TEXAS DEPARTMENT OF STATE HEALTH SERVICES QUALITY ASSURANCE

CHILDREN WITH SPECIAL HEALTH CARE NEEDS SERVICES PROGRAM (CSHCN SP)

CASE MANAGEMENT ON-SITE RECORD REVIEW CHECKLIST

Agency Name:

Date of Review:

Clinic Site / Location:
Instructions:  Please review the CSHCN SP Case Management Monitoring Instructions and Standard Statements document noting that all criteria may not be applicable to every case record.  When transferring the results to the CSHCN SP Case Management On-Site Evaluation Report, greater than 80% equals compliance.  Leave notes for the contractor to correct or update deficient case records, as appropriate. Review a variety of records and only the portion of the file/record since the last CSHCN SP site visit.
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	CSHCN SERVICES PROGRAM TOOL CRITERIA
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	TOTAL

	Case Management Responsibilities (Section II)
	
	
	
	
	
	

	1. The case manager has assumed the overall responsibility for assisting the family in accessing the appropriate local services for the child/youth (II.1.a)
	
	
	
	
	
	

	2. The case manager has developed knowledge of appropriate local health and social services (II.1.b)
	
	
	
	
	
	

	3. The case manager identifies the need and performs case management functions within specified time frames (II.1.c).
	
	
	
	
	
	

	4. The case manager maintains accurate and current documentation of evaluations, assessments, needs, services, progress, financial data, and all other categories of information required in each individual's record (II.1.d).
	
	
	
	
	
	

	5. The case manager understands and subscribes to the philosophy and values of culturally relevant education, empowerment, and community integration (II.1.e).
	
	
	
	
	
	

	6. The case manager works to ensure that the family makes informed decisions (II.1.f).
	
	
	
	
	
	

	7. The case manager is in regular contact with the individual and family to discuss progress, problems, and plans (II.1.g).
	
	
	
	
	
	

	8. The case manager provides services in a family-centered manner, in partnership with the child/youth and family or an individual of any age with Cystic Fibrosis (II.1.h).
	
	
	
	
	
	

	Purpose and Program Expectations (Section IV)
	
	
	
	
	
	

	9. Contractor provides a single point of access to services for comprehensive care and support which draw upon community resources for the provision of those services (IV.1.a).
	
	
	
	
	
	

	10. Contractor links the individual with a medical home to ensure comprehensive,
coordinated, and high quality medical care (IV.1.b).
	
	
	
	
	
	

	11. Contractor supports the family in sharing or assuming primary responsibility for their child’s case management, as appropriate (IV.1.c).
	
	
	
	
	
	

	12. Case manager serves as liaison between the individual/family and the providers of services. (IV.1.d).
	
	
	
	
	
	

	Contract Services – General (Section V)
	
	
	
	
	
	

	13. Contractor procedures allow levels of care and activities appropriate to the family’s needs or preferences (V.1).
	
	
	
	
	
	

	14. Individual/family has given permission for agency to share information concerning diagnosis, treatment, prognosis, and resources among all members of the service team including family, and agency documents this process (V.2).
	
	
	
	
	
	

	Eligibility (Section VI)
	
	
	
	
	
	

	15. 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 conditions and who also require health and related services of a type or amount beyond that required by children generally.  Services may also be provided for a client of any age with Cystic Fibrosis (VI.1).
	
	
	
	
	
	

	16. 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. (VI.2).
	
	
	
	
	
	

	Assessment (Section VII)
	
	
	
	
	
	

	The Contractor conducts an assessment of the  individual’s/family’s needs that:
	
	
	
	
	
	

	17. includes at a minimum, the child/youth, family or guardian, and other individuals who have been/are involved in the child's care;  (VII.1.a);
	
	
	
	
	
	

	18. forms the basis for the comprehensive individualized service plan (VII.1.b);
	
	
	
	
	
	

	19. includes assessment of medical needs (VII.1.c);
	
	
	
	
	
	

	20. includes assessment of developmental needs (VII.1.d);
	
	
	
	
	
	

	21. includes assessment of educational needs (VII.1.e);
	
	
	
	
	
	

	22. includes assessment of financial needs (VII.1.f);
	
	
	
	
	
	

	23. includes assessment of social and other needs (VII.1.g);
	
	
	
	
	
	

	24. 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 (VII.1.h);
	
	
	
	
	
	

	25. documents if the child has health insurance and what type; e.g. Medicaid, CHIP, CSHCN Services Program, or other (VII.1.i);
	
	
	
	
	
	

	26. identifies the child's medical home (VII.1.j);
	
	
	
	
	
	

	27. 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 (VII.1.j.1);
	
	
	
	
	
	

	28. discusses and initiates planning for Transition to adulthood (VII.1.k);
	
	
	
	
	
	

	29. discusses and initiates permanency planning activities (VII.1.l); and
	
	
	
	
	
	

	30. is updated as needed, at least annually (VII.1.m).
	
	
	
	
	
	

	Individual Service Plan/ ISP (Section VIII)
	
	
	
	
	
	

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

	32. The ISP is person and family-centered, community-based, and culturally effective (VIII.2).
	
	
	
	
	
	

	33. The ISP documents person and family-centered, short- and long-term goals (VIII.3)
	
	
	
	
	
	

	34. The ISP identifies and specifically addresses plans related to obtaining a medical home (VIII.4.a).
	
	
	
	
	
	

	35. The ISP identifies and specifically addresses plans related to permanency planning, as appropriate (VIII.4.b)
	
	
	
	
	
	

	36. The ISP identifies and specifically addresses plans related to obtaining health insurance, as appropriate (VIII.4.c.)
	
	
	
	
	
	

	37. The ISP identifies and specifically addresses comprehensive planning for Transition to adulthood, as appropriate; (VIII.4.d)
	
	
	
	
	
	

	38. The ISP identifies and specifically addresses comprehensive planning for transitions/transfers including home-to-hospital, hospital-to-home, and home-to-school, as appropriate; (VIII.4.e)
	
	
	
	
	
	

	39. The ISP identifies and specifically addresses comprehensive planning for end-of-life services, as appropriate; (VIII.4.f)
	
	
	
	
	
	

	40. The ISP identifies and specifically addresses the person(s) responsible for coordination and delivery of specific services (VIII.4.g).
	
	
	
	
	
	

	41. The ISP identifies and specifically addresses the timeline for delivery and/or completion of services, and is mark when completed (VIII.4.h).
	
	
	
	
	
	

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

	43. The ISP is dated and signed by the case manager and parent/guardian or client (if appropriate) prior to implementation (VIII.6).
	
	
	
	
	
	

	Tracking / Follow-up (Section IX)
	
	
	
	
	
	

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

	45. ensures timely contact with the individual/family according to program guidelines/protocols, the ISP, or individual/family needs (IX.1.a);
	
	
	
	
	
	

	46. has an effective system for follow-up scheduling (IX.1.b);
	
	
	
	
	
	

	47. tracks and follows up on appointments that are not kept (IX.1.c);
	
	
	
	
	
	

	48. tracks and follows up on referrals to other providers (IX.1.d);
	
	
	
	
	
	

	49. tracks and follows up on linkages to health, educational and community resources (IX.1.e);
	
	
	
	
	
	

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

	Cultural Effectiveness  (Section X)
	
	
	
	
	
	

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

	Access to Insurance and Payment for Services (Section XII)
	
	
	
	
	
	

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

	53. No one is denied services based on the inability to pay (XII. 2).
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