Community Psychiatric Support and Treatment – Youth
Critical Features and Provider Readiness Self-Assessment
NOTE: These readiness items are based on the DRAFT policies posted for informal public comment June 2026 and are for informal planning purposes only.
How to Use This Tool
This self-assessment is designed to help CPST-Youth providers evaluate their readiness to implement the CPST service as described in the draft DMAS policy. Work through each section with your leadership and clinical team. For each item, review the policy requirement, discuss the reflection questions, check your readiness level, and capture notes and action items for follow-up.
☐ Already meeting this requirement   ☐ Minimal changes needed to meet   ☐ Significant change to address

	A.  Trauma-Informed, Evidence-Based Policy — Critical Features

	

	A.1.  Service Goals, Including Caregiver Involvement for Youth

	Requirement: 
The goal of the CPST service is restoration to a youth’s best level of functioning by restoring the youth to their best developmental trajectory. This includes: (1) Restoration of positive family/caregiver relationships; (2) Prosocial peer relationships; (3) Community connectedness/social belonging; (4) Reduce or prevent psychiatric hospitalizations; (5) Identify and develop strengths; (6) Reduce the disabling symptoms of mental illness and assist in the recovery and resiliency of the individual; and (7) The ability to function in a developmentally appropriate manner within home, school, vocational and other community settings such as libraries, grocery stores, parks, and other public settings. Youth shall be served within the context of the family/caregiver relationships to assure that family/caregiver dynamics are addressed and are a primary part of the ISP.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Is this overall goal (restoration to best developmental trajectory) and the 7 specific goals reflected in your agency’s current services and approach? Are there goals that you will need to make program changes to emphasize or integrate more fully?
1. What are the policies and procedures you currently have in place to assure that family/caregiver dynamics are addressed and that services for young children are delivered in the caregiving context? What policies need to be updated?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet   
  ☐ Significant change to address
Notes / Action Items:
 
 

	


	A.2.  Use of Evidence-Based Practices Including Measurement-Based Care and CANS Lifetime

	Requirement: 
Use of trauma-informed and evidence-based principles, practices, and protocols are required for all agencies providing CPST Tier 1 and Tier 2. All providers shall incorporate appropriate research-based programming for both treatment planning and service delivery. Managing and Adapting Practice (MAP) is the framework required for youth-serving agencies. The CANS Lifetime assessment serves as the primary assessment for Level of Need (LON) placement and longer-term treatment planning and monitoring. To better inform treatment approaches and the monitoring of progress, in addition to the CANS Lifetime assessment, providers are strongly encouraged to utilize ongoing clinical assessments and symptom checklists to monitor service progress and inform treatment modifications.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
· What are your current policies and procedures that ensure that all staff are delivering trauma-informed and evidence-based principles, practices, and protocols? Are they consistent with the Managing and Adapting Practice (MAP) framework?
· Does your agency currently use a standardized assessment at intake, and is your staff already trained on the CANS for a different purpose? What changes to your assessment process or workflows will need to be made to use the CANS plus a diagnostic assessment as the initial assessment for entry into CPST?
· What measurement-based care policies and procedures do you currently have, and what measures do you regularly use?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet  
   ☐ Significant change to address
Notes / Action Items:
 
 

	

	A.3.  Referral to Standalone Evidence-Based Programs (EBPs)

	Requirement: 
The Virginia Medicaid behavioral health benefit includes several evidence-based practices available as standalone services. CPST is designed to serve individuals whose needs are not fully addressed by standalone EBPs, or for whom standalone EBPs are unavailable, inappropriate, or have been attempted and proven insufficient or maximum benefit has been achieved. Prior to authorizing CPST services — or if the individual has remained at the same Level of Need for 18 calendar months or more — individuals must be assessed for and referred to any clinically appropriate standalone EBPs for which they may meet admission criteria, regardless of whether the agency offers the EBP. Services that must be offered and referred to, if the individual meets admission criteria, include: Assertive Community Treatment, Coordinated Specialty Care, Functional Family Therapy, and Multisystemic Therapy. If an individual meets criteria for a standalone EBP but cannot access it, the provider shall: document which EBP(s) the individual qualifies for and the specific barrier(s); notify the individual’s MCO and coordinate to address access; document all referral efforts and outcomes; and include in the ISP a plan to transition to the standalone EBP when available.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. To what extent do your current policies and procedures consider referrals to standalone EBPs for specific presenting problems, and how familiar are your staff with the standalone EBPs listed here and their medical necessity criteria?
1. Do you have existing relationships with the providers of these services in your area, or do you need to form these relationships to implement this requirement?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet  
   ☐ Significant change to address
Notes / Action Items:
 
 

	

	A.4.  Training Requirements for Youth CPST Providers

	Requirement: 
To provide CPST Youth Services (Community or School Setting), all youth-serving agencies shall meet requirements for training and certification in Managing and Adapting Practice (MAP). MAP is a modular, flexible approach to guide treatment planning and leverage evidence-based principles for a range of common presenting problems. A MAP Credentialed Therapist means an LMHP/LMHP-type that has successfully completed: (a) The PracticeWise Direct Services Curriculum training; (b) Six months of consultation with PracticeWise; and (c) The MAP Therapist Portfolio review process. All LMHPs/LMHP-types who provide or supervise CPST services for youth shall be a MAP Credentialed Therapist or in the process of becoming one. LMHPs/LMHP-types shall have 18 calendar months from the effective date of the agency’s enrollment with DMAS for specialty 925. A newly hired LMHP/LMHP-type shall have 18 calendar months from their hire date to be credentialed as a MAP Credentialed Therapist. Each CPST agency shall have at least one LMHP who meets the criteria of a MAP Credentialed Therapist. All staff must complete the Foundational Skills Curriculum, which is statewide, virtual, and modular in nature (BHTs who have completed the BH Academy meet this requirement). For QMHPs and BHTs: must complete the CPST Intermediate Skills (IS) Curriculum on the statewide training platform.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Have you identified the staff person who will be your MAP “champion” and go through the trainings first? This may be the Clinical Director or another staff member who oversees cases/clients.
1. Does your agency currently use a different approach agency-wide, and if so, do you consider it complementary to MAP based on what you have learned about MAP so far?
1. Did you apply or get accepted as an initial participant in the MAP trainings offered by DBHDS? If not, what is your plan to become MAP-trained over the next 18 months?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet   
  ☐ Significant change to address
Notes / Action Items:
 
 

	



	B.  Collaborative Behavioral Health Services and LMHP Oversight

	

	B.1.  Full-Time Licensed Mental Health Professional on Staff (CPST Clinical Director)

	Requirement: 
Each CPST provider shall employ a full-time LMHP designated as the CPST Clinical Director, who provides clinical oversight of the CPST program. The Clinical Director shall be able to provide in-person services, with agency policies documenting how in-person support will be arranged within a clinically appropriate timeframe and the ability to travel to an individual’s location when clinically necessary. The Clinical Director may also serve as the LMHP Clinical Supervisor. DMAS shall allow the CPST Clinical Director and any LMHP Clinical Supervisor to hold an LMHP-type status with 50% or fewer of Board-approved supervision hours remaining before achieving independent licensure through DHP, through June 30, 2029. A CPST Clinical Director shall not simultaneously serve as the CPST Clinical Director for more than one DBHDS-licensed agency; however, a director may oversee both a youth and adult CPST program within the same DBHDS-licensed agency.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Has your agency identified the individual who will serve as the CPST Clinical Director for the youth program? Is that person a full-time employee?
1. If the designated Clinical Director is currently in LMHP-type status, does the individual have 50% or fewer of Board-approved supervision hours remaining?
1. Does the Clinical Director have geographic proximity and scheduling capacity to provide in-person services and support to staff when clinically or operationally needed? Do your agency’s policies currently document the process for arranging in-person Clinical Director support within a clinically appropriate timeframe?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet   
 ☐ Significant change to address
Notes / Action Items:
 
 

	

	B.2.  24/7 On-Call LMHP for Crisis Consultation

	Requirement: 
Each CPST provider must have policies and procedures ensuring that an experienced LMHP is available on-call for crisis consultation 24 hours per day, 7 days per week. This LMHP must have at least one year of experience working with individuals with Serious Mental Illness (SMI) or Serious Emotional Disturbance (SED). On-call consultation does not need to occur in every case; policies simply must ensure availability when needed.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency currently have a 24/7 on-call clinical consultation structure for youth behavioral health services?
1. Is the LMHP designated for on-call crisis consultation able to meet the one-year SMI/SED experience requirement? If not, how will this be addressed?
1. Does your agency have written policies and procedures governing the on-call crisis consultation system, including escalation protocols? What revisions are needed?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet  
   ☐ Significant change to address
Notes / Action Items:
 
 

	

	B.3.  Provider Accreditation

	Requirement: 
Providers shall be accredited 18 months from the effective date of the DMAS provider enrollment for CPST-Youth (provider specialty: 925). Providers shall submit with their DMAS enrollment application evidence of their initiation of the accreditation process or their formal accreditation. Updates to accreditation status shall be submitted to the DMAS enrollment system no more than 30 calendar days after an update occurs.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency currently hold accreditation from a recognized accrediting body? If so, does it cover youth community behavioral health services?
1. If your agency is not yet accredited, what is your plan to initiate and complete the accreditation process within 18 months of CPST-Youth enrollment?
1. Who is responsible at your agency for tracking accreditation timelines and submitting updates to DMAS within 30 days of any changes?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet   
  ☐ Significant change to address
Notes / Action Items:
 
 

	

	B.4.  Collaborative Behavioral Health Services and Team-Based Approach

	Requirement: 
CPST is delivered by a team of two or more professional and paraprofessional staff under the definition of collaborative behavioral health services (§54.1-3500). Services are delivered by a team including providers interacting directly with the individual/family and the licensed clinical supervisor overseeing the case. Members of a team serving an individual/family are in communication and working together; they are not completing their tasks in silos. It is the responsibility of the CPST Clinical Director and all LMHP Clinical Supervisors to ensure that all non-licensed staff practice within the scope of their education, training, and expertise and are not providing any services that require licensure.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. What policies and procedures do you currently have to ensure that staff involved in a youth client’s care are actively communicating and collaborating — not completing their work in silos (for example, communicating only through EHR entries, or using part-time clinicians not fully involved in treatment progression)?
1. How does your agency currently structure team-based communication for collaborative behavioral health services (e.g., case conferences, shared documentation, cross-discipline handoffs)?
1. What supervision and oversight mechanisms will the Clinical Director use to monitor scope-of-practice compliance among non-licensed staff?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet    
 ☐ Significant change to address
Notes / Action Items:
 
 

	

	B.5.  Supervision Requirements

	Requirement: 
DMAS Mental Health Services supervision shall be provided in accordance with the following minimum standards: LMHPs (full-time): at least monthly supervision; minimum 2 hours per calendar month (individual or group combined). Non-licensed staff (BHTs, QMHPs, QMHP-Ts, LMHP-R, LMHP-S, and LMHP-RPs) full-time: weekly supervision frequency; minimum 4 hours per month total, including a combination of individual, group supervision, and supervision-related activities. All supervision and supervision-related activities shall be documented and accessible upon request. LMHP-types shall also receive supervision in accordance with their respective DHP Board requirements. Where DHP Board-required supervision exceeds DMAS minimums, the higher DHP standard governs.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Is your clinical staff currently functioning on a regularly established supervision schedule that meets or exceeds these frequency and hour requirements? If not, who needs to be involved in determining that cadence, and what supports are needed from the agency for staff to attend regularly scheduled supervision?
1. How does your agency currently document supervision sessions and supervision-related activities to demonstrate compliance on audit?
1. For staff in LMHP-type status, how does your agency currently track DHP Board-required supervision hours? Are those supervisors employed by or under contract with your agency?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet   
  ☐ Significant change to address
Notes / Action Items:
 
 

	


	B.6.  Staff Caseloads

	Requirement: 
Appropriate caseloads will vary based on team composition, Level of Need scores, and staff experience, and shall be monitored by an LMHP Clinical Supervisor or CPST Clinical Director. For staff providing the primary components (Restorative Life Skills Training, Care Coordination, and/or Crisis Support), the weighted caseload shall not exceed 20. The formula is: Caseload = (# CPST Tier 2 Clients × 2.5) + (# CPST Tier 1 Clients). The caseload limit does not apply to license-eligible staff only providing Assessment, Treatment Planning (and 90-day follow-up), and Psychotherapy. The CPST provider shall keep an ongoing formal log of each staff’s caseload, using a six-month average per month to demonstrate compliance. Individual non-licensed staff may bill no more than 750 CPST units per calendar month, across all agencies in which they are employed. Compliance is assessed on a rolling 6-month average basis and is subject to audit. All CPST agencies shall require staff to disclose outside employment that includes the provision of Medicaid-billed services.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency currently have written policies and procedures regarding caseload limits that meet or can be updated to meet this standard? Do your current billing expectations of staff need to change to meet this standard?
1. What system will your agency use to calculate and track weighted caseloads (Tier 2 × 2.5 + Tier 1) on an ongoing basis and produce a six-month rolling average for audit purposes?
1. Does your agency currently require staff to disclose outside employment that includes the provision of Medicaid-billed services, and retain documentation of these disclosures? What policy will your agency put in place to meet this standard?
1. How will your agency monitor the 750-unit-per-month billing cap for non-licensed staff, including across multiple employing agencies?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet   
  ☐ Significant change to address
Notes / Action Items:
 
 

	



	C.  Required Service Components

	

	C.1.  Assessment, Treatment Planning, and Optional Psychotherapy (LMHP Components)

	Requirement: 
The LMHP, LMHP-R, LMHP-S, or LMHP-RP providing assessment, treatment planning, and psychotherapy components of CPST shall provide face-to-face services to the individual as clinically indicated and no less than every 90 calendar days. An LMHP may choose to have a QMHP or QMHP-T assist with gathering information and documentation for assessment and treatment planning activities; however, the LMHP is ultimately responsible for the monitoring, quality, completeness, and accuracy of all assessment activities, the diagnosis, and the ISP. Psychotherapy means the application of principles, standards, and methods of the LMHP profession in (i) conducting assessments and diagnoses for the purpose of establishing treatment goals and objectives and (ii) planning, implementing, and evaluating treatment plans. Psychotherapy shall be provided in accordance with the frequency identified in the ISP.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. How does your agency currently manage assessments for legacy services? Does your agency currently meet the 90-day face-to-face requirement? For example, looking at your current provision of legacy services, does your LMHP-type engagement tend to be based on clinical need, or meet only the minimum requirement across all individuals served?
1. How do LMHP-types and QMHPs at your agency currently work together to complete assessments and develop ISPs? What policies or workflows would need to change to ensure that each individual client receives an individualized clinical case conceptualization that drives the interventions carried out?
1. Does your agency currently offer psychotherapy? Is it integrated into treatment plans bridging psychotherapy and rehabilitative services? What policies or expectations need to be changed to ensure that psychotherapy is provided as a CPST component when clinically indicated?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet  
   ☐ Significant change to address
Notes / Action Items:
 
 

	

	C.2.  Restorative Life Skills Training

	Requirement: 
Restorative Life Skills Training means evidence-based therapeutic interventions designed to decrease symptoms of the mental health diagnosis, restore functional skills of daily living, build natural supports, and achieve identified person-centered goals as set forth in the ISP. Restorative Life Skills Training shall be focused on the individual’s ability to succeed in the community and show improvement in community and home functioning. Encounters occur in community locations where the person lives, works, attends school, or socializes. At least half of the Restorative Life Skills units rendered per service authorization shall be provided in-person.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency currently provide interventions that meet the definition of restorative life skills training? What additional development is needed to provide this service component?
1. Are there any cultural changes needed at your agency for staff to approach cases from a recovery orientation where, with the right supports and interventions, individuals and families can change their behavior and gain new skills to manage their symptoms and improve their functioning?
1. Are your staff already competent in evidence-based skills training for common presenting problems for youth? If so, what approaches are they using?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet   
  ☐ Significant change to address
Notes / Action Items:
 
 

	

	C.3.  Crisis Support

	Requirement: 
Crisis Support means an intervention to assist the individual and their natural supports in developing the capacity to prevent a crisis episode or reduce the severity of a crisis episode. Crisis support includes crisis planning, crisis avoidance, and crisis intervention. Crisis support assists the individual with effectively responding to or avoiding identified precursors or triggers that would risk their remaining in a natural community location. A crisis management plan shall be completed and reviewed and updated regularly. Crisis support shall be available and accessible 24 hours per day, 7 days per week, 365 days per year. In-person response shall be available when the individual’s crisis mitigation plan indicates it is necessary or when the clinical situation requires it.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency currently develop crisis mitigation plans for youth being served in rehabilitative services? Do crisis plans have individualized, scaffolded components that involve engaging with the rehabilitative service provider, or do they suggest that the individual call a crisis provider in the case of a crisis?
1. What policies and workflows will your agency need to change to provide integrated crisis supports to youth in your care and focus on the prevention of crises?
1. Are your staff already competent in developing Crisis Mitigation Plans for youth and families?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet  
   ☐ Significant change to address
Notes / Action Items:
 
 

	

	C.4.  Care Coordination

	Requirement: 
Care Coordination shall include: Consistent and regular communication with the individual’s MCO Care Manager and Community Services Board Case Manager (if applicable), including updates on the individual’s progress, any changes in Level of Need, and barriers to service access or goal achievement; and timely response to communication requested by an MCO Utilization Management Reviewer in connection with service authorization or concurrent review, including requests to communicate with the LMHP overseeing the case.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. How does your agency currently provide care coordination? Do your staff tend to have collaborative and communicative relationships with MCO care coordinators and CSB case managers?
1. Does your agency have existing relationships with standalone EBP providers such as Multisystemic Therapy or Functional Family Therapy?
1. What policies or culture changes do you need to put into place to meet these care coordination requirements?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet   
  ☐ Significant change to address
Notes / Action Items:
 
 

	

	C.5.  Rehabilitative Skills Practice (CPST Tier 2 Only)

	Requirement: 
Rehabilitative Skills Practice (CPST Tier 2 Only): Rehabilitation skills practice means practice of skills through the collaborative behavioral health model as identified in the ISP. Activities include rehabilitation interventions and individualized, collaborative, hands-on training to build developmentally appropriate skills. The intent is to promote personal independence and autonomy through the restoration of skills in self-management, symptom management, interpersonal relationships, communication, and problem solving. All Rehabilitative Skills Practice shall be provided in-person and one-to-one.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency plan to enroll in Tier 2? If so, do the services you currently offer fit with the conceptualization of hands-on rehabilitation skills practice?
1. Do you plan to hire Behavioral Health Technicians (BHTs) to provide the rehabilitation skills practice component, or plan to have QMHP/QMHP-Ts fulfill this role for Tier 2 clients?
1. How will your agency ensure that all rehabilitation skills practice is consistently delivered in-person and one-to-one? What scheduling and documentation structures support this?

	Self-Assessment:  ☐ Already meeting this requirement     ☐ Minimal changes needed to meet    
 ☐ Significant change to address
Notes / Action Items:
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