TOOL FOR ASSESSING PROVIDER READINESS

TO PROVIDE CCS SERVICES

DRAFT 1

Introduction



This document is the first draft of a tool to assist counties to identify the range of services available in your area and the readiness of those agencies to participate in a CCS program.

Preparation for certification of a CCS program includes the use of the CCS Service Array to identify the specific services available locally.  The CCS Service Array actually describes categories of services that are commonly needed by consumers of CCS services.  A particular provider agency might provide one or more services in a single category or in several categories.  The first task on this tool is documentation of the services each agency will offer within CCS. By thoughtfully identifying where provider agencies’ services fit into the CCS Service Array, CCS management develops a sense of both the breadth and depth of services currently available within their county(ies).
CCS programs are expected to develop a person-centered and recovery-based system to deliver psychosocial rehabilitation services.  This tool is a guide to prompt your thoughts about various areas that are impacted by a person-centered, recovery-based perspective.  The second task on this tool is documentation of your assessment of the readiness of each agency to participate in a CCS program.  Attached to the tool, you will find additional materials that can assist you in making assessments regarding the readiness of agencies in the various areas listed in the tool.

It is up to you to decide how to use this tool.  The form itself can be modified to be most useful to you.  Add more space to gather additional information about the areas listed.  Add other areas that are important to you.  Decide how you will gather the information that is recorded.  Etc.
It is not required that you involve the provider agency in the process if you are confident that CCS management is knowledgeable about the agency.  You are encouraged, however, to consider doing so.  An interview process or meeting of potential providers could begin (or further) their understanding of the expectations of CCS and the system change it might require.

If you have data from existing quality improvement activities that might help to inform the process, consider whether it would be useful to do so.

Consider how your Coordination Committee can have input into this process and/or benefit from it.

As you use this tool, please make notes regarding what has been useful and what you would recommend in terms or revisions or alternatives to it.  We want to upgrade our efforts to assist future counties in their start-up process and will be asking for feedback.

Following the assessment tool, you will find additional information that explains some of the areas you will be assessing.  Sometimes, the information is simply to clarify what might not have been stated clearly on the tool. Sometimes it adds additional information specific to HFS 36 and CCS.  If you would like further clarification or have suggestions about information that should be included, please contact Sally Raschick at rasch@dhfs.state.wi.us or 608 261 9313.
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Provider Agency Name and Location:
________________________________

Date:





________________________________

Person recording information

________________________________

Names of source(s) of information
________________________________

Please indicate below the source(s) of identifying information on which the assessment of readiness is based:

____
Existing knowledge of the agency

____
An interview or conversation with management staff of the agency

____
Input with consumers familiar with current practices within the agency

_____
Quality improvement activities, consumer satisfaction surveys, etc.

____
Other:

The labels used to refer to services vary from county to county and agency to agency.  Please use the first column below to indicate the services that this agency will offer to CCS consumers and the second column to indicate the category from the CCS Service Array in which this service will be reported to Chris Wolf in the Division of Health Care Financing.
	Services provided by this agency
	CCS Service Array Service Title

	Example:  Parent skills training

	Ex:  Community Skills Development & Enhancement

	
	

	
	

	
	

	
	


Please use the following possible responses to characterize the agency’s readiness when completing the chart beginning on the next page.

1. Fully implemented or fully prepared to participate

2. Willing to implement or participate, but need training

3. Willing to implement or participate, but need additional resources

4. Willing to implement or participate but need both training and additional resources

5. This would be a challenge

6. Not an area of interest to the agency

7. Not applicable
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Provider Agency: ______________________________







Date_______________
	Areas of readiness
	Score/Additional information

	1. Staff is able to participate in recovery teams. 36.17(7)


	

	2.   Staff is able to provide psychosocial rehabilitation services and supportive activities

· In the most natural and least restrictive manner likely to have positive outcomes

· In the most integrated settings practical, consistent with current legal standards

· With reasonable promptness

· With sufficient frequency to meet goals/objectives in the service plan

· To build upon the natural support available in the community


	

	3.   Staff and consumers regularly discuss current goals, objectives and mutual perspectives on how/whether current interventions and activities help to address these.


	

	4. Staff and consumers regularly discuss future objectives that might support progress towards the consumer’s goals.


	

	5. Staff use respectful, consumer-friendly and person-first language when communicating with or about consumers.


	

	6. Staff are able to participate in person centered planning and service delivery.


	

	7.   Staff are able to provide documentation that

· Describes interventions, schedule & frequency

· Describes the response to services & progress toward individualized goals/outcomes and objectives

· Includes information that contributes to an understanding of the consumer, his/her level of functioning 

· Is available in a timely manner


	

	8.   Staff appropriately report significant changes in consumer functioning and contribute pertinent information in a timely manner to the service facilitator to ensure ongoing understanding of the consumer’s situation 


	

	9.   Interventions are individualized to address consumer needs, recovery goals and objectives.


	

	10.  Interventions address the individual consumer’s stage of recovery.


	

	11.  Interventions are modified to match fluctuations in the consumer’s functioning.


	

	12. The agency is prepared to provide or facilitate the training required for CCS staff. HFS 36.12


	

	13. The agency is prepared to provide or facilitate the supervision required for all CCS staff  HFS 36.11. 


	

	14. The agency is interested in participating on the Coordination Committee, in quality improvement activities or in other advisory activities.


	

	15. The agency is interested in possible modification of services to broaden the array of services available in CCS.
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Additional Information and Resources
1. Staff is able to participate in recovery teams.


This means that the management of the agency is willing to make it possible for the staff members to participate when a consumer requests their participation.  HFS 36.16 (7) provides additional guidance:

(7) RECOVERY TEAM. (a) The consumer shall be asked to participate in identifying members of the recovery team.


(am) The recovery team shall include all of the following:

1. The consumer.


2. A service facilitator.


3. A mental health professional or substance abuse professional.  If the consumer has or is believed to have a co−occurring condition, the recovery team shall consult with an individual who has the qualifications of a mental health professional and substance abuse professional or shall include both a mental health professional and substance abuse professional or a person who has the qualifications of both a mental health professional and substance abuse professional on the recovery team.


4. Service providers, family members, natural supports and advocates shall be included on the recovery team, with the consumer’s consent, unless their participation is unobtainable or inappropriate.


5. If the consumer is a minor or is incompetent or incapacitated, a parent or legal representative of the consumer, as applicable, shall be included on the recovery team.


(b) 1. The recovery team shall participate in the assessment process and in service planning. The role of each team member shall be guided by the nature of team member’s relationship to the consumer and the scope of the team member’s practice.


2. Team members shall provide information, evaluate input from various sources, and make collaborative recommendations regarding outcomes, psychosocial rehabilitation services and supportive activities. This partnership shall be built upon the cultural norms of the consumer.
2.   Staff is able to provide psychosocial rehabilitation services and supportive activities

· In the most natural and least restrictive manner likely to have positive outcomes

· In the most integrated settings practical, consistent with current legal standards

· With reasonable promptness

· With sufficient frequency to meet goals/objectives in the service plan

· To build upon the natural support available in the community


“Psychosocial rehabilitation services” are services that assist consumers to maximize their independence and minimize the effects of their mental health and/or substance use disorders.  (There is a set of criteria that will assist you in identifying whether a specific intervention qualifies as psychosocial in nature.)  Psychosocial rehabilitation services generally are not designed to maintain a functioning level, nor are they services that “do” tasks “for” people.  Rather, they focus on improving a person’s functioning. 

These bulleted requirements above increase the probable effectiveness of interventions.  Do the provider agency’s policies permit the flexibility to meet the requirements above?

3.
Staff and consumers regularly discuss current goals, objectives and mutual perspectives on how/whether current interventions and activities help to address these.


Historically, there has been a tendency to see service provision as something that was done “to” or “for” people, rather than as something supportive to a person seeking to improve their own circumstances.  In that context, the provider knew best and made decisions unilaterally about what should be done and how.  Today, we see a partnership between consumers and providers in which consumers are identifying their own goals and participating in discussions about how they can best be addressed.  


This item addresses the need to discuss with consumers the services being offered not only when doing service planning, but also during the process of service provision.  If services are not resulting in progress towards goals and objectives, consumers can often help us to understand why that is happening.  And, when progress is occurring, it is helpful to recognize this, give credit for it, perhaps even for the consumer to figure out why it was helpful so that similar strategies can be used in the future.
4.
Staff and consumers regularly discuss future objectives that might support progress towards the consumer’s goals

This is similar to the previous item but moves from discussions of the current services to discussions regarding what might be helpful in the future.  Historically, consumers have sometimes felt “stuck in the present” and unable to anticipate or plan for a future.  This item is intended to address ongoing involvement of consumers in the planning process, building on what they know about themselves and supporting their involvement in their own futures.
5.
Staff use respectful, consumer-friendly and person-first language when communicating with or about 
consumers.


Respectful and consumer-friendly language not only affects the person with or about whom the communication is focused.  Person-first language reminds us not to “label” people, but rather to acknowledge the whole person.  Thus one might say, “As a person who is effected by schizophrenia…” rather than  “As a schizophrenic…..”  It also reminds us, the speakers, not to make generalizations that might not fit that individual. This refers to a tendency in some settings to refer to consumers with language like, “these people” or “schizophrenics”.   The major task we face is to recognize that interventions are appropriate for a person not because of his/her diagnosis, but because of a myriad of characteristics, including but not limited to his/her diagnosis.  
6.
Staff are able to participate in person-centered planning and service delivery.

Person-centered planning provides a framework for a recovery-based system of assessment, service planning and service delivery.  The Bureau of Mental Health and Substance Abuse Services received a grant in 2007 that has allowed us to purchase training from a national organization that specializes in teaching Person Centered Plannig (PCP).  Additional training will be provided in 2008 and beyond.  This is a foundation for major system change.  It is unlikely that your contract agencies will have been included in the training in the past.  This item is included in this list simply to remind you that these are skills we need, in the future, to make available to our service providing partners.
7.
Staff are able to provide documentation that

· Describes interventions, their schedule & frequency

· Describes the consumer’sresponse to services & progress toward individualized goals/outcomes and objectives

· Includes information that contributes to an understanding of the consumer, his/her level of functioning 

· Is available in a timely manner
Documentation within CCS is considered by many to be burdensome.  Clearly, there are two masters.  There is the philosophical intent to provide person-centered services and that requires some specific documentation practices.  There is also the requirement that in order to be eligible for Medicaid reimbursement, the services must comply with Medicaid requirements.  Though any documentation requirements can seem to be a burden, part of the frustration is also associated with not quite knowing what is expected, thinking one has been responsible and then discovering that one is being judged as lacking.  

The questions here are whether staff of this agency has both the knowledge to meet expectations and an internal agency culture that supports the need for documentation, including prioritizing time for its completion. 
8.
Staff appropriately report, in a timely manner, significant changes in consumer functioning and contribute pertinent information to the service facilitator to ensure ongoing understanding of the consumer’s situation 

Psychosocial rehabilitation services focus on maximizing independence and minimizing the effects of a person’s disabilities.  Justification for the use of Medicaid funds in CCS programs is based upon demonstrating change in these two areas.  This requires communication between the internal CCS staff (usually the service facilitator) and other providers.  Documentation is an important long-term means of communication.  In addition, however, ongoing communication between other providers and internal CCS staff can result in timely implementation of WRAP plans, crisis plans, medication adjustments, etc. that facilitate maximizing independence and minimizing the effect of the person’s mental or substance use disabilities.  This is an important aspect of a CCS service.

9. Interventions are individualized to meet consumer needs, recovery goals and objectives.

“Service” is a word used as a general title to describe what agency staff do.  “Case management,” “out-patient therapy”, and “interpersonal skills training” are examples.  


“Intervention” is a word that is more specific; it indicates how the general service will be provided to an individual consumer.  

Interventions should reflect the particular needs and personality of each individual.  For example, within the service called “social skills development, there might be an objective for one person addressing the ability to recognize the behavior of others that persistently results in a consumer becoming inappropriately angry.  Another person might have an objective related to developing the ability to politely but firmly turn down offers for alcoholic beverages.  The interventions to address these objectives depend upon the objective itself, but also upon the strengths and resources of the consumer.
10. Interventions address the individual consumer’s stage of recovery.

There is confusion about the term “recovery”.  It is not the same as “cure”.  Rather it is the process of growth and improvement as one learns to live with and manage a mental or substance use disorder.  Or, as SAMHSA defines it, “Mental health recovery is a journey of healing and transformation enabling a person with a mental health problem to live a meaningful life in a community of his or her choice while striving to achieve his or her full potential.”  During the journey of recovery, one passes through a series of stages in which one begins to realize that s/he can improve his/her life, vacillates in terms of dedication to improving it, becomes determined to make life better, acts on that determination and then stabilizes the change.  
The challenge for providers is to identify interventions that match the motivational level of the individual, the stage of readiness for change.  This is another way of looking at individualization of services.  Not just, “What does s/he want to change?”, but also, “What does s/he need, at this point, to help him/her move forward?”  Is it awareness that people with severe mental illness can learn to manage their symptoms?  Is it information about optional ways to manage them?  Is it support for small progress?  Is it the opportunity to help others working on similar issues?  The answer varies not only from one person to another or from service to service, but also from one stage of recovery to another.
The questions here are, “Does staff in this agency have knowledge of stages of change and what kinds of interventions are helpful for each?  Is staff empowered to work in this way?  Or, does this agency have standardized approaches?”
11. Interventions are modified to match fluctuations in the consumer’s functioning.
Basically, interventions are determined by the objectives and stage of recovery.  But just as each of us modifies the work we do, to some extent, based upon how we’re feeling on a given day, how much chaos there is in our lives, so we must be cognizant of consumers’ ability to juggle the ball on any given day.  There is always a balance to be achieved in which we keep working towards an established goal, but are also being realistic about our expectations.
Sometimes, goals and objectives are set that do not reflect the actual capacity, interests or needs of a consumer and that, in itself, influences the progress or lack thereof, that a consumer is making.

It is important to document progress towards objectives, consumers’ attitudes and consumers’ general functioning.  This data, along with discussions with consumers, prepare us to assess when and why progress is occurring, and, when and what adjustments ought to be made in services.
12. The agency is prepared to provide or facilitate the training required for CCS staff.

Changing to more person-centered and recovery-based ways of working with consumers does not happen because a lead agency decides that it should.  It happens when everyone involved understands what is involved, agrees that the changes are needed and have the skills and attitudes to be person-centered and recovery focused.  HFS 36 requires that all staff working in CCS receive orientation and on going training to assist them in developing and maintaining their skills.
As counties identify and provide orientation training to internal staff, they should also be identifying the needs of staff in agencies that are expected to become CCS contracted providers.
HFS 36.03 (29) “Staff member” means a person employed by a county department, tribe or contracted agency.
HFS 36.12 Orientation and training. (1) ORIENTATION AND ONGOING TRAINING. (a) Orientation program. The CCS shall develop and implement an orientation program that includes all of the following:


1. At least 40 hours of documented orientation training within 3 months of beginning employment for each staff member who has less than 6 months experience providing psychosocial rehabilitation services to children or adults with mental disorders or substance−use disorders.


2. At least 20 hours of documented orientation training within 3 months of beginning employment with the CCS for each staff member who has 6 months or more experience providing psychosocial rehabilitation services to children or adults with mental disorders or substance−use disorders.


3. At least 40 hours of documented orientation training for each regularly scheduled volunteer before allowing the volunteer to work independently with consumers or family members.


(b) Orientation training. Orientation training shall include and staff members shall be able to apply all of the following:


1. Parts of this chapter pertinent to the services they provide.


2. Policies and procedures pertinent to the services they provide.


3. Job responsibilities for staff members and volunteers.


4. Applicable parts of chs. 48, 51 and 55, Stats., and any

related administrative rules.


5. The basic provisions of civil rights laws including the Americans with disabilities act of 1990 and the civil rights act of 1964 as the laws apply to staff providing services to individuals with disabilities


6. Current standards regarding documentation and the provisions of HIPAA, s. 51.30, Stats., ch. HFS 92 and, if applicable, 42 CFR Part 2 regarding confidentiality of treatment records.


7. The provisions of s. 51.61, Stats., and ch. HFS 94 regarding patient rights.


8. Current knowledge about mental disorders, substance−use disorders and co−occurring disabilities and treatment methods.


8m. Recovery concepts and principles which ensure that services and supports promote consumer hope, healing, empowerment and connection to others and to the community; and are provided in a manner that is respectful, culturally appropriate, collaborative between consumer and service providers, based on consumer choice and goals and protective of consumer rights.


9. Current principles and procedures for providing services to children and adults with mental disorders, substance−use disorders and co−occurring disorders. Areas addressed shall include recovery−oriented assessment and services, principles of relapse prevention, psychosocial rehabilitation services, age–appropriate assessments and services for individuals across the lifespan, trauma assessment and treatment approaches, including symptom self−management, the relationship between trauma and mental and substance abuse disorders, and culturally and linguistically appropriate services.


10. Techniques and procedures for providing non–violent crisis management for consumers, including verbal de–escalation, methods for obtaining backup, and acceptable methods for self–protection and protection of the consumer and others in emergency situations, suicide assessment, prevention and management.


11. Training that is specific to the position for which each employee is hired.


Note: Service facilitators, for example, need a thorough understanding of facilitation and conflict resolution techniques, resources for meeting basic needs, any 
eligibility requirements of potential resource providers and procedures for accessing these resources. Mental health professionals and substance abuse professionals 
will need training regarding the scope of their authority to authorize services and procedures to be followed in the authorization process.


(c) Ongoing training program. The CCS shall ensure that each staff member receives at least 8 hours of inservice training a year that shall be designed to increase the knowledge and skills received by staff members in the orientation training provided under par. (b). Staff shared with other community mental health or substance abuse programs may apply documented in−service hours received in those programs toward this requirement if that training meets the requirements under this chapter. Ongoing in− service training shall include one or more of the following:


1. Time set aside for in–service training, including discussion and presentation of current principles and methods of providing psychosocial rehabilitation services.


2. Presentations by community resource staff from other agencies, including consumer operated services.


3. Conferences or workshops.


(d) Training records. Updated, written copies of the orientation and ongoing training programs and documentation of the orientation and ongoing training received by staff members and volunteers shall be maintained as part of the central administrative records of the CCS. 
13. The agency is prepared to provide or facilitate the clinical supervision required for all CCS staff.

Just as staff need training in order to develop skills and attitudes to implement person-centered and recovery-based practices, clinical supervision guides the staff as they begin to use and explore the strengths and limitations of their new knowledge and skills.  HFS 36 requires that all staff working in CCS receive clinical supervision to assist them in this effort.

HFS 36.11 Supervision and clinical collaboration.


(1) (a) Each staff member shall be supervised and provided with

the consultation needed to perform assigned functions and meet the credential requirements of this chapter and other state and federal laws and professional associations.


(b) Supervision may include clinical collaboration. Clinical collaboration may be an option for supervision only among staff qualified under s. HFS 36.10 (2) (g) 1. to 8. Supervision and clinical collaboration shall be accomplished by one or more of the following:


1. Individual sessions with the staff member case review, to assess performance and provide feedback.


2. Individual side–by–side session in which the supervisor is present while the staff member provides assessments, service planning meetings or psychosocial rehabilitation services and in which the supervisor assesses, teaches and gives advice regarding the staff member’s performance.


3. Group meetings to review and assess staff performance and provide the staff member advice or direction regarding specific situations or strategies.


4. Any other form of professionally recognized method of supervision designed to provide sufficient guidance to assure the delivery of effective services to consumers by the staff member.


(2) Each staff member qualified under s. HFS 36.10 (2) (g) 9. to 22. shall receive, from a staff member qualified under s. HFS 36.10 (2) (g) 1. to 8. , day−to−day supervision and consultation and at least one hour of supervision per week or for every 30 clock hours of face−to−face psychosocial rehabilitation services or service facilitation they provide. Day−to day consultation shall be available during CCS hours of operation.


(3) Each staff member qualified under s. HFS 36.10 (2) (g) 1. to 8. shall participate in at least one hour of either supervision or clinical collaboration per month or for every 120−clock hours of face–to–face psychosocial rehabilitation or service facilitation they provide.


(4) Clinical supervision and clinical collaboration records shall be dated and documented with a signature of the person providing supervision or clinical collaboration in one or more of the following:


(a) The master log.


(b) Supervisory records.


(c) Staff record of each staff member who attends the session or review.


(d) Consumer records.


(5) The service director may direct a staff person to participate in additional hours of supervision or clinical collaboration beyond the minimum identified in this subsection in order to ensure that consumers of the program receive appropriate psychosocial rehabilitation services.


(6) A staff member qualified under s. HFS 36.10 (2) (g) 1. to 8. who provides supervision or clinical collaboration may not deliver more than 60 hours per week of face–to–face psychosocial rehabilitation services, clinical services and supervision or clinical collaboration in any combination of clinical settings.
14. The agency is interested in participating on the Coordination Committee, in quality improvement activities or other advisory activities.

System change requires that there is participation from all stakeholder groups.  Much of the emphasis during the pre-certification phase of CCS development is upon involving consumers, but of equal importance is finding providers who are willing to participate and to become more knowledgable about person-centered and recovery based services.
15. The agency is interested in possibly modifying its services to broaden the array of services available in CCS.

An on-going issue, especially in small counties, is how to broaden the array of services and/or the choices of providers available to consumers in their local county.  If an agency has good ratings in QI studies, it might well be that with encouragement the agency would consider offering additional services or increasing the array of interventions available to work within the services they currently provide.
