Community Psychiatric Support and Treatment – Adult/Community
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-Adult/Community 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 for Adults

	Requirement: 
CPST services for adults are expected to achieve the following goals: (1) Reduce the disabling symptoms of mental illness and assist in the recovery and resiliency of the individual; (2) Assist individuals in stabilizing acute symptoms of a mental illness; (3) Assist individuals in coping with chronic symptoms; (4) Reduce the impact of illness-related factors that interfere with independent living; (5) Reduce or prevent psychiatric hospitalizations; (6) Identify and develop strengths; (7) Focus on recovery; (8) Require minimal ongoing professional intervention and achieve optimal community integration. Adults participating in the service choose natural supports who are involved in their care.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Are these recovery-oriented goals reflected in your agency's current adult services and practice culture?
1. Which goals will require changes to how your staff currently approach service delivery (e.g., reducing hospitalizations, building natural supports, promoting independence)?
1. What policies and procedures do you currently have to ensure services are strengths-based, trauma-informed, and person-centered? What needs updating?
1. How does your agency currently engage adult clients in identifying and activating their own natural supports? What structures support this?

	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: 
All agencies providing CPST Tier 1 and Tier 2 are required to incorporate trauma-informed and evidence-based principles, practices, and protocols into both treatment planning and service delivery. The CANS Lifetime assessment is the primary tool for Level of Need (LON) identification and longer-term treatment planning and monitoring. LMHPs and LMHP-types providing supervision, assessment, treatment planning, or psychotherapy shall seek training in at least one of the following required EBP approaches:
1. Transdiagnostic Cognitive Behavioral Therapy
1. Cognitive Behavioral Therapy for Anxiety
1. Cognitive Behavioral Therapy for Mood
1. Cognitive Behavioral Therapy for Personality Disorders
1. Cognitive Behavioral Therapy for Psychosis (CBT-p)
1. Cognitive Behavioral Therapy for Trauma
Providers are also strongly encouraged to use ongoing clinical assessments (e.g., DLA-20, PHQ-9, C-SSRS, WHODAS) to monitor progress and inform treatment modifications.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. What are your current policies and procedures ensuring all staff deliver trauma-informed and evidence-based principles and practices?
1. Which of the required EBP approaches are your LMHPs/LMHP-types already trained in? Which will require new training, and what is your plan to achieve that within your implementation timeline?
1. Does your agency currently use a standardized assessment at intake? Is staff already trained on the CANS Lifetime for a different purpose, or will CANS training be new?
1. What measurement-based care practices does your agency currently use (e.g., routine symptom monitoring with validated tools)? What additional practices will you need to implement?
1. Does your agency have policies and procedures that clearly identify which EBP protocols, principles, practices, and/or policies you are incorporating and how staff are trained in those elements?

	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. Prior to seeking authorization of 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 criteria, include:
1. Assertive Community Treatment
1. Coordinated Specialty Care
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 adult service policies require consideration of referrals to standalone EBPs prior to initiating rehabilitative services?
1. How familiar are your clinical staff with the admission criteria for ACT, Coordinated Specialty Care, so they can accurately determine whether a referral is warranted?
1. Do you have existing collaborative relationships with providers of these standalone EBP services in your service area? If not, what steps will your agency take to form these relationships?
1. What documentation workflows will you need to put in place to meet the referral tracking and MCO notification requirements?

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

	

	A.4. Required Training for CPST – Adult/Community Staff

	Requirement: 
All staff providing CPST services to adults shall complete training based on their professional credential. Requirements are as follows:
1. LMHPs (including all LMHP-types): Foundational Skills Curriculum (FSC) plus documented training/credentialing in at least one required EBP (see A.3).
1. QMHPs (including trainees): Foundational Skills Curriculum (FSC) plus CPST Intermediate Skills (IS) Curriculum.
1. Behavioral Health Technicians (BHTs): DBHDS BHT Academy plus CPST Intermediate Skills (IS) Curriculum.
The Foundational Skills Curriculum and Intermediate Skills Curriculum are accessed through DBHDS' Learning Management System. All staff shall have 12 calendar months from the effective date of the agency's enrollment with DMAS for specialty 926 to complete all required training. Newly hired staff shall have 12 calendar months from their hire date to complete all training. Documentation of training completion shall be submitted to the Center for Evidence-Based Partnerships (CEP-VA) at VCU.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Have you inventoried your current adult CPST staff (or anticipated staff) by credential type to understand which training pathways apply to each person?
1. Which staff will need to complete the Foundational Skills Curriculum, and which will additionally need the CPST Intermediate Skills Curriculum? Do any need the BHT Academy?
1. What is your agency's plan to enroll staff in the DBHDS Learning Management System and monitor completion of required training modules within the 12-month timeline?
1. For LMHPs and LMHP-types, which required EBP(s) will you prioritize for training? How will your agency document and verify credentialing in these approaches?
1. What process will you use to track and document training completion for submission to CEP-VA at VCU?

	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 overall clinical and programmatic oversight responsibility for 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. DMAS shall honor specific DBHDS variances regarding the Clinical Director through 06/30/2029. 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 adult 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?
1. Do your agency's policies currently document the process for arranging in-person Clinical Director support within a clinically appropriate timeframe? If not, what needs to be developed?
1. If the Clinical Director will also serve as the LMHP Clinical Supervisor, is their overall workload structured to allow them to fulfill both sets of responsibilities without compromise to quality or safety?

	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). 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 adult behavioral health services?
1. Is the LMHP designated for on-call crisis consultation able to meet the one-year SMI 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?
1. How will the on-call system be structured to ensure coverage during staff leave, turnover, and high-volume periods?

	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-Adult/Community (provider specialty: 926). 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 adult 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-Adult enrollment?
1. Who is responsible at your agency for tracking accreditation timelines and submitting updates to DMAS within 30 days of any changes?
1. What resources or supports will your agency need to achieve and maintain accreditation?

	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). Agencies shall ensure all team members serving an individual communicate and collaborate to meet supervision, oversight, and documentation requirements. CPST Tier 1 teams shall include an LMHP and may also include an additional LMHP, LMHP-type, QMHP, or QMHP-T. CPST Tier 2 teams shall meet all Tier 1 requirements and may additionally include a BHT for the rehabilitation skills practice component only. The CPST Clinical Director and all LMHP Clinical Supervisors are responsible for ensuring that 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 an adult client's care are actively communicating and collaborating—not completing their work in silos?
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. Do your policies clearly articulate which service components may be delivered by which credential types (LMHP, LMHP-type, QMHP, QMHP-T, BHT)?
1. If you are planning to provide Tier 2, how will you structure BHT roles and ensure they are limited to the rehabilitation skills practice component only?
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:
1. LMHPs (full-time): Monthly supervision; minimum 1 hour per calendar month (individual or group combined).
1. LMHP-types, QMHPs, QMHP-Ts, BHTs (full-time OR part-time with 10 or more cases): Weekly supervision frequency; minimum 2 hours per month (at least 1 hour individual); minimum 4 hours per month total including supervision-related activities.
1. LMHP-types, QMHPs, QMHP-Ts, BHTs (part-time with fewer than 10 cases): Weekly supervision frequency; minimum 1 hour per month; minimum 2 hours per month total including 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. Board-required supervision satisfies CPST requirements only if provided by an LMHP employed by or under contract with the CPST agency. Note: The LMHP minimum does not apply to an LMHP serving as the sole Clinical Director providing all LMHP-required services.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Is your adult clinical staff currently functioning on a regularly established supervision schedule that meets or exceeds these frequency and hour requirements?
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?
1. Do your agency's supervision practices incorporate all three functions described in the policy: educational/clinical, regulatory compliance, and supportive functions?
1. What infrastructure (scheduling, documentation templates, LMS tracking) does your agency need to put in place or strengthen to consistently meet these supervision standards?

	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). LMHP Clinical oversight caps are as follows:
1. Primarily LMHP/LMHP-types: not more than 120 unweighted cases per calendar month.
1. Mixed teams (LMHP-types + paraprofessionals): not more than 100 unweighted cases per calendar month (Clinical Director determines appropriate cap based on team composition).
1. Primarily QMHPs, QMHP-Ts, or BHTs: not more than 75 unweighted cases per calendar month.
Individual non-licensed staff may bill no more than 750 CPST units per calendar month, across all agencies in which they are employed. Compliance with billing caps 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. The CPST provider shall keep an ongoing formal log of each staff's caseload, using a six-month average per month to demonstrate compliance.

	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?
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. Do you have a process for requiring and documenting staff disclosure of outside Medicaid-billed employment? Does this need to be created or updated?
1. How will your agency monitor the 750-unit-per-month billing cap for non-licensed staff, including across multiple employing agencies?
1. What is the anticipated team composition for your adult CPST program, and which LMHP clinical oversight cap (75, 100, or 120 cases) will apply? Is that manageable for your intended Clinical Supervisor?

	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 Including CANS Lifetime

	Requirement: 
A CANS Lifetime assessment shall be completed no more than 30 calendar days prior to submission of a preservice authorization request for CPST. The assessment shall be conducted by an LMHP or LMHP-type, in person with the individual, in the individual's home or another location of the individual's/family/caregiver's choice. LMHP or LMHP-type must be trained and certified to administer the CANS Lifetime. Assessments completed by an LMHP-type require LMHP review and co-signature. A CANS Lifetime completed by another DMAS-enrolled provider within the previous 12 calendar months may be used, subject to specific review and attestation requirements. Assessments shall be performed at least once every 365 days until discharge. A QMHP may assist with gathering information and documentation for assessment activities, but the LMHP retains full clinical responsibility for accuracy, completeness, and quality of all assessments and diagnoses.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Which staff at your agency will be responsible for conducting CANS Lifetime assessments for adult CPST clients? Are they or will they be CANS-certified prior to service launch?
1. Does your agency currently conduct in-person assessments in individuals' homes or community locations, or will this represent a workflow change?
1. What is your process for LMHP review and co-signature of assessments completed by LMHP-types? How will this be documented in your EHR?
1. How will you handle situations where a recent CANS from another provider is available? What documentation workflows support the review, attestation, and clinical update process?
1. Does your agency currently use a standardized assessment process at intake for adult rehabilitative services? What changes to assessment forms and workflows are needed to incorporate the CANS Lifetime?

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

	

	C.2. Treatment Planning and the Individual Service Plan (ISP)

	Requirement: 
Treatment planning shall be provided by an LMHP or LMHP-type and conducted face-to-face in collaboration with the individual and their natural supports. The ISP shall be authorized and overseen by an LMHP. ISPs shall be formally reviewed at least every 90 calendar days, or more frequently based on individual need, with the review completed face-to-face and including the LMHP/LMHP-type, CPST team members, and the individual. The ISP shall document activities, trauma-informed and evidence-based interventions, the specific EBP protocols and principles incorporated into treatment, and the professional type responsible for delivering each approach. The ISP shall be signed by the individual, all CPST team members working with the individual, and the LMHP Clinical Supervisor. The use of a MAP-compatible ISP dashboard that includes all required components shall be considered to meet ISP criteria.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. How does your agency currently manage treatment planning for adult legacy services? Does your LMHP/LMHP-type engagement in planning tend to be based on clinical need, or does it meet only minimum requirements?
1. What policies or workflows would need to change to ensure that each adult client receives an individualized, evidence-based clinical case conceptualization that actively drives the ISP and is reviewed at least every 90 days?
1. Does your current ISP format include documentation of specific EBP protocols and principles, the professional type responsible for each approach, and a clinical statement supporting appropriateness for the individual? If not, what redesign is needed?
1. How does your agency currently obtain and document required ISP signatures (individual, team members, LMHP Clinical Supervisor)? What changes to your EHR or workflow are needed?
1. Are your staff prepared to conduct ISP reviews face-to-face in community settings? What training or policy changes are needed to support this?

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

	

	C.3. Required LMHP Face-to-Face Contact

	Requirement: 
The LMHP or LMHP-type responsible for assessment, treatment planning, and psychotherapy shall conduct a face-to-face contact with each individual at least once every 90 calendar days, documented in a progress note. This is a minimum standard; the ISP shall specify a clinically appropriate frequency based on the individual's Level of Need. Each contact shall include at least one of the following: (1) a formal review and update of the ISP; (2) a clinical reassessment of functional status and progress toward ISP goals; or (3) a psychotherapy session addressing treatment goals.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency currently meet a 90-day face-to-face contact requirement for the LMHP or LMHP-type involved in adult rehabilitative services? Looking at your current provision of legacy services, does LMHP-type engagement tend to exceed the minimum, or just meet it?
1. What tracking mechanisms does your agency use to ensure that 90-day contacts are not missed across your adult caseload?
1. How does your agency currently document whether a face-to-face contact included an ISP review, clinical reassessment, or psychotherapy session? What changes to progress note templates are needed?
1. What is your plan for ensuring 90-day contacts occur consistently even during staff transitions, leave, or high caseload periods?

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

	

	C.4. Psychotherapy (Optional Service Component)

	Requirement: 
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 by an LMHP or LMHP-type acting within their scope of practice and in accordance with the frequency identified in the ISP. Psychotherapy may be provided individually or in a group (maximum ratio: 1 LMHP/LMHP-type to 10 adults) and via telemedicine if deemed clinically appropriate. When psychotherapy is provided, an additional 16 units per month may be requested in the service authorization; those units shall only be billed for the provision of the psychotherapy component.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency currently offer psychotherapy as part of adult rehabilitative or behavioral health services? Is it integrated into treatment plans in a way that bridges psychotherapy with skills-based interventions?
1. Are your LMHPs/LMHP-types trained in evidence-based therapeutic modalities that qualify as psychotherapy for the adults you serve (e.g., CBT, DBT, trauma-focused approaches)?
1. What policies or expectations need to be created or revised to ensure that psychotherapy is documented separately in billing using the correct procedure code/modifier combination when clinically indicated?
1. If your agency plans to provide group psychotherapy, do you have the capacity to maintain a maximum ratio of 1 clinician to 10 adults? What scheduling and space considerations apply?
1. What is your process for documenting clinical appropriateness of telehealth delivery for psychotherapy sessions?

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

	

	C.5. 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, or socializes. At least half of the Restorative Life Skills units rendered per service authorization shall be provided in-person. Restorative Life Skills Training may be provided via telemedicine (not exceeding half of units per week) only if clinically appropriate, documented in the ISP and progress note, and approved in consultation with the LMHP Clinical Supervisor. Group delivery is permissible (maximum ratio: 1 staff to 10 adults). For Tier 2, at least half of restorative life skills units per service authorization shall be provided individually (one-to-one); the remainder may be group.

	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 for adults (community-based, skills-focused, tied to ISP goals)? What additional development is needed?
1. Are your staff competent in evidence-based skills training approaches for common adult presenting problems (e.g., symptom management, coping skills, communication, daily living skills)?
1. What cultural or practice changes are needed for your staff to approach services from a recovery orientation where individuals can genuinely build new skills?
1. What workflows and documentation templates will you need to track and demonstrate compliance with the in-person vs. telehealth unit ratio requirements per service authorization?
1. If planning for Tier 2, how will you structure scheduling and assignments to ensure that at least half of restorative life skills units are delivered individually (one-to-one)?

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

	

	C.6. Crisis Support

	Requirement: 
Crisis support means an intervention to assist the individual and their natural supports in developing the capacity to prevent, avoid, or reduce the severity of a crisis episode. It includes crisis planning, crisis avoidance, and crisis intervention. A crisis mitigation plan shall be completed and signed by all team members and the individual no more than 30 calendar days after admission and reviewed and updated regularly. Crisis support shall be available and accessible 24 hours per day, 7 days per week, 365 days per year. Before referring to any external crisis resource, the CPST provider shall attempt internal crisis support consistent with the individual's crisis mitigation plan, except in defined acute crisis conditions (immediate physical danger, active suicidal/homicidal ideation with plan and means, need for immediate medical assessment beyond CPST scope, or unknown location requiring emergency location services). Individuals shall be educated on how to access 988 independently; self-initiated use of 988 shall not be counted against the provider's crisis support obligations.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. Does your agency currently develop individualized crisis mitigation plans for adult clients being served in rehabilitative services? Do these plans have tiered, individualized components, or do they primarily direct individuals to call crisis lines or go to the ER?
1. What policies and workflows will your agency need to develop or revise to ensure a crisis mitigation plan is completed within 30 calendar days of admission for every adult CPST client?
1. How does your agency currently provide 24/7 crisis support availability for adult clients? Is that through an after-hours line, on-call clinician, or another mechanism? How does this align with the policy requirements?
1. What training do your staff need in developing tiered, prevention-focused crisis mitigation plans? Are staff currently competent in crisis de-escalation and safety planning?
1. How will your agency document crisis support interventions, including the specific attempts at internal support made prior to any external referral, in accordance with the documentation requirements?

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

	

	C.7. Care Coordination

	Requirement: 
Care Coordination means consultation, collaboration, and coordination among providers and others involved in the individual's treatment to improve restorative care, identify and access needed activities and supports, and align service plans. Required care coordination activities include:
1. Consistent and regular communication with the individual's MCO Care Coordinator 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.
1. 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.
1. When the CANS Lifetime indicates an individual meets criteria for a standalone EBP but the EBP is not available, the provider shall document all referral efforts, coordinate with the MCO to explore access options, and document coordination of a warm handoff when the EBP becomes available.
1. If an individual has remained at the same Level of Need for 18 calendar months without improvement, the provider shall notify the individual's MCO and, in coordination with the MCO, develop a plan to refer to an appropriate EBP.

	Reflection: 
Please consider the following questions and discuss internally with your agency:
1. How does your agency currently provide care coordination for adult behavioral health clients? Do staff have established, collaborative relationships with MCO care coordinators and CSB case managers?
1. What policies or culture changes are needed to ensure timely, consistent communication with MCOs and other providers—including proactive notification when Level of Need changes or barriers arise?
1. Does your agency have a process for responding to MCO Utilization Management Reviewers' requests promptly, including arranging for LMHP involvement in those communications?
1. Do you have existing relationships with ACT, Coordinated Specialty Care, or other standalone EBP providers in your area? What steps are needed to build those relationships to support warm handoffs?
1. What documentation system will your agency use to track and evidence care coordination activities for audit and concurrent review purposes?

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

	

	C.8. Rehabilitative Skills Practice (CPST Tier 2 Only)

	Requirement: 
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 skills in self-management, symptom management, interpersonal relationships, communication, and problem solving. All rehabilitation skills practice shall be provided in-person—it cannot be provided via telehealth. Rehabilitation skills practice shall be provided on a one-to-one basis for all individuals receiving CPST Tier 2 services. It may be provided by an LMHP, LMHP-type, QMHP, QMHP-T, or BHT. For Tier 2, at least half of restorative life skills units per service authorization shall be provided individually; the remaining units may be in a group.

	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 will QMHP/QMHP-Ts fulfill this role?
1. If using BHTs, what is your plan for hiring, onboarding, and training them in the required DBHDS BHT Academy and CPST Intermediate Skills Curriculum?
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?
1. What policies will govern coordination between the staff providing assessment/treatment planning/psychotherapy and those providing rehabilitation skills practice, to ensure genuine collaborative behavioral health integration?

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



