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	 Staff/Supervision (Y = present; N = not present; N/A = not applicable)

	1
	
Documentation that case managers have the minimum education/experience;  preferred a minimum of a degree in health, human, or education services and one year of case management experience.

	[bookmark: Text4]     

	2
	
Documentation that case manager supervisors have minimum qualification of degreed or licensed in the fields of health, social services, mental health or related area (Master's level)  plus 3 years experience providing case management services .

	[bookmark: Text5]     

	3
	
Documentation that staff completed orientation within 15 working days of hire and no later than 90 days following hire.

	[bookmark: Text6]     

	4
	
For staff funded to provide MCM and/or Non-MCM Ryan White Part B /State Services: Documentation in staff file that initial courses required in the Texas HIV Case Management Standards have been completed.

	[bookmark: Text7]     

	5
	
Documentation that case managers who have completed their first year of employment have completed a minimum of 12 hours of continuing education annually.

	[bookmark: Text8]     

	6
	
For staff funded to provide MCM Ryan White Part B/State Services:  Documentation that staff members have fulfilled the Texas DSHS HIV Program Medical Case Manager Competency Training Course requirements within 12 months of hire.

	[bookmark: Text9]     

	7
	
Documentation that supervision and oversight occurred as evidenced by supervisor logs showing evidence of random client file review and monitoring of caseloads .
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	8
	
Documentation of Annual Performance Evaluation in personnel files.
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	Policies and Procedures (Y = present; N = not present; N/A = not applicable) NOTE:  Yellow highlighted items will not be      reviewed in 2015.

	9
	
Agency has a policy and/or procedure for determining program eligibility and enrollment.

	

	10
	
Agency has a protocol for addressing client crises during business as well as non working hours.

	

	11
	
Agency has a policy detailing compliance with confidentially to include procedures surrounding breach in confidentiality per Texas Health and Safety Code.

	

	12
	
Agency  has a process for soliciting client input and satisfaction.

	

	13
	
Agency has a procedure for entering data into primary client record system.

	

	14
	
Agency has a policy and/or procedure on how to complete a brief intake that  includes the required elements in the Texas HIV Case Management Standards of Care.

	

	15
	
Agency has a policy and/or procedure on how to complete a comprehensive assessment that  includes the required elements in the Texas HIV Case Management Standards of Care.

	

	16
	
Agency has a policy and/or procedure for handling client grievances.

	

	17
	
Agency has a policy and/or procedure for reviewing current medical coverage and assessment for potential eligibility for any  third party payor (e.g., Medicaid, Medicare, ADAP, SPAP, Health Insurance Exchange, etc.).  

	[bookmark: Text12]     

	18
	
Agency has a policy and/or procedure on conducting a client financial assessment.

	

	19
	Agency has a policy for recertifying client eligibility every 6 months.

	

	20
	
Agency has a policy and/or procedure for creating a Care Plan that includes a process for monitoring changes and updates as needed.  

	

	21
	
Agency has a policy and/or procedure on clients lost to follow-up.
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	22
	
Agency has a policy and/or procedure on the graduation process.

	

	23
	
Agency has policy/protocol for supervision of staff by qualified case management supervisor.

	

	24
	
The agency has a policy and procedure meeting DSHS abuse reporting requirements for determining, documenting and reporting instances of suspected abuse and/ or neglect of a child.  

	





Chart Review (Medical Case Management and Non-Medical Case Management)

	Chart Numbers:
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	
	
	
	

	 Brief Intake (Y = present; N = not present; N/A = not applicable)

	
	Brief Intake completed within 10 working days and includes:
	
	
	
	
	
	
	
	
	
	

	25
	
Presenting problem and immediate needs documented in the primary client record system.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	26
	
Elements of basic information documented as outlined in the Case Management Standards.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	27
	
Elements of overview of status and needs outlined in the CM Standards documented.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Eligibility Determination completed and includes (Y = present; N = not present; N/A = not applicable)

	28
	
Documentation of proof of Texas Residence (attestation completed every 6 months).

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	29
	Documentation of proof of HIV positivity (one time only).
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	30
	
Documentation of proof of income as determined by region (updated every 6 months or with changes).

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 Minimum Required Documentation (Y = present; N = not present; N/A = not applicable)

	31
	
Release of confidential client information signed (as appropriate).

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	        Initial Comprehensive Assessment (Y = present; N = not present; N/A = not applicable)

	
	Initial Comprehensive assessment completed within 30 calendar days of Brief Intake 
	
	
	
	
	
	
	
	
	
	

	32
	
Assessment of health issues documented such as health history, health status and health-related needs, OAMC, drugs, and oral health.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	33
	
Assessment regarding social issues documented such as health insurance assistance, housing, transportation, food, linguistics, etc,)
 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	34
	Valid and reliable Alcohol/Drug screening, such as SAMISS was completed.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	35
	Valid and reliable mental health screening was completed.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	36
	Risk Assessment completed. 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	37
	Medication Adherence Screening Tool was completed.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	38
	
There is evidence of a completed DSHS checklist for screening of possible child abuse/neglect when appropriate as mandated by DSHS policy.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	39
	
There is evidence of education (appropriate to age) provided to each client which includes all of the following: 

· Medication adherence
· HIV disease process
· Risk reduction/prevention strategies, including substance abuse
· Nutrition
· Oral health

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Mandatory Enrollment in Case Management (Y = present; N = not present; N/A = not applicable)

	40
	
Client meeting any of the criteria to require case management at intake listed in the Case Management Standards was enrolled.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	41
	
Client meeting any of the criteria to require case management at intake was contacted every two weeks for at least a 3 month period or reason for non-contact documented.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	42
	
Documentation that case manager met face-to-face with the client at least once during the initial assessment process.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	43
	
Comprehensive Assessment is documented in primary client record system.


	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 Acuity Level (Y = present; N = not present; N/A = not applicable)

	44
	
Case management acuity level associated with frequency of case manager initiated contact is completed within 30 calendar days of the Brief Intake.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	45
	
Acuity is determined using an acuity tool that meets Case Management Standards. 


	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	46
	
Evidence that acuity score has been updated as needs changed.


	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	47
	
Frequency of case manager initiated contact matches acuity score or documentation of any variance.


	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 Care Planning (Y = present; N = not present; N/A = not applicable)

	48
	
Care Plan was completed within two (2) weeks of completed comprehensive assessment.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	49
	
Care Plan contains all of the following:

· Problem statement/need
· Goal
· Intervention (tasks, referral, service delivery)
· Responsible party for the activity
· Timeframe for completion

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	50
	
Care Plan is signed by the client and dated with documentation that a copy was given to the client.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	MCM Only - Viral Suppression/Treatment Adherence  (Y = present; N = not present; N/A = not applicable)

	51
	
Documentation that medical case manager consulted with the medical coordination team regarding CD4 counts and viral load for clients that are medical case managed.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	52
	
Documentation that medical case manager discussed viral load with the client as part of medication adherence.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	53
	
Documentation that client had at least one medical visit in each 6‐month period with a minimum of 60 days between first medical visit in the prior 6‐month period and the last medical visit in the subsequent 6 months (HRSA HAB measure) (attached flowchart).

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Periodic Re-evaluation of Care Plan (Y = present; N = not present; N/A = not applicable)

	54
	
Medical Case Managed Clients only:
Documentation that medical case management care plan was developed and/or updated two or more times in the measurement year (HRSA HAB measure).  (NOTE:  formal review of care plan was conducted every six (6) months per CM Standards).  

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Case Notes (Y = present; N = not present; N/A = not applicable)

	55
	
All problems/needs noted in the Care Plan have ongoing case notes that match each need. 


	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	56
	
Case notes indicate progress towards meeting the goal identified for each problem/needs.


	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	57
	Care Plan and case notes are entered and updated in the primary client record system.

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Comprehensive Reassessment (Y = present; N = not present; N/A = not applicable)

	58
	Medical Case Management:  Comprehensive reassessment was completed at least every six months. 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	59
	Documented reassessment of health issues such as changes in  health, health status and health-related needs, drugs, and oral health
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	60
	
Documented reassessment regarding changes in social issues such as health insurance assistance, housing, transportation, food, linguistics, etc,) 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	61
	Documented reassessment of  substance use using a valid and reliable Alcohol/Drug screening, such as SAMISS 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	62
	Documented of reassessment of mental health status using a valid and reliable tools.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
63
	There is evidence of education (appropriate to age) provided to each client every 6 months that included all of the following: 
· Medication adherence
· HIV disease process
· Risk reduction/prevention strategies, including substance abuse
· Nutrition
· Oral health
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	64
	Documented discussion regarding viral load with client at least every six (6) months as part of medical adherence.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	65
	Non-Medical Case Management:  Comprehensive reassessment was completed at least annually and includes all of the following: 
· Current contact and identifying information
· Emergency contact
· Confidentiality concerns
· Household members
· Insurance status
· Other health and social service providers, including other case management providers
· Current proof of income and residency
· Client health history, health status and health-related needs
· Clients status and needs related to supportive services

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	66
	Documented reassessment  of health issues such as changes in  health, health status and health-related needs, drugs, and oral health.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	67
	
Documented reassessment of social issues such as health insurance assistance, housing, transportation, food, linguistics, etc,).

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	68
	Reassessment of  substance use using a valid and reliable Alcohol/Drug screening, such as SAMISS. 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	69
	Reassessment of mental health status using a valid and reliable mental health tool.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	

70
	
There is evidence of education (appropriate to age) provided to each client annually that includes: 
· Medication adherence
· HIV disease process
· Risk reduction/prevention strategies, including substance abuse
· Nutrition
· Oral health

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	71
	Documented discussion regarding viral load with client as part of medical adherence.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	72
	Comprehensive Reassessment is documented in primary client record system.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 Referral and Follow-up (Y = present; N = not present; N/A = not applicable)

	73
	Evidence that the case manager  initiated referrals immediately upon a need being identified.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	74
	The case manager used a referral tracking mechanism to
monitor completion of all case management referrals.	
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	75
	Evidence that the case manager follow-up activities and outcomes documented in primary client record system.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	76
	Any referrals denied by the client is documented in the primary client record system. 

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	 Case Closure/Graduation (Y = present; N = not present; N/A = not applicable)

	77
	Documentation of closure included the reason for closure and a closure summary (brief narrative in progress notes and formal discharge summary).
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	78
	Supervisor signed closure summary indicating approval (electronic review acceptable).
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Lost to Care (Y = present; N = not present; N/A = not applicable )

	79
	There were three (3) attempts within three (3) months using a different method of contact (such as phone, e-mail, written correspondence, home visit, phone call to emergency contact) to re-engage client.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	80
	Documentation that client was given 30 days to respond after third attempt to contact before being discharged. 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
81
	Evidence that reestablishment process was shared with the client during discharge proceedings (either in person or in a letter) 
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	
82
	Documentation in the primary client record system that other service providers were notified of the discharge.
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     





HIV Medical Visit FrequencyEnd of Audit
Met Criteria

HRSA HAB Measure Flowchart for review of Item #42



Did the patient have at least one  medical visit within the second six month period of  the  measurement year?
Did the patient have at least one medical visit in the first 6‐
month period of the measurement year?

										  YES
																	  YES
	
Number of Medical Visits In a Measurement Year

	                        			       YES	
											
									YES
		NO						


																	  	Was the
patient's last visit in the second 6‐month period 60 days or more from
the 1st visit in the first 6‐month period?

										     NO	End of Audit
Did not meet criteria

						      NO							      YES



	   NO
												
HIV Medical Visit Frequency
HRSA HAB Measure Written Directions for review of Item #42
1. Does the patient, regardless of age, have a diagnosis of HIV? (Y/N)
· If yes, did the patient have at least one medical visit in the first 6 months of
the 12‐month measurement period? (Y/N)
· If no, review completed and item not met.
·  If yes, did the patient have at least one medical visit in the second 6‐
month period of the 12‐month measurement period? AND was the patient's last visit in the second 6‐month period 60 days or more from the 1st visit in the first 6‐month period? (Y/N)
· If no, review completed and item not met
· If yes, review completed and item met
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