Comments on Proposed Rule 214‑RICR‑40‑00‑6 – Mental Health Emergency Service Interventions for Children, Youth, and Families
Re: Comments on Proposed Rule 214‑RICR‑40‑00‑6 – Mental Health Emergency Service Interventions for Children, Youth, and Families
Overview
Thank you for the opportunity to provide comments on the proposed regulations governing Mental Health Emergency Service Interventions and Mobile Response and Stabilization Services (MRSS). We appreciate DCYF’s commitment to strengthening Rhode Island’s children’s behavioral health crisis system and offer the following comments to support clarity, feasibility, and alignment with best practices.
Summary of Comments
1. Reporting Requirements 
2. Age Ranges and Coordination Requirements
3. Clinician Qualifications and Staffing
4. Cultural and Linguistic Competence Requirements
5. Follow‑Up and Stabilization Requirements
6. Law Enforcement Involvement
7. Assessment and Screening Tools
8. Training Requirements
9. MRSS Billing and DCO Agreements
10. Additional Clarifications
Detailed Comments
1. Reporting Requirements 
· We would like to emphasize that providers already submit all the information specified in this proposed rule through existing reporting channels. Therefore, requiring the submission of additional, redundant reports would place an unnecessary administrative burden on providers and increase the risk of discrepancies that would then need to be reconciled. We strongly recommend streamlining the reporting process to avoid duplication and reduce the likelihood of errors.
· In addition, much of the relevant data can be accessed electronically. As the state continues to build interoperability across systems, it is important to prioritize minimizing the use of additional manualized spreadsheets, especially when this data is already available electronically to state agencies. Streamlining data access in this manner will reduce redundancy and support more efficient operations.
· Monthly reporting requirements appear more detailed than typical licensing regulations. We recommend referencing program manuals or guidance documents rather than embedding detailed reporting requirements in regulation.
· The current language in 6.3.E.2 is too vague for implementation, we would ask that it includes more than just a set of fidelity measures. 

2. Age Ranges and Coordination Requirements
· Clarification is needed regarding coordination expectations across age groups. The draft specifies coordination with BHDDH‑licensed providers and CCBHCs for young adults ages 18–21. Our teams note that ages 2–17 should also require coordination with CCBHCs, when clinically appropriate.
· Additionally, we have questions about whether all 18–21-year-olds would be considered MRSS, or if its dependent on clinical presentation.
· We recommend ensuring age‑range language is consistent throughout the document.
3. Clinician Qualifications and Staffing
· The requirement that Registered Nurses hold a BSN is a concern; Our team does not believe that RN licensure requires a BSN and feel this should be revised to simply “Registered Nurse.”
· Add Licensed Mental Health Counselors (LMHC/LMHCA) to the definitional list of recognized mental health professionals.
· Clarify that the child-trained psychiatrist serves as a consulting resource, not mandatory back‑up.
· Clarify that “clinical supervisor” may include administrators on call.
4. Cultural and Linguistic Competence Requirements
· We recommend that providers make translated materials or interpreter services available for all languages. This approach gives providers the flexibility to ensure every language need is addressed, without creating an undue administrative burden by requiring written materials in every language that may not be used or in demand. 
· Clarify whether texting options would satisfy accessibility requirements for deaf or hearing-impaired clients.
5. Follow‑Up and Stabilization Requirements
· We recommend that cases opened in emergency services programs remain open for follow-up contact for minimum of 30 days after initial crisis intervention, instead of the currently written requirement of 72 hours. 
· Families may decline weekly meetings or request telehealth; documentation of these preferences should be explicitly permitted.
6. Law Enforcement Involvement
· The phrase “avoid law enforcement involvement” should be replaced with language aligned with the best practice document:
· MRSS responds without law enforcement unless safety concerns necessitate their involvement as a last resort. Must include child or youth and family or caregiver’s input in the decision to involve law enforcement when possible and ensure child or youth/family or caregiver is aware of the use of law enforcement prior to arrival.
7. Assessment and Screening Tools
· Please clarify the specific criteria and expectations for the biopsychosocial assessment, as the current description does not clearly outline whether it is intended to be a “BPSA light” version or something else.
· Clarify which screening tools are required (e.g., CANS only, or additional tools).
8. Training Requirements
· Ten hours of annual child‑specific emergency services training is reasonable, but alignment with MRSS training requirements should be clarified.
· Our team is seeking clarity if the required training courses in Section F. Subsection 2.C need to be completed once and documented in staff training records or at a different frequency.
9. MRSS Billing and DCO Agreements
· Clarify how MRSS billing interacts with CCBHC population billing, including:
· Shadow billing codes for crisis assessment, follow‑up, and stabilization.
· Whether MRSS and CCBHC services may be billed in the same month in year 3 of CCBHC. Our teams would appreciate the rate structure for additional understanding.
· How billing works when clients move between programs (e.g., HAC, HT, outpatient).
· Our team feels the MRSS–CCBHC agreements should be considered care coordination agreements, not DCO arrangements, since these are non-financial agreements.
10. Additional Clarifications
· Clarify the meaning of “coordinate with Emergency services within 24 hours.” in 6.3.B.1.a.iii. does this mean EMS, ES Staff, or the hospital / ER? 
· Broadly we have questions about the differentiation between the two levels of licensure, our teams wonder how exactly someone would be qualified as ES versus MRSS.
· Ensure consistent terminology across ES and MRSS sections.
Conclusion
We appreciate the Department’s efforts to strengthen Rhode Island’s children’s behavioral health crisis system and support the intent of these regulations. The clarifications and adjustments outlined above will help ensure the regulations are operationally feasible, clinically sound, and aligned with best practices.
We welcome continued collaboration and would be pleased to discuss any of these comments further.
