dec. 28, 2001, effective July 12, 2002.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995; 630.655, RSMo 1980; and 632.050, RSMo 1980.

9 CSR 30-4.046 Psychosocial Rehabilita-
tion

PURPOSE: This rule provides standards for
psychosocial rehabilitation programs operat-
ed as part of a community psychiatric reha-
bilitation program.

(1) The activities of the psychosocial rehabil-
itation program shall focus on—

(A) Development of behaviors and abilities
that will allow the client to return to activities
appropriate to his/her age and based on the
client’s assessed needs;

(B) Development of behaviors and abilities
that will allow the client to fully participate in
community living; 

(C) Prevention of extended psychiatric hos-
pitalization(s); 

(D) Establishment and improvement of an
individual’s desire or motivation to maximize
independence;

(E) Development of a personal support sys-
tem; and 

(F) Provision of meaningful activity which
is appropriate to the age and level of func-
tioning and interest of the client.

(2) The psychosocial rehabilitation program
shall be accredited by the Council on Accred-
itation of Rehabilitation Facilities or licensed
as a day program by the department under 9
CSR 40-1.015–9 CSR 40-10.155 inclusive. 

(A) In those instances in which certifica-
tion standards are more restrictive than licen-
sure standards, the certification standards
shall prevail. 

(B) The director of the psychosocial reha-
bilitation program shall be a mental health
professional and shall have two (2) years of
relevant work experience. 

(3) The psychosocial rehabilitation program
shall implement policies and procedures for
intake screening, referral and client assign-
ment. 

(A) Intake policies and procedures shall
define procedures for referral of persons inel-
igible for psychosocial rehabilitation services. 

(B) Maximum client waiting time from ini-
tial face-to-face contact to intake screening is
ten (10) working days or sooner if clinically
indicated.

(C) The intake screening shall determine
the client’s need of psychosocial rehabilita-
tion, functional strengths and weaknesses and
transportation needs.

(D) Full assessment and development of a
psychosocial rehabilitation program plan
shall occur within thirty (30) days of admis-
sion to the program.
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(4) The psychosocial rehabilitation program
shall establish policies and procedures to
implement and maintain documentation of
measurable progress in the following key ser-
vices:

(A) Training/rehabilitation in community
living skills;

(B) Prevocational training/rehabilitation
either directly or through subcontracts,
according to individual client need, includ-
ing, at a minimum, but not limited to, the fol-
lowing: 

1. Interview and job application skills; 
2. Therapeutic work opportunities; and 
3. Temporary employment opportuni-

ties; and 
(C) Development of personal support sys-

tems through a group modality. 

(5) The community psychiatric rehabilitation
(CPR) provider shall provide or arrange
transportation to and from the psychosocial
rehabilitation program, as well as to various
sites in the community, to provide off-site
training/rehabilitation in realistic settings. 

(6) The psychosocial rehabilitation program
shall provide regular client access to facilities
and equipment necessary to provide opportu-
nities for training and rehabilitation in daily
living skills, including at a minimum, those
activities associated with meal preparation
and laundry. 

(7) The psychosocial rehabilitation program
shall provide off-site services on a regular
basis as part of the structured plan of activi-
ties for training/rehabilitation of community
living skills. 

(8) The psychosocial rehabilitation program
shall provide or arrange for services on
evenings and weekends, as required, to effec-
tively address the rehabilitation needs of the
program clients. 

(9) The psychosocial rehabilitation program
shall implement policies and procedures to
provide for the participation of clients, client
family members and client advocates (with
client agreement) in the planning, develop-
ment and evaluation of the psychosocial reha-
bilitation program’s activities. 

AUTHORITY: section 630.655, RSMo 1994.*
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995.

*Original authority: 630.655, RSMo 1980.

9 CSR 30-4.047 Community Support

PURPOSE: This rule sets out requirements
for community support services provided by a
community psychiatric rehabilitation pro-
gram. 

(1) The community psychiatric rehabilitation
(CPR) provider shall establish an identifiable
unit within the CPR program which coordi-
nates and provides community support ser-
vices for persons with serious mental illness-
es. The unit is organized to perform those
functions within the scope of community sup-
port services, including critical interventions.

(2) The program shall implement a mecha-
nism for the development of a critical inter-
vention plan for community support clients
who are judged by the evaluation team to be
in need of critical intervention strategies.

(3) The CPR provider shall implement poli-
cies and procedures to provide adequate,
appropriate and effective community support
services. Those policies and procedures shall
include: 

(A) A mechanism to assure the provision
of all needed community psychiatric rehabili-
tation services, as indicated in the client’s
current individualized treatment plan; 

(B) A mechanism to assure the provision of
all needed services in addition to the commu-
nity psychiatric rehabilitation program, as
indicated in the client’s current individualized
treatment plan; 

(C) The methodology for assignment of
clients to community support worker/teams,
including: 

1. Procedures to assure that each client
is afforded choices in the selection of com-
munity support workers;

2. A mechanism to assure that all admit-
ted clients are assigned to an active caseload
of community support worker; and 

3. A mechanism to assure compliance
with minimum/maximum caseload require-
ments; 

(D) A process to assure an effective trans-
fer and follow-up of a client between or
among community support workers or com-
munity support teams. Staff shall document
client acceptance, rationale and follow-up of
the transfer in the clinical record; 

(E) The determination of increase or dete-
rioration of client functioning through ongo-
ing needs assessment and quality assurance
activities; 

(F) The identification and documentation
of unresolved service delivery constraints; 

(G) Contribution and participation of staff
providing community support services in the
CPR program’s quality assurance process; 

(H) Development of suitable revisions to
the client’s treatment goal(s) as indicated by
growth or deterioration of individual client
functioning, condition; 

(I) Program and aggregate evaluation
activities to determine service effectiveness;

(J) The program shall assure that there are
effective and appropriate interventions during
critical situations which pose risk of serious
harm to the client or the client’s ability to live
outside of an institution or a more restrictive
setting.

1. CPR program staff shall report the
situation and intervention immediately by
phone to the staff’s supervisor and the pro-
gram’s clinical director. The client’s clinical
record shall contain documentation of the sit-
uation, intervention and require staff con-
tacts.

2. Qualified mental health professional
staff shall monitor the client as frequently as
clinically necessary as documented in the
client record or in the client’s critical inter-
vention plan, until the situation no longer is
judged as critical.

3. Staff shall report, monitor and docu-
ment all subsequent interventions related to
the original critical situation; and

(K) The programs shall conduct a monthly
case review of all critical interventions occur-
ring during the previous month.

(4) Critical intervention goals and objectives
shall describe or include:

(A) An individualized listing of critical sit-
uations precipitating events or actual crises
that are known from the client’s recent and
long-term history; and

(B) A listing of possible interventions in
hierarchical order or restrictiveness, that may
be used when identified critical situations are
recognized. Interventions may include, for
example, the immediate filling of a prescrip-
tion; use of alternative sleeping arrangements
on a temporary basis; daily monitoring;
assessment of medications compliance and
regimen; outpatient commitment; voluntary
or civil involuntary admission to an inpatient
psychiatric program.

(5) Observation and monitoring of the client
shall occur in the client’s place of residence
at least quarterly or more frequently as stip-
ulated by the client’s individual treatment
plan. Exceptions shall be documented.

(6) The CPR provider shall conduct a month-
ly case review of all critical interventions
occurring during the previous month.

(A) The review shall include an evaluation
of the etiology of the situation, the adequacy
of the critical intervention plan and the
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appropriateness and effectiveness of all
resulting interventions.

(B) The review team shall document find-
ings of the reviews and incorporate the results
into the program’s critical intervention plan-
ning and evaluation strategies.

AUTHORITY: section 630.655, RSMo 1994.*
Original rule filed Jan. 19, 1989, effective
April 15, 1989. Amended: Filed Dec. 13,
1994, effective July 30, 1995.

*Original authority: 630.655, RSMo 1980.

9 CSR 30-4.100 Governing Authority
(Rescinded October 30, 2001)

AUTHORITY: sections 630.050, RSMo  Supp.
1993 and 630.655, RSMo 1986. Original rule
filed June 14, 1985, effective Dec. 1, 1985.
Rescinded: Filed Feb. 28, 2001, effective Oct.
30, 2001.

9 CSR 30-4.110 Client Rights
(Rescinded October 30, 2001)

AUTHORITY: sections 630.050, RSMo  Supp.
1993 and 630.655, RSMo 1986. Original rule
filed June 14, 1985, effective Dec. 1, 1985.
Rescinded: Filed Feb. 28, 2001, effective Oct.
30, 2001.

9 CSR 30-4.120 Environment
(Rescinded October 30, 2001)

AUTHORITY: sections 630.050, RSMo  Supp.
1993 and 630.655, RSMo 1986. Original rule
filed June 14, 1985, effective Dec. 1, 1985.
Rescinded: Filed Feb. 28, 2001, effective Oct.
30, 2001.

9 CSR 30-4.130 Fiscal Management
(Rescinded October 30, 2001)

AUTHORITY: sections 630.050, RSMo  Supp.
1993 and 630.655, RSMo 1986. Original rule
filed June 14, 1985, effective Dec. 1, 1985.
Rescinded: Filed Feb. 28, 2001, effective Oct.
30, 2001.

9 CSR 30-4.140 Personnel
(Rescinded October 30, 2001)

AUTHORITY: sections 630.050, RSMo  Supp.
1993 and 630.655, RSMo 1986. Original rule
filed June 14, 1985, effective Dec. 1, 1985.
Rescinded: Filed Feb. 28, 2001, effective Oct.
30, 2001.

9 CSR 30-4.150 Research
(Rescinded October 30, 2001)

AUTHORITY: sections 630.050 and 630.655,
RSMo 1986. Original rule filed June 14,
1985, effective Dec. 1, 1985. Rescinded:
Filed Feb. 28, 2001, effective Oct. 30, 2001.

9 CSR 30-4.160 Client Records

PURPOSE: This rule prescribes the contents
to be found in client’s records.

(1) Each agency that is certified shall comply
with all requirements set forth in Department
of Mental Health Core Rules for Psychiatric
and Substance Abuse Programs, 9 CSR 10-
7.030 Service Delivery Process and Docu-
mentation.

(2) Treatment plans shall be reviewed and
updated as necessary to reflect client progress
and changes in treatment goals and services. 

(3) Treatment plans shall be revised and
rewritten at least annually.

(4) Treatment plans shall be developed by and
approved by an individual who meets the
minimum requirements for a qualified mental
health professional as defined in 9 CSR 30-
4.010.

(5) The provider shall ensure that the client
participates in the development of the treat-
ment plan and signs the plan. Client signature
is not required if signing would be detrimen-
tal to the client’s well-being. If the client does
not sign the treatment plan, the provider shall
insert a progress note in the case record
explaining the reason why the client did not
sign the plan. 

(A) For children and youth, the parent or
guardian shall participate in the development
of the treatment plan and sign the plan. If the
parent or guardian does not sign the treatment
plan, the provider shall insert a progress note
in the case record explaining why they did not
sign the plan. 

(B) The child or youth is not required to
sign the treatment plan. However, the child or
youth shall participate in the development of
the treatment plan as appropriate. 

(6) Each agency shall have a written method
and procedure to assure quality client records
which includes routine review of client
records.

(7) Each agency that is certified shall be sub-
ject to recoupment of all or part of Depart-
ment of Mental Health payments when:

(A) The client record fails to document the
service paid for was actually provided;

(B) The client record fails to document a
qualified staff person as defined in the
Department of Mental Health Purchase of
Service Catalog, provided the service;

(C) The client record fails to document the
service that was paid meets the service defin-
ition as defined in the Department of Mental
Health Purchase of Service Catalog;

(D) The client record fails to document the
amount, duration, and length of the service
paid for by the department; and

(E) The client record fails to document the
service paid for was delivered under the
direction of a current treatment plan that
meets all the requirements for treatment plans
set forth in 9 CSR 10-7.030 and 9 CSR 30-
4.160.

AUTHORITY: sections 630.050 and 630.655,
RSMo 2000.* Original rule filed June 14,
1985, effective Dec. 1, 1985. Amended: Filed
Feb. 28, 2001, effective Oct. 30, 2001.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995 and 630.655, RSMo 1980.

9 CSR 30-4.170 Referral Procedures
(Rescinded October 30, 2001)

AUTHORITY: sections 630.050 and 630.655,
RSMo 1986. Original rule filed June 14,
1985, effective Dec. 1, 1985. Rescinded:
Filed Feb. 28, 2001, effective Oct. 30, 2001.

9 CSR 30-4.180 Medication
(Rescinded October 30, 2001)

AUTHORITY: sections 630.050, RSMo  Supp.
1993 and 630.655, RSMo 1986. Original rule
filed June 14, 1985, effective Dec. 1, 1985.
Rescinded: Filed Feb. 28, 2001, effective Oct.
30, 2001.

9 CSR 30-4.190 Treatment

PURPOSE: This rule prescribes policies and
procedures for outpatient mental health pro-
gram.

(1) Each agency that is certified shall comply
with all requirements set forth in Department
of Mental Health Core Rules for Psychiatric
and Substance Abuse Programs, 9 CSR 10-
7.030 Service Delivery Process and Docu-
mentation.

(2) The program shall have written policies
and procedures defining client eligibility
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requirements, intake procedures and client
assessment.

(3) Services shall be provided under the
direction of a treatment plan.

(A) An initial treatment plan shall be
developed at intake during admission to the
outpatient program.

(B) A master treatment plan shall be devel-
oped after ten (10) visits.

(4) The program shall provide treatment
which will assist in the support and rehabili-
tation of client.

(A) Clients who have not received services
for a six (6)-month period shall be placed on
an inactive list.

(B) Clients who have not received services
for a twelve (12)-month period shall be dis-
charged from the program.

(5) All services shall be delivered by quali-
fied professionals as defined in the Depart-
ment of Mental Health Purchase of Service
Catalog.

(6) The program shall maintain reasonable
hours to assure accessibility.

AUTHORITY: sections 630.050 and 630.655,
RSMo 2000.* Original rule filed June 14,
1985, effective Dec. 1, 1985. Amended: Filed
Feb. 28, 2001, effective Oct. 30, 2001.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995 and 630.655, RSMo 1980.

9 CSR 30-4.195 Access Crisis Intervention
Programs

PURPOSE: This rule sets forth standards and
regulations for Access Crisis Intervention
Programs.

(1) The Access Crisis Intervention (ACI) pro-
gram is designed to be provided by adminis-
trative agents with certified outpatient pro-
grams.

(2) The terms defined in section 630.005,
RSMo are used in this rule.

(3) Unless the context clearly requires other-
wise, the following terms as used in this rule
shall mean—

(A) Access Crisis Intervention (ACI)—cri-
sis intervention/referral services provided by
telephone or face-to-face at the location of the
crisis or at another location in the communi-
ty;

(B) Administrative agent—an agency and
its approved designee(s) authorized by the
Division of Comprehensive Psychiatric Ser-

vices (CPS) as an entry and exit point into
state mental health service delivery system
for a geographic service area defined by the
division;

(C) Alcohol and drug detoxification ser-
vices—services providing detoxification
which is the process of withdrawing a person
from alcohol, other drugs or both in a safe,
humane, and effective manner;

(D) Community outreach/education plan—
a plan outlining how families, consumers,
consumer advocates, state agencies, law
enforcement and others in the community
will become familiar with the local Access
Crisis Intervention System;

(E) Community Psychiatric Rehabilitation
Program—a specialized program that pro-
vides or arranges for, at a minimum, the fol-
lowing core services: intake and annual eval-
uations, crisis intervention and resolution,
medication services, physician consultation
services, medication administration, commu-
nity support and psychosocial rehabilitation
in a nonresidential setting for individuals
with serious mental illness in conjunction
with standards set forth in 9 CSR 30-4.031–9
CSR 30-4.047;

(F) Community support—as defined in 9
CSR 30-4.043(2)(F)–(G);

(G) Consumer—a person who receives
mental health services or ACI services,
regardless of source of payment. Parents
and/or legal custodians/guardians of children
and youth are primary consumers if they are
actively engaged in the treatment planning
and/or delivering services and supports for
the child or youth. A secondary consumer is
an individual who is concerned and involved
in supporting and treating primary con-
sumers. This category includes family mem-
bers and significant others involved in the
treatment and support processes; sponsors for
persons who engage in substance abuse; chil-
dren of parents who have mental illness or
substance abuse issues; and persons who
advocate for vulnerable populations;

(H) Consumer advocate—individuals who
will assist consumers with treatment plan-
ning, care issues and the complaint/grievance
and resolution process;

(I) Consumer satisfaction—a measure of
the degree to which an individual, who is
receiving or has received ACI services from
the department, perceives the services to be
successfully addressing, or to have success-
fully addressed their individual needs for pro-
fessional services;

(J) Division—the Division of Comprehen-
sive Psychiatric Services;

(K) Internal agency protocol—a specific
method indicating how the agency plans to
respond to guidelines set forth by the depart-

ment;
(L) Mental health coordinator—as defined

in 632.005(10), RSMo;
(M) Mental health professionals—as

defined in 9 CSR 30-4.030(2)(HH);
(N) Mobile crisis response—specialized

staff available to assess and intervene face-to-
face with consumers where the crisis is
occurring or another secure location in the
community;

(O) Risk assessment—the process of
assessing dangerousness to self or others;

(P) Residential crisis services—a service
used for persons who are at high risk for hos-
pitalization or who are being diverted from
hospitalization and can include specific crisis
stabilization units, group homes, residential,
apartments, motels/hotels, and foster home
type settings;

(Q) Specialized program—programs oper-
ated by an agency that provide specific ser-
vices to designated eligible consumers
enrolled in that program;

(R) Telephone hotline services twenty-four
(24)-hour—a published, centralized, twenty-
four (24)-hour staffed toll-free telephone
number to provide direct means of crisis
assessment and triage for consumers in crisis,
their families, and agencies needing assis-
tance. 

(4) Consumer Records.
(A) Consumers receiving only telephone

hotline or mobile outreach through the ACI
program do not require a treatment plan,
however, for current clients of the department
or those who are in the process of being
admitted to a mental health program, there
shall be evidence of coordination between the
ACI staff and the treating staff.

(B) At a minimum, those programs funded
for ACI must keep the following records for
telephone hotline services when possible to
obtain from caller:

1. Date and time of telephone call;
2. Identity of caller, including but not

limited to, parent, client, law enforcement,
judge, hospital, emergency room, mental
health professional;

3. Name, address, telephone number,
and date of birth;

4. Presenting problem;
5. Disposition and follow-up.

(C) ACI programs must have a method for
retaining hotline data in compliance with 9
CSR 10-7.030.

(D) When a call is received regarding
another person, the identified consumer for
the purpose of intervention must be the person
calling, as well as, the person being called
about. For data collection, the identified con-
sumer is the person being called about.
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(E) At a minimum, those agencies provid-
ing ACI services must keep the following
records for mobile outreach services when
the individual agrees to provide identifying
information:

1. Date and time of referral;
2. Date, time and place of face-to-face

contact; 
3. Person accompanying mobile worker;
4. Person in attendance at face-to-face

contact;
5. Name, address, telephone number,

date of birth;
6. Presenting problem;
7. Disposition and follow-up.

(F) The agency must document when the
consumer does not provide identifying infor-
mation.

(G) Agencies providing ACI services must
submit to the department, reports and docu-
mentation as prescribed by the department
according to the department’s standardized
form. 

(H) Agencies providing ACI services must
meet the confidentiality requirements as
defined in 9 CSR 10-7.030.

(5) Treatment.
(A) Each administrative agent must pro-

vide or arrange for the delivery of ACI ser-
vices.

(B) Consumers receiving only telephone
hotline or mobile outreach through the ACI
program do not require a treatment plan,
however, for current clients of the department
or those who are in the process of being
admitted to a mental health program, there
should be evidence of coordination between
the ACI staff and the treating staff.

(C) ACI programs must operate or arrange
for a twenty-four (24)-hour telephone hotline.
Each program shall have a written description
of the telephone hotline system including the
following:

1. Name of the agency or contractor that
operates the hotline;

2. Numbers and qualifications of hotline
staff;

3. Written documentation that clinical
supervision is provided including but not lim-
ited to: meeting minutes, supervision logs, or
peer review processes;

4. Written description of how the tele-
phone hotline is staffed;

5. Written documentation of case
reviews and quality assurance activities relat-
ing to hotline services;

6. Written documentation of how tele-
phone hotline services are provided to hard-
of-hearing, deaf and persons who have a lim-
ited understanding of the English language;

7. Written description of ongoing hotline
outreach activities;

8. Written description of a process for
identifying and utilizing community
resources in the delivery of telephone hotline
services.

(D) Each administrative agent must have
designated agency staff person on call to the
ACI system twenty-four (24) hours per day
and seven (7) days per week.

(E) If the consumer, consumer advocate,
or family member requests to speak with an
individual from a specialized program,
including but not limited to, the Community
Psychiatric Rehabilitation Program (CPRC)
community support worker and, the ACI clin-
ical staff have determined that this action is
clinically necessary, the ACI hotline staff
shall contact the appropriate designated
agency staff person.

(F) The ACI hotline staff shall remain in
contact with the caller until a successful
hand-off contact between caller and designat-
ed agency staff person has occurred.

(G) Once this contact has occurred, the
designated agency staff person shall respond
to the caller and/or secure the appropriate
requested specialized program personnel
involved.

(H) The designated agency staff person
shall remain in contact with the caller until a
successful hand-off or contact between spe-
cialized program personnel and caller has
occurred.

(I) Each administrative agent must have a
written internal agency protocol in place for
how the designated agency staff person will
be able to contact staff from specialized pro-
grams that require twenty-four (24) hour,
seven (7) day per week crisis intervention as
a component of their service menu. 

(J) If ACI staff does not follow the proce-
dure listed in (I) and (J) of this section, there
must be a written protocol for contacting the
ACI supervisor and the specialized program
supervisor within twenty-four (24) hours to
review the immediate action taken and then
reviewed for a quality assurance process
within forty-eight (48) hours.

(K) ACI programs must have a written
description for resource and referral to the
following services:

1. Acute hospitalization;
2. Medical services;
3. Alcohol and drug detoxification ser-

vices;
4. Priority outpatient scheduling within

twenty-four (24) hours or the next working
day;

5. Children and youth services;
6. Psychiatric availability;

7. Civil involuntary detentions when ini-
tiated by the mental health coordinators.

(L) ACI programs must operate a twenty-
four (24)-hour mobile response system. Each
program shall have a written description of
the mobile response system including the fol-
lowing:

1. Name of the agency or contractor that
operates the hotline;

2. Written description of how mobile
crisis response teams are staffed twenty-four
(24) hours per day, seven (7) days per week;

3. Numbers and qualifications of staff;
4. Written documentation that clinical

supervision is provided including but not lim-
ited to: meeting minutes, supervision logs, or
peer review processes;

5. Written documentation of case
reviews and quality assurance activities relat-
ing to mobile response services;

6. Written documentation of how mobile
response services respond to hard-of-hearing,
deaf and persons who have a limited under-
standing of the English language.

(M) ACI programs shall provide mobile
response to known and unknown consumers
twenty-four (24) hours per day and seven (7)
days per week at the location of the crisis or
to another secure community location.

(N) Mobile response shall not be provided
exclusively in emergency rooms, jails or
mental health facilities.

(O) When a call is referred to mobile
response, a phone only response is appropri-
ate if the clinical needs of the person who is
in crisis can be addressed over the phone
and/or the crisis has been deescalated.

(P) Each agency providing ACI services
must have safety mechanisms in place for
mobile response. These may include but are
not limited to:

1. Mobile phones;
2. Risk assessments both for phone and

continually during contact;
3. Availability of multiple staff to

respond for face-to-face contact;
4. Backup available by pager;
5. Written protocols for mobile response

to be delivered in safe locations when neces-
sary.

(Q) In crisis situations in which law
enforcement need to be contacted by the ACI
staff, the ACI staff must make the initial con-
tact and remain involved until the crisis is
resolved, either by phone or with the mobile
response team.

(R) If the caller is not satisfied, the griev-
ance procedure must be followed as defined
in 9 CSR 10-7.020(7)(A)–(C).

(6) Quality Assurance.
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(A) Each agency providing ACI services
must develop a community outreach/educa-
tion plan that includes details of how the fol-
lowing groups will become familiar with the
ACI system:

1. Families;
2. Consumers;
3. Consumer advocates;
4. State agencies including the Division

of Family Services, Division of Senior Ser-
vices and Division of Youth Services;

5. Law enforcement agencies;
6. 911 personnel;
7. Schools;
8. Juvenile courts;
9. Emergency medical services person-

nel;
10. Residential care facilities;
11. Homeless shelters and/or providers;
12. Public housing;
13. General public.

(B) The community outreach/education
plan must include the various action steps
that will be taken in educating the communi-
ty as to how to access the ACI system through
written material and other means of commu-
nication.

(C) The community outreach/education
plan must indicate how the components will
be accomplished on an ongoing basis.

(D) Agencies providing ACI services must,
at least annually, demonstrate community
awareness. 

(E) The telephone number for ACI must be
published in a local telephone book.

(F) If the level of crisis services provided
by an agency is significantly below the state
average, or other established benchmarks,
this circumstance must be addressed in the
Quality Assurance Plan.

(G) Programs providing ACI services must
conduct the Consumer Satisfaction ACI Inter-
view Survey as prescribed by the department.

(7) Personnel and Staff Development.
(A) Staff providing telephone hotline ser-

vices must have a bachelor’s degree with
three (3) years of behavioral health and crisis
intervention experience or a master’s degree
with one (1) year of behavioral health and cri-
sis intervention experience.

1. Staff providing telephone hotline ser-
vices must be supervised by a qualified men-
tal health professional as defined in 9 CSR
30-4.030. 

2. Staff providing telephone hotline ser-
vices must have immediate access to a quali-
fied mental health professional.

(B) For mobile response, the mobile crisis
team shall have at least one (1) qualified men-
tal health professional to provide face-to-face
crisis intervention for each mobile response.

(C) Each administrative agent shall desig-

nate a coordinator for ACI services who must
be a qualified mental health professional as
defined in 9 CSR 30-4.030.

(D) The agency shall have written docu-
mentation that clinical supervision is provid-
ed on a scheduled basis including but not lim-
ited to: meeting minutes, supervision logs, or
peer review processes.

(E) For administrative agents that subcon-
tract for hotline services this standard
applies. Administrative agents shall have des-
ignated staff on call to the ACI system twen-
ty-four (24) hours per day seven (7) days per
week for specialized programs. This desig-
nated staff person shall have received training
and have experience in responding to crisis
situations with individuals and families.

(F) Each region and/or provider must have
an ACI Training Plan. The training plan shall
include consumers, families and consumer
advocates in the development and implemen-
tation of the plan.

(G) Staff providing ACI services shall
complete the designated ACI training
required by the department, at least annually,
that includes but is not limited to the follow-
ing core competencies as defined by the
department:

1. Crisis intervention strategies and
techniques;

2. ACI and legal issues;
3. Safety;
4. ACI responsiveness to consumers;
5. Other competencies as required by

the department.
(H) ACI staff shall have a working famil-

iarity with the core competencies prior to
providing crisis intervention services.

(I) New ACI staff shall be trained and doc-
ument the demonstration of the core compe-
tencies within the first six (6) months of
employment.

(J) The administrative agent shall describe
how the core competencies will be incorpo-
rated into the ACI staff training program on
an ongoing basis.

(K) Each agency shall provide a written
plan of how it will measure the competencies
of the ACI staff. The plan must include at
least two (2) measurable outcomes including
but not limited to: 

1. Review of case documentation;
2. Review of assessment forms for

appropriate interventions;
3. Question, answer and observation by

supervisory staff and peers;
4. Consumer satisfaction and clinical

outcomes.
(L) New ACI staff must receive clinical

supervision and must shadow the supervisor
or experienced crisis workers for a minimum
of two (2) weeks prior to providing crisis ser-
vices.

(M) 9 CSR 10-7.110 requires that all staff
participate in at least thirty-six (36) clock
hours of relevant training during a two (2)-
year period. All staff working within the ACI
program and services shall receive a mini-
mum of twelve (12) clock hours per year of
continuing education and relevant training.

(N) All training activities shall be docu-
mented in employee personnel files, to
include the training topic, name of instructor,
date of activity, duration, skills
targeted/objective of skill, certification/con-
tinuing education units (if any) and location.

(8) Fiscal Management. The agency will pro-
vide financial information to the department
or any of its divisions upon request, relating
but not limited to, program administration
and services provided through any programs,
services or activity using funds provided by
the department.

AUTHORITY: sections 630.050 and 630.655,
RSMo 2000.* Original rule filed Aug. 28,
2002, effective April 30, 2003. Amended:
Filed Dec. 29, 2003, effective July 30, 2004.

*Original authority: 630.050, RSMo 1980, amended 1993,
1995 and 630.055, RSMo 1980.
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