TEXAS DEPARTMENT OF STATE HEALTH SERVICES QUALITY ASSURANCE

CHILDREN WITH SPECIAL HEALTH CARE NEEDS (CSHCN) SERVICES PROGRAM

Case Management
ON-SITE EVALUATION REPORT

Agency Name: 
Date of Review:  
For each review item, place an X under the appropriate column (Yes, No, Not Applicable or Not Reviewed). The column to the right should be used to clarify any No, N/A, or N/R responses or to provide additional information. Comments can be continued on the back if additional space is needed. This tool is to be used with the Core Tool.  Instructions regarding transfer of client record review information to CSHCN Services Program Tool:  As noted on the checklist for client records, if 80% of records reviewed are in compliance, the standard is viewed as being in compliance with regard to the client records.  There may be other requirements, such as policies, procedures, or processes, to be considered in determining whether the standard was met.  
	REVIEW CRITERIA
	YES
	NO
	N/A

OR
N/R
	COMMENTS

	I. Staff / Personnel
	
	
	
	

	1.
Contractor staff meets the minimum requirements for the type of work involved: 
	
	
	
	

	a.
Contractor’s Program Director -
	
	
	
	

	i. A master's degree in social work, nursing, education, or related field and two years of experience in case management services within community programs serving children with special health care needs
	
	
	
	

	ii. A bachelor's degree and four years of experience in community programs serving children with special health care needs, two of which were in the capacity of case manager
	
	
	
	

	iii. If services are provided within a clinical practice setting, a physician or dentist that is board certified in the specialty provided by the clinic may also serve the role of program director.
	
	
	
	

	b. Case Managers -   
	
	
	
	

	i.
Social Worker with a master's degree in Social Work with licensure appropriate for their practice and one year of experience in case management services within community programs serving children with special health care needs.
	
	
	
	

	ii.
Social Worker with a bachelor’s degree in Social Work with licensure appropriate for their practice and two years of experience in case management services within community programs serving children with special health care needs.
	
	
	
	

	iii.
Registered Nurse with a master's degree in nursing and one year of experience in case management services within community programs serving children with special health care needs.
	
	
	
	

	iv.
Registered Nurse with a bachelor's degree in nursing and two years of experience in case management services within community programs serving children with special health care needs.
	
	
	
	

	v.
Family members of a child with special health care needs with experience serving as the individual’s case manager.
	
	
	
	

	vi.
Other qualified individuals with extensive and documented experience working in community programs serving children with special health care needs.(qualifications must be specific to job description)
	
	
	
	

	II. Case Manager Responsibilities
	
	
	
	

	1.
The Case Manager:
	
	
	
	

	a. has assumed the overall responsibility for assisting the family in accessing appropriate services for the child/youth
	
	
	
	

	b. has developed knowledge of appropriate local health and social services
	
	
	
	

	c. 
identifies the need and performs case management functions within specified time frames;
	
	
	
	

	d.
maintains accurate and current documentation of evaluations, assessments, needs, services, progress, financial data, and all other categories of information required in each child/youth’s record;
	
	
	
	

	e.
understands and subscribes to the philosophy and values of culturally effective education, empowerment, and community integration;
	
	
	
	

	f.
works to ensure that the family makes informed decisions;
	
	
	
	

	g.
is in regular contact with the individual and family to discuss progress, problems, and plans 
	
	
	
	

	h.
provide services in a family-centered manner, in partnership with the child/youth and family or an individual of any age with Cystic Fibrosis.
	
	
	
	

	III. Policies and Procedures 
	
	
	
	

	1.
The Contractor establishes, maintains, and keeps current program and personnel policies, procedures, and training for employees and volunteers.  
	
	
	
	

	2.
Contractor’s policies and procedures are well organized and easily accessible to all staff.
	
	
	
	

	3. 
The Contractor’s case management program establishes and maintains: 
	
	
	
	

	a.
policies regarding selection, verification of qualifications, and dismissal of staff, volunteers, and others delivering or coordinating services under the Contractor’s direction;
	
	
	
	

	b.  policy and procedure for closing client records;
	
	
	
	

	c.  has documentation signed by the employee indicating that the applicable policies and procedures have been read and understood.
	
	
	
	

	4. 
Contractor has established and implemented personnel policies documenting staff are trained in safe work practices while performing direct and/or face-to-face client contacts that decrease spread of infectious diseases. Additionally this policy documents the training completed by staff in order to promote safe work practices. 
	
	
	
	

	IV. Purpose and Program Expectations  
	
	
	
	

	1.
Contractor activities, policies and procedures, and any applicable client records demonstrate that the agency does the following:
	
	
	
	

	a.
provides a single point of access to services for comprehensive care and support which draw upon community resources for the provision of those services;
	
	
	
	

	b.
links the individual with a medical home to ensure comprehensive, coordinated, and high quality medical care;
	
	
	
	

	c.
supports the family in sharing or assuming primary responsibility for their child’s case management, as appropriate
	
	
	
	

	d. 
serves as liaison between the individual/family and the providers of services.
 
	
	
	
	

	e.    activities, practices, and services are consistent with the agency Work Plan (Form L-B) and DSHS agency requirements.
	
	
	
	

	V. Contract Services - General
	
	
	
	

	1.
Contractor procedures allow levels of care and activities appropriate to the family's needs or preferences.
	
	
	
	

	2.
Individual/family has given written permission for Contractor to share information concerning diagnosis, treatment, prognosis, and resources among all members of the service team including family. 
	
	
	
	

	VI. Eligibility
	
	
	
	

	1.    Services are provided for children from birth up to their 21st birthday who have or are at risk for chronic physical, developmental, behavioral or emotional diagnosis and who also require health and related services of a type or amount beyond that required by children generally.  Services may be provided for a client of any age with Cystic Fibrosis.  
	
	
	
	

	2.
Children eligible for case management through other funding sources or Medicaid; including Medicaid waivers, ECI, or other state programs are referred to and served through those funding sources to avoid duplication of service benefits.
	
	
	
	

	VII. Assessment
	
	
	
	

	1.
The Contractor conducts a Needs Assessment of the individual/family that: 
	
	
	
	

	a. includes at a minimum, the child/youth, family or guardian, and other individuals who have been/are involved in the child's care;  
	
	
	
	

	b. forms the basis for the comprehensive individualized service plan;
	
	
	
	

	c. includes assessment of medical needs; 
	
	
	
	

	d. includes assessment of developmental needs;
	
	
	
	

	e. includes assessment of educational needs;
	
	
	
	

	f. includes assessment of financial needs;
	
	
	
	

	g. includes assessment of social and other needs;
	
	
	
	

	h. helps coordinate services across systems by determining the appropriate home and community-based services to meet the child and family's needs in the community, in order to foster continuity of care
	
	
	
	

	i. documents if the child has health insurance and what type; e.g. Medicaid, CHIP, CSHCN Services Program, or other;  
	
	
	
	

	j. identifies the child's medical home:
	
	
	
	

	1.
If a medical home is needed, agency assists child/family in linking to appropriate medical home and actively assists with coordination of care to ensure comprehensive, coordinated, and high quality primary care;
	
	
	
	

	k. discusses and initiates planning for Transition to adulthood;
	
	
	
	

	l. discusses and initiates permanency planning activities that are directed toward securing a permanent, nurturing environment; an enduring, positive adult relationship; and a specific person who will be an advocate for the child into adulthood, as appropriate
	
	
	
	

	m. is updated as needed, at least annually.  
	
	
	
	

	VIII. Individual Service Plan (ISP)
	
	
	
	

	1.
The Contractor develops a written individual service plan (ISP) plan in collaboration with the client, family, and other appropriate professional staff which is inclusive of all needs identified on the completed Needs Assessment.
	
	
	
	

	2.
The ISP is person and family-centered, community-based, and culturally effective.
	
	
	
	

	3.  The ISP documents person and family-centered, short- and long-term goals.
	
	
	
	

	4.
The ISP identifies the type of services required by the client and family and specifically addresses:
	
	
	
	

	a. plans related to obtaining a medical home, as appropriate;
	
	
	
	

	b. plans related to permanency planning, as appropriate;
	
	
	
	

	c. plans related to obtaining health insurance, as appropriate;
	
	
	
	

	d. comprehensive planning for Transition to adulthood, as appropriate;
	
	
	
	

	e. comprehensive planning for transitions/transfers including home-to-hospital, hospital-to-home, and home-to-school, as appropriate;
	
	
	
	

	f. comprehensive planning for end-of-life services, as appropriate;. 
	
	
	
	

	g. person(s) responsible for coordination and delivery of specific services;
	
	
	
	

	h. timeline for delivery and completion of services, and is marked when completed.
	
	
	
	

	5.
The ISP is updated at least annually and/or any time there is a significant change in the client’s condition or family circumstances impacting the care of the individual.
	
	
	
	

	6.
The ISP is dated and signed by the case manager, and a family member, guardian, or youth, as appropriate, prior to implementation.  
	
	
	
	

	IX. Tracking / Follow-up
	
	
	
	

	1.
Contractor has an organized system to track and monitor individual’s needs, health status, and the effectiveness of services provided that:
	
	
	
	

	a.
ensures timely contact with the individual/family according to program guidelines/protocols, the ISP, or individual/family needs;
	
	
	
	

	b.  
has an effective system for follow-up scheduling;
	
	
	
	

	c. tracks and follows up on appointments that are not kept;
	
	
	
	

	d
tracks and follows up on referrals to other providers;
	
	
	
	

	e.
tracks referrals and linkages to health, educational, and community resources; 
	
	
	
	

	2.
Contractor has a system for referral if individual moves out of the area, including providing the family with information and referrals for services in the new area.   
	
	
	
	

	X. Cultural Effectiveness
	
	
	
	

	1.
Contractor delivers culturally effective services that enhance existing community resources and natural supports and respect the values of the individual families.
	
	
	
	

	XI.  Staff Development/Training
	
	
	
	

	Staff members have completed the following Texas Health Steps training modules within three months of the beginning of the contract, and every two years thereafter:
	
	
	
	

	a. Culturally Effective Health Care;
	
	
	
	

	b. Transition Services for Children and Youth with Special Health Care Needs;
	
	
	
	

	c. Recognizing, Reporting and Preventing Child Abuse;
	
	
	
	

	d. Building a Comprehensive and Effective Medical Home;
	
	
	
	

	XII. Coordination and Outreach
	
	
	
	

	1.   Contractor informs health care providers, area schools, and other community service providers, and the general public about available services.
	
	
	
	

	2.
Contractor has established a process/practice to coordinate services with other community providers, DSHS regional staff, and other CSHCN Services Program funded projects (if possible) to prevent duplication of services.
	
	
	
	

	3.  Contractor meets quarterly with DSHS Regional Manager of Specialized Health and Social Services 
	
	
	
	

	4.  Contractor provides a list of active case management clients to DSHS Regional Manager of Specialized Health and Social Services no later than 30 days after the end of each quarter of current fiscal year
	
	
	
	

	5..
Contractor maintains documented evidence of activities with Local Mental Health Authorities, Federally Qualified Health Centers/Rural Health Centers (FQHC/RHC), Aging and Disability Resource Centers (ADRCs) and other local community-based resources (i.e. Promotoras/Community Health Workers, faith-based organizations and resources to address disparities and disproportionalities.)
	
	
	
	

	6.  
Contractor maintains documented evidence of participation in Emergency Preparedness activities with clients and families.
	
	
	
	

	XII. Access to Insurance and Payment for Services
	
	
	
	

	1.  
Contractor assists individual/ family in identifying potential medical coverage and in applying for coverage, including Medicaid, CHIP and CSHCN Services Program health benefits. 
	
	
	
	

	2.
No one is denied services based on the inability to pay.  
	
	
	
	

	XIII. Program Evaluation / Quality Assurance 
	
	
	
	

	1.
Contractor has an established plan for an internal quality assurance that:
	
	
	
	

	a. identifies the Quality Assurance (QA) supervisor and other personnel responsible for data collection and analysis;
	
	
	
	

	b. describes and documents how family/staff interactions are monitored and evaluated.
	
	
	
	

	2..   Contractor has implemented mechanisms for external feedback from families, children, providers, organizations, etc. served, including measures of satisfaction and suggestions for program improvement. 
	
	
	
	

	3.    Contractor has an established plan which details client record review activities including:
	
	
	
	

	a. what percentage of records are reviewed, who participates in reviews, and how often reviews are done;
	
	
	
	

	b. how review findings are used and incorporated into staff development/training
	
	
	
	

	4.   Contractor has a mechanism for applying results of QA activities, as appropriate;
	
	
	
	

	XIV.  Medical Home Support
	
	
	
	

	1.  Contractor has identified the members of the practice’s Medical Home team, including at least one physician
	
	
	
	

	2. Contractor has completed the Medical Home Index every year
	
	
	
	

	3. Contractor provides Medical Home Support activities that fall within domains of strengths and needs as identified by the Medical Home Index (i.e., organizational capacity, chronic condition management, care coordination, community outreach, data management, quality improvement/change)
	
	
	
	

	4. Contractor’s case management activities support the Medical Home Support activities outlined in the work plan.
	
	
	
	

	Other pertinent information as noted by the reviewer. 
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