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RE: Negotiated Changes in Paperwork and Administrative Burden

As you know we had very productive working sessions and partnership with the Vermont Council of
Developmental and Mental Health Services discussing proposals for streamlining paperwork and
focusing on the clinical utility of various historical practices and requirements in the designated agency
system. The programs governed by these documents are now operating with global commit nent to
health funds and as such are govemed by the Medicaid Managed Care regulations found at 42 CFR
438. et seq. The changes outlined below are in keeping with CFR Medicaid Managed Care egulations
and supersede some of the existing guidance for eligible providers/staff qualifications, trea'ment plan
review, and documentation standards found in:

DMH Medicaid Fee-for-Service Provider Manual; and
Designated Agency CRT Program Provider Manual
ADAP Treatment Services Standards

DDS Health and Wellness Guidelines

DDS Individual Support Agreement Guidelines

DB

Unless otherwise noted, all changes are retroactive to July 1, 2010 and encompass all ¢/ients
served in designated or specialized service agencies across AHS programs (DMH, DAIL, DCF
and VDH).

1. Treatment Plan Populations

A. The following DMH and DAIL populations have been defined in our Medicaid Managed Care
agreements as “special health needs” and are all former (pre-2005) waiver populaticns and
require a treatment plan on file. For developmental disabilities services this document is

referred to as an Individualized Support Agreement or ISA.
(=]
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o  Children/families receiving Enhanced Family Treatment (formerly SED waiver clients)
¢  Community Rehabilitation and Treatment clients
e  Developmental Disabilities Services Clients

e  Traumatic Brain Injury Clients

B. Additionally, populations other than above that will require a treatment plan on fil include:

Children's Integrated Service (CIS) clients (pregnant and post-partum women anc children
birth to age 6) which includes birth to 3 year old Early Intervention funded services. For
children and families receiving services in these programs, the CIS packet of information
(intake, referral and One Plan forms) will meet the requirements of all global com mitment
funded services and AHS programs

DMH & DCF — Family Services Clients: DCF and DMH have determined that
documentation requirements found in either the DMH or DCF manuals is acceptable to
satisfy audit. In other words, for providers who are operating programs under contract with
both DCF and DMH, treatment plan and associated documentation requirements f-om either
division can be used at the discretion of the provider. For children in DCF custody whereby
service is provided by a Developmental Services provider, the ISA guidelines are also
acceptable.

VDH-ADAP — Consumers of Substance Abuse Treatment services treatment plan
requirements will continue using the current ADAP guidance except as modified telow (i.e.,
the periodicity of reviews).

DMH — Adult Oulpatient services treatment plan requirements will follow current DMH
guidance except as modified below.

DAIL — Developmental Disabilities services individual support agreement requirernents will
follow current DAIL guidance except as modified below.

2. Treatment Plan Development:

Plans will be required following new admissions (or re-admissions) to services. A treatment plan will
be developed within 30 days of initiating services. Plans for mental health treatment and suport
services will be signed by at least a licensed master’s level clinician operating within their scope of
licensure or an advanced practice psychiatric registered nurse operating within their scope of licensure.

Documentation of a holistic assessment, clear clinical formulation and at least a licensed master’s level
review and signature is necessary for all AHS funded treatment services and serves as evide 1ce for the
medical necessity of the plan and services. (Note: support services offered through developmental
disabilities services require a new individual service assessment every two years and do not require a
licensed master clinical review; current ISA sign off and oversight guidelines remain in place for that
population).

It is expected that the treatment plan is completed with the collaboration of the consumer and guardian
and/or family and any significant person(s) that the consumer, guardian and/or family desigr ates. The
consumer, guardian and/or family must be integral to development goals and objectives regardless of
whether or not a written treatment plan is required.
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3. Periodicity of Treatment Plan Reviews:

A review and updated treatment plan will be required when there is a significant change in life
circumstances for the consumer that the clinician or consumer feels requires a sustained int2rvention or
a revised plan. We recognize that every life situation is different and changes will inevitably have
different impacts for different consumers. Treatment planning decisions are governed by the consumer
and their team working together. Examples of the types of circumstances that may trigger the need for
a review include, but are not limited to:

e New, complicating or worsening symptoms (mental heaith or physical health changzs); relapse
{or use of) a mind altering substance; hospitalization

» Development of new goals or support services or revisions to current service/suppoit
agreements

» Failure to progress in skill building or mental health treatment over a period of six rionths;

s Social Support changes that are upsetting/dysregulating to the person (major losses, changes in
job, residence, caregiver or other relationships, deaths) or reflect milestones (major zains,
successes, job, marriage, pregnancy, birth)

e Changes in legal status of the consumer, family member or significant other; newly reported
concerns of abuse or neglect/being perpetrator or victim of crime.

e For children youth and families, changes in educational arrangements

Significant changes in life circumstances that the clinician or consumer feels requires a sustained
intervention or a revised plan require review by the team or supervising professional and th: consumer.
Mental Health treatment plan reviews and updates will be signed by at least a licensed master’s level
clinician operating within their scope of licensure or an advanced practice psychiatric registered nurse
operating within their scope of licensure.

* For developmental disabilities services a new ISA is required at least every 2 years, oversight and
sign off remain the same as current guidance.

** Early childhood (0-3 years old) FITP federal regulations require a review every 6 monihs, no
rewrite is necessary unless it is clinically warranted

4. Progress Documentation:

The current requirements for documentation, monthly services summary and/or contact noti:s
requirements remain unchanged until there is agreement on best-practices documentation stindards
between the Vermont Council of Developmental and Mental Health Services and the AHS.
Discussions thus far have generally supported that clinical or support needs should guide th: frequency
of progress documentation and content should consider attainment of goals, identification of treatment
challenges, adjustments in service patterns, or changes in consumer treatment or support ne:ds to
assure continuity of treatment or support and information transfer to team members. In other words,
the progress documentation would reflect a living treatment plan document. However, until a statewide
standard is agreed upon, we will make no formal changes.

Psychiatric or APRN Oversight for Dept. of Mental Health Services:

Children: Psychiatrist or Psychiatric Nurse Practitioner with specialized training in child, vouth and

family services is required for the initial treatment plan development for the three groups of children

below. The periodicity of review and oversight thereafter will be based on Psychiatrist or Psychiatric
Nurse recomm tion:
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e Children receiving psychiatric and/or medication management services
e Children returning directly from a psychiatric inpatient setting

e Children who have a co-occurring physical health and emotional /behavioral condit ons that the
supervising clinician feels needs a review and consult

Adults: Psychiatrist or Psychiatric Nurse Practitioner with specialized training in working with adults
with complex psychiatric conditions is required for the initial treatment plan development for the three
groups of adults below. The periodicity of review and oversight thereafter will be based on Psychiatrist

or Psychiatric Nurse recommendation:

» Adults with an enduring and complex mental illness receiving medication managerr ent services
s  Adults returning from a psychiatric inpatient setting

e Adults with co-occurring physical health and complex mental illness that the supervising
clinician feels needs a review and consult

Enhanced Family Treatment (as it currently exists aka Children’s Mental Health Waiver)

On 9/22/10 the DMH issued a memo to Children’s Directors and Business Manager regarding changes
in application, documentation, and budget preparation and auditing. These changes are effe:tive as of
9/27/10

In addition to the changes outlined above, the Integrated Family Services initiative is working to create
a universal and single set of data elements, documentation and quality protocols for providers working
with children and families, regardless of departmental fund source. We will continue to work with the
Vermont Council of Developmental and Mental Health Services as that work emerges.

Developmental Disabilities Services:

DAIL has revised the DDS Health and Wellness Guidelines effective retroactive to July 1,
2010 as follows:

Standard 1: Emergency Fact Sheet - Eliminate SSN from Fact Sheet.

Standards 8, 12, 13, 14, 15, & 16: Dental exam, eye exam, & any other specialty
exam (i.e., neurological, orthopedic, OT/PT, Hearing) - Eliminate requirement to
keep copy of specialty exams on file. Continue to note the date and type of exam and
service coordinators remain responsible for any required follow up.

Standard 9 Medication Prescriptions & Administration — Eliminate requirement to
keep copy of side effects. Require staff to be trained to use drug books or electronic
versions.

Standard 10 Immunizations: Eliminate requirement for full immunization record
unless individual receives 24 hour home supports,

Standard 11 Psychiatric Services: Eliminate requirement to keep quarterly tardive
dyskinesia (TD) check on file. Continue to note the date of the TD check still and
service coordinators remain responsible for any required follow up. Eliminate
Psychiatric Medication Support Plan.
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Standard 13 Seizures: Eliminate requirement for keeping seizure record on file unless
individual receives 24 hour home supports.

Standard 17 Lab & Other Diagnostic Tests (including cancer screenings):
Eliminate requirement to keep copy of all labs and tests on file.

Standard 20 Weight & Menses Charts: Eliminate requirement to keep weight and
menses charts unless physician requires monitoring of one or both of these.

Cc: Melissa Bailey
Frank Reed
Charlie Biss
Ellen Malone
Marybeth McCaffrey
Linda Piasecki
Jacqueline Corbally
Cindy Walcott
Karen Crowley
Karen Garbarino

Page 127 of 205
VT DCF Child Development Division, Children’s Integrated Services
Guidance Manual for CIS Workers



	Guidance Manual Final web version Oct 2013
	Table of Contents
	Definitions
	Program Description
	SECTION I
	CHAPTER 1: SPECIFICATIONS OF WORK TO BE PERFORMED
	CHAPTER 2: CHILDREN’S INTEGRATED SERVICES (CIS) SERVICE COORDINATION
	CHAPTER 4:  OUTREACH
	A. Outreach Guidance
	CHAPTER 5: REFERRAL AND INTAKE
	CHAPTER 6: CIS RECOMMENDED DEVELOPMENTAL SCREENING, EVALUATION  AND ASSESSMENT
	CHAPTER 7: ONE PLAN
	CHAPTER 9: TRANSITIONS
	SECTION II: SERVICE DELIVERY
	CHAPTER 10:  NURSING SERVICES
	CHAPTER 11: FAMILY SUPPORT
	CHAPTER 12: EARLY INTERVENTION
	CHAPTER 13: EARLY CHILDHOOD AND FAMILY MENTAL HEALTH
	CHAPTER 14: SPECIALIZED CHILDCARE
	CHAPTER 15: COMMUNITY PARTNERSHIPS
	CHAPTER 16: REPORTING GUIDANCE
	CHAPTER 18: FISCAL MANAGEMENT
	CHAPTER 19: GENERAL INFORMATION/TOOLS
	DEFINITIONS
	Definition
	Principles
	II. Service coordination is a continual process of assessing, facilitating, planning, advocating and evaluating that involves:
	III. Service coordination activities include:
	Qualifications of Service Coordinators
	Basic Functions
	Service Delivery
	Professional Development
	Financing
	Evaluation
	Qualifications
	 Experience working as a member of a multi-disciplinary team.
	Basic Functions
	Duties and Responsibilities
	The CIS nurse
	Communication
	Team Development
	Professional Development
	Qualifications
	Education
	Basic Functions
	Desirable
	Basic Functions
	 Assures a network of support that provides basic safety for each child.
	 Identifies gaps in resources and informs clinical team/supervisor.
	Qualifications:
	Essential
	Desirable
	General Scope of the Work:
	Education and Experience:
	General Scope of the Work
	Knowledge, Skills and Abilities
	Education and Experience
	Limits
	Education and Experience
	Staff Qualification
	I. Outreach activities will include, at a minimum, on-going efforts to strengthen and improve coordination of services through:
	a. Education of primary referral sources, such as families, hospitals, physicians, health care providers, medical homes, home health agencies, public health services, Family Services Division, child care providers, and public schools about the resourc...
	b. Efforts to use the Child Find and referral system to identify children birth to age three with disabilities.
	c. Community resource development to improve access to services for pregnant/postpartum women and parents with young children.
	d. Outreach targeted to the following specific populations:
	 Families who do not have homes.
	 Families living in rural areas.
	 Children whose families are considered “low income”, i.e., are unemployed, or below poverty guidelines.
	 Families/children who have witnessed crime, including domestic violence.
	 Wards of the State.
	 Families with a history of child abuse and neglect.
	 Native American families.
	 At risk prenatal, maternal, newborn or child health conditions, e.g., maternal depression and substance abuse; preterm birth, low birth weight infant, infant mortality due to neglect, infants/children who have been exposed to toxic substances during...
	 First-time pregnant women less than 28 weeks gestation eligible for the Nurse Family Partnership where available.
	 Children, and their families, experiencing delayed health and/or development.
	II. Any materials used for outreach activities must be either produced by or submitted to the CIS State Team for review.
	Services may include training for the community mental health center staff or other CIS professionals who conduct consultation about the benefits of participating in medical/Medicaid related services, how to assist families to access such services,...
	I. Outreach activities will include, at a minimum, on-going efforts to strengthen and improve coordination of services through:
	II. Any materials used for outreach activities must be either produced by or submitted to the CIS State Team for review.
	III. Other CIS Guidance for outreach activities and materials can be found on the CIS website at: http://dcf.vermont.gov/cdd/cis/providers/tools
	Outreach Plan Guidance document
	Referral Form Instructions
	A. Family Contact Information
	B. Reason for Referral
	C. Additional Comments, Family Strengths and Resilience Factors:
	D. Referral Source Information
	E. Medical Provider Assessment Information or If a Referral is from a Medical Provider
	Intake Information:
	Write in referral date
	Client Lives With:
	Previous Screening and Evaluations:
	Follow-up Information Provided to Referral Source:
	Check Yes or No.
	If yes, write a summary of any communication with the referral source. Fill in Date.
	Q: Is the Medical Provider signature form required for everyone receiving services?
	Letter 3: Lost Contact with Family After Services Have Begun
	Contractor will ensure that a transition plan is developed that addresses any active pregnant/postpartum woman, child, or child care program leaving services or transitioning to another region. Specific activities include, at a minimum:
	I. Developing a transition plan with the family/child care provider and their team no less than 30 days prior to transition date. Circumstances in which transition plans do not meet this minimum shall be documented.
	II. Part C Federal regulations require:
	a. Notifying schools and State CIS EI staff of a child’s potential eligibility for Part B pre-school special education at least six (6) months prior to the child’s 3rd birthday and documentation of the date of the notification;
	b. With parental consent, convening a transition conference at least 90 days prior to the transition date and documenting the date the conference was convened.
	June 22 Memo to CIS EI:
	CAPTA and Differential Response
	From: Terri Edgerton, CIS/EI Administrator
	Therapeutic Child Care Guidance
	Updated: 2/23/12
	CIS Semi/Annual Data Template:
	CIS Semi-Annual Narrative Template:
	Client Cohorts to be included in reported data are as follows:
	TOTAL # OF REFERRALS (FROM ANY DOOR, INCLUDING DIRECTLY TO CIS COORDINATORS):
	Reflects the total number of all CIS referrals, in the specified reporting period.
	Sub-contractors have operational authority for hiring and firing their staff.
	Regions have the option of putting agreements in place that outline more specific details.
	Proposed contract language (in State’s contract with fiscal agent)
	Children’s Integrated Services (CIS) Bennington District Administrative Team Collaborative Governance Agreement
	Adopted 08.17.2011
	a. CIS Administrative Team Values
	b. Definition of Roles and Responsibilities
	c. CIS Administrative Team Membership Expectations
	The following are members of the CIS Administrative Team:
	d. CIS Administrative Team Collaborative Governance Responsibilities
	e. Budgets and Subcontracts for CIS Services
	The administrative team will discuss and consider inputs for budget development such as:
	The process for development of the budget will be:
	f. Oversight and Evaluation of Subcontracts and CIS Programs
	g. CIS Administrative Team Decision-Making Process
	The CIS Administrative Team will make decisions by consensus whenever possible.
	Adopted January 26, 2012
	V. CIS Steering Committee Decision-making
	o Roles and Responsibilities
	o Springfield Collaborative Values
	o CIS Administrative Team Membership
	o Collaborative Governance Responsibilities
	o Budgets and Subcontracts for CIS Services
	o Oversight and Evaluation of Subcontracts and CIS Programs
	o The CIS administrative team decision making process
	B. Hartford Collaborative Values
	C. CIS Administrative Team Membership
	D. Collaborative Governance Responsibilities
	From: Terri Edgerton, CIS Early Intervention Administrator
	Date November 6, 2012
	Steps for Client Record Review and Follow-up
	Client Record Review Process
	Record information for each of your locations/ services includes:
	Record Review Summary


