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2007 TENTATIVE CONTRACT ALLOCATIONS
BEHAVIORAL HEALTH DIVISION




          2007*




      Tentative
Recommended Programs 
                Allocations
Service Access and Prevention C2
$TBD
Inpatient and Institutional Care: Secure Emergency Detoxification C3  $TBD
Outpatient Treatment Program C2 
$TBD                                                                                   

Employment Programs C2
$TBD
Community Living Support Services C1
$TBD
  
Protective payee

  
Drop in Center


Psychosocial Rehabilitation Program (Clubhouse Model) 
Community Based Residential Programs C3
$TBD
Targeted Case Management Program (TCM) C1
$TBD
Community Support Program (CSP) C2
$TBD
Behavioral Health Division has a three-year contract cycle. All programs are required to submit full applications annually, although applications are only subject to full panel review prior to renewal at the beginning of a three-year cycle. Assuming satisfactory performance and continued availability of funds, programs are given two one-year contract extensions during the years their applications are not reviewed by a full panel. In 2007, Cycle I Programs are subject to the full panel review and cycle II and cycle III programs will be eligible for contract extensions.

C1 = Cycle I Programs; C2 = Cycle II Programs; C3 = Cycle III Programs
Note: New applications are not being accepted this year for all programs. Agencies currently under contracts to provide Cycle II and Cycle III programs will be submitting continuation of service proposals, i.e. no expansion of services and an abbreviated review will be performed.
* Final 2007 allocations are contingent on the 2007 adopted budget.

DELINQUENCY AND COURT SERVICES DIVISION




          2007*





      Tentative
Recommended Programs
    Allocations
In Home Monitoring Program (includes two components)


Full Monitoring Program
$115,404


Electronic Monitoring Only Program (EMOP)
$TBD


GRAND TOTAL
$115,404
*Final 2007 allocations are contingent on the 2007 adopted budget.

DISABILITY SERVICES DIVISION




          2007*





      Tentative
Recommended Programs


    Allocations
ADVOCACY
$166,043


Advocacy/Consumer Education


WORK AND DAY SERVICES
$5,050,316

DD Work Programs & Adult Day Services
$807,316

DD Children’s Programs (Early Intervention Services)
$4,243,000
EMPLOYMENT PROGRAMS
$611,396

Employment Programs

COMMUNITY LIVING SUPPORT AND COMMUNITY RESIDENTIAL
$1,064,623

COMMUNITY LIVING SUPPORT                                                        $384,945


Recreation



Respite


Corporate Guardianship


Person-Centered Planning

     COMMUNITY RESIDENTIAL
$679,678

Supportive Living Programs


Supported Parenting


Assertive Case Intervention


GRAND TOTAL
$6,892,378
*Final 2007 allocations are contingent on the 2007 adopted budget.

ECONOMIC SUPPORT DIVISION





           2007***




       Tentative
Recommended Programs
  Allocations
Interim Disability Assistance Program (IDAP) Recovery*


$ 45,000

Assistance for SSI applicants who are applying for or currently

receiving IDAP benefits.

Community Information Line (211)*





$ 380,000**

Centralized 24 hour information and referral service.

Energy Assistance Outreach






$ 272,730

Provision of case management services to LIHEAP (see below) recipients

who have difficulty paying for utility and heating services, as well as 
presentation of workshops to the Department’s customers with energy

assistance issues.

Low Income Home Energy Assistance Program (LIHEAP)*

$1,116,457

Administration of the application process of regular and emergency

energy assistance, and the provision of crisis and supportive case 
management.

Drop-In Child Care Center – Marcia P. Coggs Human Services Ctr.*
$ 125,000

Administration of the drop-in childcare center at 1220 W. Vliet St., providing

care for the children of the childcare, food stamp, medical assistance, and 

energy assistance applicants/recipients who are in the building taking care 

of their cases.








          GRAND TOTAL:      $1,939,187**

*New applications are not accepted for these programs as they are purchased from designated service agencies.  The designated provider agencies are required to apply according to the Year 2007 Purchase of Service Guidelines Technical Requirements pp. 7-9.  

**$80,000 of this funding will be provided by Milwaukee County Behavioral Health Division

***Final 2007 allocations are contingent on the 2007 adopted budget.


Section 1

Behavioral Health Division

Program Descriptions

Service Access and Prevention

Program #A001
This program area consists of a variety of services designed to increase the community’s understanding of substance abuse issues, prevention, and intervention strategies.  Applicants applying for this program must meet the requirements of HFS 75.04 (see Program Definitions).

A program will be funded that has an emphasis in the Category of “Selective Measures” with a primary focus on adolescents.

The program will solicit vendors to plan and implement prevention programs that build on the public health framework and understand the relationship between substance abuse problems, the individual, and the environment.

The proposed programs will incorporate researched prevention strategies in their program and design.  The programs will fund projects that clearly target the juvenile population relative to AODA prevention and specific interventions. 

· Primary Interventions should target general population groups, mass media, school-based health curriculum, without reference to those at particular risk.  All members of a community, not just specific individuals or groups within a community, benefits from a universal prevention effort.

· Selective Interventions should target those who are at greater-than-average risk for substance use, mentoring programs aimed at children with school performance or behavioral problems. Targeted individuals are identified on the basis of the nature and number of risk factors of substance use to which they may be exposed.

· Other Selective Interventions should be focused on juveniles who may already display signs of substance use or alcohol abuse. The other selective interventions should be designed to prevent the onset of regular or heavy substance use via utilizing parenting programs and other interventions.

Services proposed, including methods for measuring outcomes, must meet the requirements of HFS 75.04 (1) – (5).

Inpatient and Institutional Care: Secure Emergency Detoxification

Program #A007

The purpose of the Secure Emergency Detoxification (SED) program is to provide detoxification services in a non‑hospital-based facility to persons who are in withdrawal, are intoxicated, or are physically debilitated through the use of substances. The detoxification program is a basic component of the substance abuse treatment system. Persons intoxicated by or in withdrawal from substances and for whom it is inadvisable to return home, or whose medical and psychiatric status does not indicate a need for emergency or inpatient hospital treatment, are appropriate for the detoxification program. The program provides appropriate care and treatment in a medically supervised environment, and at the same time, offers the opportunity for further help with the substance abuse problem.

Persons who exhibit homicidal or suicidal ideation due to mental illness or substance abuse are brought to the Milwaukee County Behavioral Health Division Psychiatric Crisis Service (PCS) for assessment, evaluation, and treatment. It is clear that for many persons the homicidal or suicidal ideation is brought on because of the use of substances, and that they do not have a mental illness that requires acute care mental health treatment, yet they still remain in need of secure emergency detoxification services. Persons who come to PCS may be brought by family or friends, but most often are brought by law enforcement, either as an Emergency Detention or other police hold.

Target Population

The primary target population includes Milwaukee County residents who meet the admission criteria for the Secure Emergency Detoxification Program. It is anticipated that a large cross‑section of individuals will seek services and will be provided with a medical screen to determine their suitability for admission to the Detoxification Program. Such clients might include:

a. individuals brought to the unit in police custody; 

b. persons referred by hospitals including PCS, community agencies, or family members; 

c. homeless individuals referred by community agencies; and

d. self referrals.

The target population includes adults who initially present to the Milwaukee County Behavioral Health Division Psychiatric Crisis Service (PCS) with substance abuse or substance abuse with mental illness. It will be the responsibility of PCS to evaluate the mental and physical status of all patients referred directly from PCS and determine that they can be safely transferred to the Secure Emergency Unit.  Symptoms associated with mental illness include anxiety, depression, psychosis, mania, and personality problems. Common mental illness diagnosis may include depression, personality disorders, adjustment reactions, and occasionally psychotic episodes.  It is not always possible to determine those persons with a primary mental illness diagnosis, those patients with long‑term mental illness or primary functional psychosis (schizophrenia, bipolar illness), and those with major depression. Therefore, it may be more appropriate to admit those persons to the Behavioral Health Complex or to transfer them to the Behavioral Health Complex if previously admitted to the Secure Emergency Detoxification Program.

It is anticipated that those patients who present a danger to themselves or others because of primary substance abuse will be considered appropriate for admission to the Secure Emergency Detoxification Service. 

Intended Service Response of the Contracted Secure Drug Detoxification Service Provider

In order to provide optimum care, the program should meet the following objectives:

1. Provide an appropriate secure environment and services to address the needs of clients admitted to the program.

2. Ensure appropriate clients are served by establishing a mechanism for the detailed assessment of each client entering the program through use of the ASAM PPC-2R and CIWA. This would entail utilizing both physiological and psycho‑social measures for evaluating the level of intoxication, the mental status, and physical status (e.g. trauma) of a new client. Data derived from the assessment would be used:

a. for determining the suitability of a client's admission to the facility; 

b. in determining a medical emergency; 

c. in the planning and managing of a client's detoxification; and 

d. in motivating a client to change the drinking behavior.

3. Create a positive, supportive environment that can motivate the client toward a positive change in his/her lifestyle while respecting individual differences in client value systems, behaviors, and lifestyles.

4. Link the detoxifying client to the Behavioral Health Division’s contracted program providers in the substance abuse treatment and human service system. The necessity of networking with Recovery Support Coordinators, case management and other service providers is a requirement for the detoxification program in order to minimize service gaps for the client.

5. Ensure that linkages with community programs, health care institutions, and law enforcement are in place. Linkages should include:

a. community (municipal) law enforcement organizations;

b. Milwaukee County Corporation Counsel;

c. community hospitals;

d. community AODA treatment providers; and

e. linkages with the Milwaukee County  Behavioral Health Division’s Mental Health Complex for emergency services.

6. Utilize the CMHC client monitoring or tracking system pertaining to a client's interaction with treatment resources for purposes of:

a. crisis intervention;

b. program planning; and

c. verifying the agency's efforts in following up referrals to other programs without compromising the confidentiality of clients.

Persons who are stabilized to the point of not needing inpatient psychiatric care but still in need of detoxification/stabilization services would be transferred to the Secure Emergency Detoxification Program. Such transfers may continue to have symptoms of emotional illness but their AODA treatment will be the primary concern.  Specific procedures detailing the relationship between the detoxification provider and the BHD will be addressed through a Memorandum of Understanding.

Consumers admitted to the Secure Emergency Detoxification Program will continue to be monitored for symptoms of the emotional illness, drug abuse, and other medical problems. Consumers transferred to the Secure Emergency Detoxification Program may, while at PCS, have been administered antidepressant, anti‑psychotic, anti‑anxiety, or mood stabilizing medication. Continued administration and monitoring is required.

It is the expectation that the Secure Emergency Detoxification Program will work with consumers while in treatment to identify ongoing treatment or service needs, complete detoxification, refer them to the appropriate service providers and insure linkage with the provider. Use of the AODA system's "Central Intake Unit" sites will be required.

It is also anticipated that some consumers transferred to the Secure Emergency Detoxification Program may require transfer back to the Behavioral Health Complex should it be determined that the symptoms of any related emotional illness cannot be ameliorated in the Secure Emergency Detoxification Program setting.

Design Specifications

The Secure Emergency Detoxification Program will consist of two components, as described below.

1. Sobering‑Up Services ‑ Fifteen (15) Client Slots

This service is required to be licensed under HFS 75.09

The sobering‑up component is designed to assist intoxicated clients in achieving an acceptable level of sobriety. The sobering‑up component is designed to be a safe place for intoxicated clients to stabilize before returning home or to other programs or facilities. It is anticipated that the average length of stay in this component will be 8 to 12 hours. 

Persons referred to the sobering‑up component must be screened to determine the presence of medical problems. All persons admitted to the sobering‑up component that request further assistance in addressing their alcohol or sedative related problem will be offered assistance.

Clients will not be admitted to this component if their level of intoxication requires medical supervision. If at any time during the course of the client's stay in this component complications arise requiring admission to the detox services component or to a hospital, that transfer shall be accommodated by staff, and transportation arranged, if necessary. The registered nurse available on the premises shall make decisions regarding client's medical needs.

2. Detoxification Services – Forty-three (43) Beds

This service is required to be licensed under HFS 75.07

The length of stay in this component will be approximately three to five days. Clients may remain longer if medical complications arise, or if the client is awaiting admission into a particular treatment setting in the community (as determined in the discharge planning meeting).

This component of the program shall offer clients an array of therapeutic interventions including AODA education, recreational therapy, group therapy, and exposure to self‑help groups, in preparation for a referral to a treatment program.

The staffing levels and therapeutic interventions will be consistent with an ASAM III.7-D level of care.  The Secure Emergency Detoxification Program must have the capacity to provide ongoing monitoring of the consumer's physical condition, to administer medications, to assess the consumer's ongoing service support needs, and to refer and link to other components of the AODA or mental health system. Patients will be evaluated 7 days a week and discharges will occur based on patient readiness including Saturdays and Sundays.

Clients who through their abusive use of alcohol pose a danger to themselves or others and refuse to seek appropriate treatment of their own volition should be evaluated for possible Wisconsin Statutes 51.45 alcohol involuntary commitment proceedings. The applicant agency will be responsible for initiating such proceedings when indicated.

Transportation: Transfers may occur at any time during a 24-hour period.  For the purpose of this initiative, the applicant must build into the program and budget the capacity to provide transportation for this population to and from the Behavioral Health Complex' Psychiatric Crisis Service and the Secure Emergency Detoxification Program.

Transportation shall be provided 24 hours/day, 7 days/week. The contracted secure emergency detoxification program shall respond to the BHD transportation requests within one hour of the request. Options for conveyance shall include non‑secure vehicle, secure vehicle with two staff, or ambulance.  BHD PCS staff will indicate the type of conveyance required.  Clients shall not be left unattended for any reason.

Legal: Persons within the target population are often brought to PCS by law enforcement agencies, most often as a result of an emergency detention, re-detention for violation of a stipulation and, at times, as a result of a three‑party petition for involuntary commitment. An individual's continued detention under an emergency detention status is subject to the PCS physician's determination. A physician may discharge the person from the ED status, permit the individual to sign a voluntary admission or maintain the ED even if the individual is transported to the Secure Emergency Detoxification Services setting. Similarly, a person detained under a three‑party petition or re-detained as a violation of a stipulation may be transferred to the Secure Emergency Detoxification Services Program. It is likely that a person transferred to the Secure Emergency Detoxification Services Program on ED status may have the ED removed prior to a probable cause hearing. However, a person detained through a three-party petition is subject to probable cause proceedings.

In each case -- Emergency Detention, Treatment Director's Supplement (TDS) re-detention, three ​party petition or Protective Custody under 51.45 -- there are certain procedures and time lines that must be followed. The secure emergency detoxification service provider will be responsible for complying with all requirements related to legal disposition. Therefore, a thorough knowledge of Wis. Statutes.Chapter 51 detention and commitment procedures as they are enacted in Milwaukee County is required.

Note: As indicated persons transferred to the Secure Emergency Detoxification Services program may have been administered medication while receiving services from the Behavioral Health Complex. Continued prescription and administration of medications may be required. It is the responsibility of the detoxification services provider to maintain a stock supply of medication used in the detoxification process as well as commonly used psychotropic medications. Further, it may be necessary for the physician of the detoxification services provider to prescribe and provide medications to be used by the patient subsequent to discharge from the detoxification service for a short period of time until such time the client is linked up with a community treatment provider. The applicant should include projected medication costs into the proposed budget.

Memorandum of Understanding: Due to the direct interrelationship between the contracted agency and the Mental Health and Adult Services Division, a Memorandum of Understanding (MOU) will be developed. The purpose of the MOU will be to clearly define roles and responsibilities for each party. Issues to be addressed in the MOU will include: clinical and treatment expectations, referral and transportation mechanisms between BHD and the contracted provider, contract monitoring, and legal responsibilities of BHD and the contracted agency with regard to Wis. Statutes., Chapter 51, civil detention and commitment proceedings.

Accessibility

The program shall be included in the telephone directory and have an information number listed in order to describe the scope of services available to the public. Brochures on the detoxification program shall be distributed to general hospitals, community agencies and to other potential referral agents (e.g. general practitioners). The program must facilitate access for physically handicapped persons and be accessible to non‑English speaking clients.

Citizens Advisory Committee

To ensure that the needs of residents are being sufficiently met, and that resources are being efficiently utilized, a Citizens Advisory Committee shall be established. Members of the committee may include representatives from self-help groups, police, and judicial, correctional, social service and health care systems. Other relevant persons can be added to the committee as particular issues or problems arise in administering the emergency detoxification program.

Outpatient Treatment Program

Program #M002

The Milwaukee County Behavioral Health Division contracts for outpatient mental health services for uninsured and financially eligible residents of Milwaukee County who may also have a co-occurring substance use disorder.  All applicants must be certified under Wisconsin Administrative Code, HFS 61.91, Outpatient Psychotherapy Clinic Standards and HFS 75.13 Outpatient Treatment Service.

Introduction:

· It is recognized that a significant percentage of individuals seeking or receiving mental health outpatient treatment services also present with a substance abuse disorder or dependency.  The BHD desires to contract with service providers that in addition to providing mental health outpatient services also have the capability of appropriately addressing an individual’s secondary substance abuse. All services are to be provided by staff with demonstrated competencies and credentialing.

· The BHD recognizes that some individuals seeking and receiving mental health outpatient services may also present with problems in other life domains.  These individuals may not need ongoing Targeted Case Management services but may need situational assistance to address such problems as housing, food, child care, etc., (see Situational Case Management description following).  The BHD is seeking to ensure that outpatient providers have the capacity to provide this type of office based primarily brokerage case management service.

· The BHD recognizes that while the individual medication management and therapy is often indicated.  It is also recognized that greater efficien​cies and equal effectiveness can be provided through the use of medication groups and group therapy.  BHD is seeking to ensure that the most effective interventions are being utilized given the limited resources available. 

· Limits on certain services are identified.  Services beyond the initially authorized level will require prior authorization by the SAIL Service Manager/Unit.

· The majorities of individuals to be served through contracted outpatient services require psychotropic medications and will not have sufficient financial resources to pay for them.  The cost of medications for these individuals will be recognized in the established purchase of service contract.

However, it is recognized that the costs of psychotropic medication is high and that financial resources through the contract may not be sufficient to meet patient need.  Therefore, any applicant must ensure that it will develop and utilize Patient Assistance Programs available through various pharmaceutical companies to the extent possible.  It is further recognized that some patients may be eligible for medical health care benefits through the County Health Programs including the provision of psychotropic medications within a proscribed formulary.

Eligibility Standards 

· Milwaukee County Resident

· Age 18 or older

· Without current insurance benefits for mental health outpatient services (BHD is the payer of last resort)

· Meets financial payment obligations as determined by HFS 1

· Meets criteria for a DSM IV mental health diagnosis

Target Population

· Approximately 51% are Male and 49% Female who are serviced by BHD current mental health outpatient clinics. Individuals ethnic break down include the following ethnic groups:  56% Caucasian, 33% Afro American, 7% Hispanic, 2% Asian, 2% Other. 

· These are individuals who need varying levels of service. Individuals in need of adult mental health outpatient have an array of diagnoses including the majority of individuals experiencing affective disorders such as major depression, bipolar disorder, and some situational depressions. The remaining individuals are persons who experience major thought disorders such as schizophrenia. Many individuals served in outpatient have an accompanying substance abuse disorder.

· It has been BHD’s past experience that the utilization of adult mental health outpatient services is primarily as follows: medication management only, medication management along with individual and or group therapy and those receiving therapy only.

Required Services - Applicants must address how they would provide the following: 

· Diagnostic evaluation

· Documentation of ongoing assessment, treatment planning and evaluation

· Medication prescription, monitoring and teaching

· Intramuscular medication injections

· Clozaril management 

· Pharmacy services, licensed and accessible, either provided or contracted

· Laboratory services, licensed and accessible, either provided or contracted

· Individual/family/group therapy

· Psychological evaluation and assessment when indicated

· Prescription Assistance Program Management: Pharmacy support services to promote client eligibility for low or no cost medications

· Treatment for consumers with concurrent MH/AODA diagnoses

· Situation case management: This type of office-based case management is intended to be brief interventions of short duration to assist consumers in resolving immediate situation events in their life, such as loss of housing, obtaining income and coordinating appointments.

Program Requirements

 Please include specifics about how these would be met:

Service Access

· Appointments within 2 weeks for persons referred by BHD inpatient units 

· Appointments within 30 days for persons referred by CWIC or for qualified persons seeking services directly from the community

· Emergency “on-call” services 24/7/365

· Culturally sensitive and ADA compliant services 

Recovery

· Demonstrated partnership with consumer in development of treatment plan

· Involvement of consumers in program development

· Cooperation with the Consumer Satisfaction Team

Communication

· Monthly participation in SAIL outpatient operations meetings

· Consultation with BHD inpatient medical staff regarding common patients 

· Clinic faxes outpatient treatment plan, current medication list and last 3 progress notes to BHD within 24 business hours

· Outpatient prescriber contacts inpatient unit within 72 hours of admission 

· Collaboration with primary care, case management and other providers 

· Professional disagreement between BHD and clinic providers to be decided by the medical directors of the two programs

Information Management 

· Accurate and timely reporting of patient admissions, discharges, demographics, diagnoses and services in accord with State and County requirements

· Discharge of any patient without clinic contact for 6 months

Documentation

· All services documented in the patient chart including date, duration, service type, persons involved, contact description, and signature of provider

· Treatment plans specify measurable target symptoms, case notes regularly document progress on these and interventions are adjusted as appropriate

· Treatment plans updated at least yearly and as necessary

· Informed consent for any financial obligations relating to treatment at the agency

Medication
· Informed consent obtained and teaching documented

· Monitoring to include blood pressures, weights, and lab tests when appropriate

· Prescription renewal for stable clients through use of medication groups when possible 

Individual Therapy

· Primarily short term, solution focused

· Primarily cognitive or behavioral approach 

· Longer term authorization if clinician is trained in DBT therapy

Group Therapy

· Ongoing “core” groups including:  medication management, symptom management and AODA (e.g. pre-contemplation, 12-step, and harm reduction)

· Provision of varied time-limited groups

· Group therapy instead of individual therapy whenever possible

Contract Management

· Service management through BHD SAIL unit, Outpatient Services Manager

· Cooperation with SAIL utilization review process

· Reimbursement for SAIL authorized services only 

· Demonstration of consumer outcomes annually by provider (Application should be specific about what outcomes will be measured and how this will be done)

· Updating of consumers status relative to eligibility criteria at each appointment

· All services reported within 60 days

Service Authorization
Services identified in the treatment plan are pre-authorized up to the following limits:
· Three in a twelve-month period. (3)

· Eight medication visits in a twelve-month period with a prescribing psychiatrist or APNP. (8)

· Ten sessions of individual therapy in a twelve-month period.

· All lab tests relating to psychotropic medications ordered by an MD or APNP

· It is not necessary to pre-authorize medication injections, group therapy or case management services.

All other services must be prior-authorized by SAIL. 

Employment Programs 

Program #M004

As part of the recovery process, employment opportunities can give meaning and hope for people recovering from the impact of a severe mental illness. The Behavioral Health Division provides funding for Community Employment for persons who have had a serious and persistent mental illness.

The Behavioral Health Division provides employment services for mental health consumers who may need more support and supervision to secure employment. Community Employment Programs (CEP) assists mental health consumers who may not otherwise be employed in more traditional settings. The Community Employment Programs assist mental health consumers with preparation for employment, and provide an important role with the consumer to assure a successful job placement.

Community Employment Program Requirements

1) Refer potential Community Employment Program (CEP) enrollees to the Behavioral Health Division’s Service Access to Independent Living (SAIL) unit. The SAIL unit will assess the need for CEP services and make referrals to the contracted provider. Upon acceptance by the CEP the service provider will request a Prior Authorization from SAIL to provide service for an estimated time period.

2) Assist consumers to obtain instruction on job preparedness, job seeking skills, and job retention skills. Secure competitive employment.

3) Provide job coaching and other means of supporting the consumer while seeking employment and while employed. (e.g. mobility training) Provide technical assistance/support to employers.

4) Assist the consumer to obtain community employment within a three-month period following enrollment in the community employment program. If consumers do not obtain employment within three months, the case should be closed by the employment program and re-referred by the case manager.

5) Provide ongoing support to the consumer for a period of three months after acquisition of employment, if needed.

6) Request prior authorization from SAIL prior to the end of the authorization period. If additional time in the program is indicated, in order to determine the appropriateness of continuation in the program.

7) Coordinate services and assist in transitioning of CEP referrals with case management staff, in order to assure on going support with case management staff after the program participant’s case is closed.

Consumer-Based Program Outcomes

Community employment program participants’ progress reports should be submitted on a monthly basis. A summary of the monthly reports should be submitted on a quarterly basis.

Key statistical reporting should:

· Identify consumers who have been employed for 90 days or longer

· Specify the type of employment.

· Track the numbers of hours consumers work.

· Identify the number of individuals maintained during the current year who were placed the previous year.

Semi-annually the provider must submit a report identifying various consumer outcomes as a result of their participation in community employment. (e.g. increase wages, positive pathways to new job skills, indicators of consumers’ choice and achievement of their goals.)  Providers must also submit three personal participant surveys on a quarterly basis.

Unit of Service for Community Employment Programs

For Community Employment, a unit of service is one-quarter hour of direct service time.  Direct service time is staff time spent in providing services to the program participants, which includes face-to-face contacts (office or field), collateral contacts, telephone contacts, client staffing sessions, and time spent in documentation of service provision. (Direct service does not include indirect time such as that spent at staff meetings, in-service training, vacations, etc.)

Collateral contacts are face-to face or telephone contacts with persons other than the program participants who are directly related to providing service. Collateral contacts should include contacts with family members, other service providers, physicians, school personnel, clergy, etc.

Community Living Support Services
 Program 
PROTECTIVE PAYEE PROGRAM #M013
Protective payee programs provide services to individuals who have a primary mental illness and require assistance with financial management in order to live independently in the community.  They do not require residential or case management services but may need representative payeeships, financial counseling, budget teaching and referral for any additional entitlement.

Protective payee programs are expected to work toward having consumers gradually assume more control over their own finances, with the goal of eventual independence in financial management, in keeping with the skills and abilities of the individuals.  The program is also expected to document the anticipated outcomes and monitor progress toward those outcomes.

Access

Access to contracted payee ship services is achieved through referral from SAIL-Service Access to Independent Living.  For agencies with existing caseloads, SAIL will use the referral process to fill cases lost to attrition or division.

Unit of Service

The unit of service for protective payee services is one-quarter hour of direct service time.  Direct service time is staff time spent in providing service to the program participants, which includes face-to-face contacts (office or field), and time spent in documenting services.  Not included in direct service time are staff meetings, in-services, etc.  Direct service time also includes collateral contacts which are face-to-face or by phone.  Collateral contacts are those individuals involved by virtue of their relationship to the program participant, i.e., family, physician, and other service providers.

Documentation

Service time must be documented through an entry in the case notes.  All records for individuals served must be kept in a central file with documentation, which includes: date of contact, type of contact (face-to-face, phone, collateral, etc.) and length of contact.  A case plan must include income, monthly budget and disbursements, anticipated outcomes and methods used to attain outcomes, as well as progress towards achievement of outcomes.

PSYCHOLOGICAL DROP IN CENTER #M014

Psychosocial clubs serve as points of soft entry for individuals experiencing severe and persistent mental illness.  They are based on the concept of involvement and acceptance as a required component of engagement in broader community membership.  Clubs are meant for individuals with severe and persistent mental illness living in the community and in need of social experiences and movement toward recovery.

Members of the club volunteer their time to participate in the planning and carrying out of club activities, which include: social/recreational groups, community outings, and travel/tour activities.  While members are free to select elements of the offerings, they are encouraged to be an integral part of the planning and growth of meaningful activities, as well as providing mentorship for new members.  The club also needs to contain some elements of prevocational activity, i.e., a job club, so that individuals have an opportunity for enhanced movement toward recovery.

In order to ensure that individuals experiencing severe and persistent mental illness are welcome within the club, and that adequate numbers of members are served, it is essential that outreach be done to programs serving that population, i.e., CSP and TCM.  Vendors are encouraged to explore transportation options to make programs more accessible.  They are also encouraged to have Board members who can assist with fund raising, legal issues and community support.

Target Population

The primary population to be considered for this program is persons with severe and persistent mental illness; in particular those referred by Behavioral Health Division providers.

Unit of Service

Vendors will be reimbursed for expenses up to 1/12(one-twelfth) of the annualized contract per month.  The reimbursement will be for actual expenses or 1/12(one-twelfth) of the contract amount; whichever is lower, based upon a review of the vendor’s monthly billing statement.  The format of the billing statement will be determined by Behavioral Health Division and may include program, occupancy costs, equipment costs and other expenses found to be appropriate.  The billing statement shall be submitted on a monthly basis.

Documentation

Financial records/ CPA audit, annual report of numbers of members served and sources of referrals.

PSYCHOLOGICAL REHABILITATION PROGRAM  (CLUBHOUSE MODEL) #M015

The Clubhouse Psychosocial Rehabilitation Program is a model of psychiatric rehabilitation, which operates as a club with participants as members, rather than clients.  Central to its philosophy is the belief that work is important for all people and that people experiencing mental illness, even severe illness, have potential to grow and develop and to make productive contributions to the community.  Parallel to the importance of work, individuals have a need to have opportunities for socialization.  The clubhouse provides a place for social interchange, relationships and social support in the evenings, on weekends and especially on holidays.

The clubhouse is to have significant representation of their membership on the Board.  It is also expected that members will have full membership in the planning processes and all other operations of the club.  Because entry to a club may be difficult for some potential members, it is important that there are other members available and able to mentor incoming members.  It is also important to have a flexible entry process, allowing for individualized needs to be met.

While work is an essential part of the clubhouse model, prevocational and engagement efforts need to be available and tailored to the individual’s needs.  It is anticipated that with increased socialization opportunities, individual isolation will decrease, members will be more willing to consider the other opportunities the club has to offer and begin the journey toward recovery and full community membership.

Target Population

The primary population to be considered for this program is persons with severe and persistent mental illness; in particular those referred by Behavioral Health Division providers.

Unit of Service

The vendor will be reimbursed for expenses up to 1/12(one-twelfth) of the annualized contract per month.  The reimbursement will be for the actual expenses of the 1/12(one-twelfth) or the contract amount; whichever is lower, based upon a review of the vendor’s monthly billing statement.  The format of the billing statement will be determined by the Behavioral Health Division and may include program staff, occupancy costs, equipment costs and other expenses found to be appropriate.  The billing statement shall be submitted on a monthly basis.

Documentation

Financial records/CPA audit, annual report of numbers of members served and sources of referrals.

Community Based Residential Programs 

Program # M011

Community based residential programs provide services to persons having a serious and persistent mental illness with a living environment that: 1) provides the support necessary for an individual to live as independently as possible in a structured group residential setting; 2) continually promotes the acquisition of skills necessary for the consumer to transition to more independent living; and 3) actively pursues movement to a more independent living environment in conjunction with the consumer and other members of the consumer’s support network.  

While residing in the community based residential facility consumer will actively participate in development of his/her service plan, goals and means to achieve them. It is also expected that the community based residential facility (CBRF) staff and other members of the consumer’s support network will offer the consumer the means to acquire or further develop the skills necessary to function more independently.

Services provided by CBRFs will include the provision of twenty-four hour supervision, the provision of meals and dietary management, individual counseling, support groups, medication education and monitoring, financial management (benefit advocacy and representative payee-ship), care coordination, and crisis prevention. These services will be provided by the community-based residential facility staff in conjunction with other members of the consumer’s support network.

 If a CBRF resident is assigned to a case management agency, the group home staff will collaborate with the case manager when developing the individual service plan. A copy of the case management agency treatment plan will be readily available to group home staff (in the consumer’s CBRF record) and all treatment plans will identify agency/individual accountabilities.  The CBRF staff will be responsible for a minimum of one contact with case manager, or assigned agency representative, per week to discuss issues related to consumer’s treatment.  

In addition to these services, CBRF providers will develop programming for a minimum of five groups, which will be made available to consumers.  Staff will be trained to facilitate these groups and choice of groups will be determined by the needs of consumers residing in the individual agency’s community-based residential facilities.  Suggestions for groups would include, but are not limited to, life skills, anger management, dual diagnosis, spirituality, stress management, recovery, medication education/symptom management, leisure skills, and social skills.

Upon admission to the group home and at Individual Service Plan Evaluations, a set of discharge criteria must be established. It is important that this set of discharge criteria be specific as to the level of functioning the resident must obtain in order to live in a less restrictive setting in the community. This criterion needs to outline the steps that the individual must achieve in order for discharge to take place. Criterion must be individualized and measurable.  This criterion must be established and maybe included in the individual service plan and reviewed at the same interval as this plan.

Community-Based Residential Program – Other Requirements

1. Enrollment into a community-based residential program is implemented through a referral from the Behavioral Health Division’s Service Access to Independent Living (SAIL) Unit.  The SAIL Unit will assess the need for community-based residential care and make referrals to contracted service provider.  When a consumer is in an acute care setting, the residential provider agency will do a face-to-face assessment within 72 hours after receipt of the referral packet from SAIL.

2. All Behavioral Health Division contracted community-based residential facilities must be licensed by the State of Wisconsin under Wisconsin Administrative Code HFS 83.  

3.
Consumers residing in a community-based residential facility are subject to the ability to pay provisions of Wisconsin Administrative Code HFS 1, Uniform Fee System, which requires that consumers in a non-medical residential program are liable for the cost of their care based upon their ability to pay CBRF Program Requirements

CBRF Admission Policy

It is the policy of the BHD that individuals referred for CBRF placement by SAIL will have an evaluation completed and a decision regarding admission will be reported to SAIL (per HFS 83 Guidelines) within three business days of receipt of that referral.

CBRF Inpatient Contact Policy

It is the policy of the BHD that, when a CBRF resident is admitted to a psychiatric inpatient unit, the CBRF residential coordinator responsible for that client must contact the appropriate inpatient team within one business day of the admission in order to develop a plan of discharge.

CBRF Service Utilization Policy

It is the policy of the BHD that CBRF’s have a service utilization review process to identify consumers who might be candidates to transition to less intensive models of community support (in accordance with HFS 83 Standards) and when appropriate to effect these changes.

Unit of Service 

One day of care in a community-based residential facility equals a unit of service.

Documentation

1. Resident case records maintained by the agency shall include daily attendance logs. 

2. All case records must maintain the Individual Service Plan for each individual.

3. Participation in planned treatment groups must be documented within the client record and include the type of group and duration of time provided.

4. Individual Service Plans must be completed within 30 days of admission to the group home.

5. Client files must demonstrate coordination with the assigned case manager.

Community Support Program (CSP)
Program # M012
General Proposal Requirements

Definition

This program represents the most comprehensive and intensive community treatment service model. A Community Support Program or "CSP" is a coordinated care and treatment program that provides a comprehensive range of treatment, rehabilitation and support services through an identified treatment program and staff to ensure ongoing therapeutic involvement individualized participant centered treatment, rehabilitation and support service in the community where participants live, work, and socialize. Treatment and rehabilitation services are individually tailored with each participant through relationship building, individualized assessment and planning, and active involvement with participants to achieve individual goals, to better manage symptoms, to maintain hope and optimism, and to live and work in community settings of their choice.

Target Population

· be a Milwaukee county resident;

· be at least 18 years of age and under the age of 60;

· meet the diagnostic and functional criteria outlined in Wisconsin Administrative Code HFS 63;

Program Requirements

CSP Admission Policy

It is the policy of the BHD that individuals hospitalized on psychiatric inpatient units and referred to a CSP by SAIL will be admitted (per HFS 63 guidelines) to that CSP within three working days of receipt of that referral.

CSP Inpatient Contact Policy

It is the policy of the BHD that, when a CSP client is admitted to a psychiatric inpatient unit, the CSP which serves that client must contact the appropriate inpatient treatment team within 24 hours of notification of the admission by the treatment team in order to develop a plan of discharge.

CSP Service Utilization Policy

It is the policy of the BHD that Community Support Programs have a service utilization review process to identify consumers who might be candidates to transition to less intensive models of community support and in accordance with CSP discharge criteria and HFS 63 standards to effect those transitions when appropriate.

Experience and Qualifications of the Organization

Within each proposal, relative to experience and qualifications of the organization:

a. Explain how the delivery of CSP services relates to the mission of the organization and commitment to providing this type of comprehensive community based services

b. Describe the organization's experience and capabilities in providing Community Support Programs within a state certified CSP as defined in HFS 63, Wisconsin Administrative Code. Emphasize experiences in providing core psychiatric services as provided by an interdisciplinary team including assessment and the provision of comprehensive community based services in keeping with HFS 63 specifications

c. Describe how HFS 63 and C.S.P. Medicaid billing requirements will be met and maintained. 

Program Content and Methodology

Describe throughout the treatment program narrative how HFS 63, HFS 94, Medicaid billing and HIPAA standards will be met in the development, implementation, evaluation and monitoring of the provision of C.S.P. services.

Within each proposal, relative to treatment methodology:

a. Describe how comprehensive assessment and treatment of all psychiatric needs, including primary and secondary diagnoses will be implemented. 

b. Describe how the program will work collaboratively with the participants toward the goals of achieving greater levels of independence through a better understanding of and self management of the symptoms, increasing problem solving abilities, expanding the use of natural supports, and supporting wellness activities.

c. Describe the composition of the proposed treatment team, the respective roles they will be performing, how teaming will occur, amount of psychiatric time available to serve participants, and the case management staff to participant ratio. 

d. Describe how the participants symptom status and psychotropic medications will be monitored along with the ability to provide higher level of responses as needed in a timely manner. Include a discussion as to how advance directives and crisis planning in keeping with the participants' preferences could be implemented.

e. Explain how crisis responses will occur during regular working hours and after hours.

f. Describe how the inclusion of comprehensive treatment of individuals with co​occurring mental illness and substance abuse disorders will occur.

g. In conjunction with the participant, explain how active collaboration will occur as needed with all other essential providers outside of the CSP, such as with primary health (including dental care whenever possible); inpatient, nursing home, and correctional settings; supervised living; psychotherapy; work services; etc.

h. Explain how productive and meaningful roles such as paid and volunteer work, supported education, parenting and parenting assistance, and other fulfilling activities will be facilitated in keeping with the desires, skills, and abilities of the participants.

i. Describe how assistance will be provided to participants in housing, social relationships, and activities of daily living, leading towards a greater sense of personal well being and community inclusion.

j. Describe how participants residing in supervised living arrangements will receive assistance leading towards more independent living.

k. Specify how recovery and the incorporation of recovery principles in all treatment services will be implemented. Address the following areas: 

(1) Developing and implementing consumer centered treatment plans with full participants' involvement and input throughout the process including the participants' signing the plan.

(2) Having participants and family members involved on committees and boards, paying for their involvement as appropriate, and providing the training and mentoring to facilitate more fully their participation in these roles.

(3) Inclusion of participants' families as valued, respected, and integral parts of the overall treatment in accordance with desires of the participants.

(4) Helping to foster personal recovery for each participant by providing messages of hope and inspiration, affording choices, and understanding the importance of personal responsibility and accountability throughout the treatment process.

(5) Developing peer and natural supports with family members and significant others. 

(6) Assuring participants involvement in program evaluation that includes satisfaction and participant outcomes.

(7) Working in conjunction with participants to reduce stigma in all of the forms it is manifested.

(8) Providing education and training to enhance participation in these various capacities and roles.

(9) Hiring participants as providers.

l. Project how much staff time will be spent in face-to-face clinical contact in the community.

m. Describe how accommodations will be made to work with people who are deaf or hard of hearing in keeping with their special developmental and communication needs.

n. Describe how the delivery of culturally competent services will be provided.

Quality Assurance and Quality Improvement

Within each proposal, applicants will be required to:

a. Explain how the organization will provide leadership and will monitor the program's day to day operation providing sufficient staff, training and clinical expertise, and participant and family support.

b. Describe the organization's performance indicators for this program and how they will be evaluated.

c. Describe how consumer and family satisfaction with the program will be evaluated.

d. Explain what experience the bidder can demonstrate in providing an effective quality assurance and improvement program.

e. Describe the areas to be addressed in an ongoing quality improvement plan.

Mandatory Requirements

The following general requirements are mandatory and must be complied with.

a. HFS 63, Wisconsin Administrative Code

b. HFS 94 (Patients Rights), Wisconsin Administrative Code

c. Wisconsin Medical Assistance Provider Handbook, Mental Health and Alcohol

and Other Drug Abuse Services Handbook, Part H, Division II

d. Health Insurance Portability and Accountability Act of 1996 (HIPAA),

privacy rule 45 CFR Parts 160 and 164.

e. Interview staff presently providing services, who want to be interviewed 

f. Be able to achieve CSP certification in keeping with HFS 63 and in a timely manner.

Unit of Service

A unit of service is one-quarter (1/4) hour of direct service time. Direct service is the time spent providing services to consumers, which include face-to-face contact (office or community) collateral contacts, telephone contacts, consumer staffings, and time spent in service documentation. Direct service time does not include indirect time such as that spent in staff meeting, in-service training, etc.

Documentation

The agency must collect information required for the BHD data reporting structures. The information required related to demographics, episode of care, State’s Human Service Reporting System (HSRS), and service information. See File Layout For Contract Agency Interface.

Assessments and treatment plans must be present in the case record maintained by the agency.

Services must be documented through an entry in the case record. The documentation must include:

(a) date of service; 

(b) type of service; 

(c) length of service contact;

(d) who the service contact was with; 

(e) location of service; and 

(f) description of the contact.

Targeted Case Management Program (TCM) 

#M0013 & #M0014

Definition

Targeted case management is a modality of mental health practice which addresses the overall maintenance of a person with mental illness including his / her physical, psychological and social environment with the goal of facilitating physical survival, personal health, community participation and recovery from or adaptation to mental illness.  Targeted case management puts primary emphasis on a therapeutic relationship and continuity of care.  

Target population

Persons served by TCM services have Axis I and / or Axis II diagnoses without the severity or persistence that qualifies them for a CSP and yet have a disorder requiring more than outpatient or ambulatory therapy.  The target population is at high risk for re-hospitalization or for drifting into the chronic young adult population and/ or often have concomitant substance abuse, developmental disorders, organic illness and homelessness.  Persons who are served by the program must:

· Be a Milwaukee county resident;

· Be at least 18 years of age and if over the age of 60 have been screened for Family Care;
· Have an Axis I diagnosis with either psychotic or major affective disorder or an Axis II diagnosis in cluster A or B, based on DSM-IV;

· Have demonstrated functional limitation in the last six months in one or more of the following areas:  housing, employment, medication management, court mandated mental health services, money management, or symptom escalation to the point of requiring emergency intervention or hospitalization; and

· Be screened and found eligible for services through a SAIL assessment.

Program levels                        

There are two levels of targeted case management services:

1. Level I (standard) TCM, Program #M013.  Applicants are expected to provide outreach case management and must refer to the “Behavioral Health Division’s Standards of Practice for Targeted Case Management (TCM)” for further information regarding TCM program requirements, e.g., admission timeliness, staff to client ratios, services to be provided, billing and staff professional requirements.  The Standards of Practice are available at the BHD Service Access to Independent Living (SAIL) office, 9201 Watertown Plank Road, (414)-257-8095.

2. Level II (clinic-based) TCM, Program #M014.  Applicants are expected to provide primary clinic-based mental health services to individuals who are not appropriate for primary outreach case management services.  Individuals served in this program will have a primary serious and persistent mental illness.   Programs must meet the following requirements: 

· Case managers will maintain a caseload of sixty (60) consumers;

· Case managers will practice with a team approach to assure adequate coverage, team collaboration and provider support;

· Services need to be available forty (40) hours per week with on-call coverage after regular hours; and

· All documentation must meet the requirement.

In addition to mental health services, the program will provide:

· Essential payee ship and money management services

· Linkage to other health and social services

· A minimum of four outreach (in-home) visits and eight face-to-face visits per year

Program Requirements

Please include specifics in the narrative on how the following would be met:
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Service Access

· SAIL referrals on individuals hospitalized on BHD inpatient units will have service initiated within 24, working, day hours.

· SAIL referrals on individuals in the community will have service initiated within


72, working day, hours unless otherwise indicated on the referral.

· In cases where there is difficulty accessing an individual the case manager will contact the SAIL Care Coordinator to develop strategies on how to meet and serve the consumer.

· Within 24, working day, hours of notification of a consumer admission to the BHD, the program is expected to contact the respective inpatient or Observation unit to collaborate on a discharge plan.

· Emergency on-call services 24/7/365.

Utilization Review 
· Policy and process to identify consumers who are candidates to transition to less intensive or  more intensive models of service or support in accordance with TCM discharge criteria as established by SAIL and the TCM network.
· Policy and process for identifying and referring individuals who turn 60 years of age to Family Care.
Contract Management

· Programs are expected to maximize third party revenue, including billing for Crisis Case Management services.
Crisis Case Management 

· Staff capability, infrastructure, and financial resources to provide “Crisis Case Management Services (CCM)”, known as “Linkage and Coordination Services” under HFS 34, “Emergency Mental Health Service Programs”.

· Plan and process for identification of persons who are experiencing a mental health crisis or are in a situation likely to turn into a mental health crisis if more intensive supportive services are not provided.

· Submission of Prior Authorizations for the provision of CCM services to individuals who are in need of crisis services.

· Plan for following billing guidelines as described in Wisconsin Medicaid Provider Handbook Part H, Division VI for “crisis intervention services”.

Units of Service (UOS)

A unit of service is one quarter hour (1/4) of direct service time.  Direct service is the time spent providing service to program participants, which includes: face-to-face contacts (office or community), collateral contacts telephone contacts, consumer staffing sessions, and time spent in service documentation.  Direct service time does not include indirect time such as that spent in staff meetings, in-service training, etc.

Documentation

Direct service time must be documented through an entry in case notes, or narrative, for units billed.  The narrative entry must include: the date of the contact, the type of the contact (face to face, collateral, phone, etc.), who the contact was with, the content of the contact, and the number of units (the length of contact).  The case narrative must be contained in the case chart records maintained by the agency. In addition documentation should include the following:
· Comprehensive assessment

· Case plan per clinical standards, collaboration and identification of those involved, including signature of the consumer.

· Integration between the assessment, treatment plan, service delivery and progress reporting

· Evidence of a strength assessment and strength based service approach

· Stated consumer preference(s)

· Evidence of recovery focused goals, treatment plan and service delivery

· Evidence that a method is in place to assure that all services submitted for payment have met corresponding requirements and are present in the chart.












Section 2

Delinquency & Court Services Division

Program Descriptions

DELINQUENCY AND COURT SERVICES DIVISION

GENERAL COMMENTS
The Delinquency and Court Services Division’s mission is to promote community safety through the reduction of juvenile crime by providing intake, probation, and intervention services to youth, and their families, who are the subjects of Milwaukee County delinquency proceedings.

The Delinquency and Court Services Division (DCSD) provides direct services and contracts for specific programs and services that meet the needs of juveniles, ages 10 through 16, who enter the Juvenile Court system.  Our primary goals for these programs and services are: (1) to provide for the community’s safety by reducing the risk factors associated with delinquent behavior; (2) to ensure that juveniles are held accountable for their behaviors and court expectations; and (3) to build systems and programs that cultivate life skills and personal responsibilities within our youth.  In meeting these goals we create the opportunity for every youth to become a healthy and contributing member of the community.

Services that are purchased by the Delinquency and Court Services Division are allocated to match the priorities of our service area and to manage the available resources.  Substantial effort has gone into applying for grants that supplement state and county funding.  The Division attempts to utilize its funds to provide a broad continuum of services for juveniles.  Services range from early intervention programs, including the First Time Juvenile Offender Program, to community-based alternatives that can divert juveniles from a commitment to the State’s Juvenile Correctional Institutions.  All programs and services are designed to maintain community safety and promote juvenile accountability.   The Division will continue to develop and support service models that are culturally competent, culturally diverse, and will meet the needs of our youth and their families. 

For calendar year 2007, we have placed one program within the RFP for Delinquency and Court Services.  The balance of our contracted programs fall within multi-year contracting cycles and, based upon service needs and priorities, will be included in the RFP for a subsequent contract year.

Please note that vendors who are on a multi-year funding and contract cycle must submit a complete and updated application for the 2007 contract year by the listed deadline.  
Funding Note for 2007:

As in recent years, the uncertainties of funding for 2007 may result in significant changes in the structure and or funding of our programs by the time the applications are due for submission in September.  Applicants should contact the Division to check for updates to the RFP prior to writing and submitting a proposal.  Inquiries should be made to Eric Meaux at telephone 414-257-7789 or email emeaux@milwcnty.com.
In-Home Monitoring
Program #DCS002
Summary

The In-Home Monitoring Full Program is a pre-dispositional juvenile court program-serving juveniles, ages 10 through 16, that are pending a Delinquency or JIPS court matter.   The program seeks 1) to maintain juveniles in their home setting as an alternative to more restrictive settings, such as shelter or detention and 2) ensure that the juvenile is compliant with court appearances.  The program combines both random face-to-face contacts with daily electronic monitoring.  The program will target juveniles at risk of re-offending pending their court appearances or at risk of failing to appear at their next scheduled court hearing.  Juveniles will remain in this program until the termination of the Court’s order for In-Home monitoring, which usually occurs at the dispositional hearing.  The contractor will prepare and submit all necessary reports.  This program model is based upon the belief that with daily monitoring and accountability, a juvenile can comply with court orders, avoid re-offense, and appear for their court hearings.

In addition to the program described above, DCSD is considering the purchase of the electronic monitoring component as a stand-alone service that would eliminate the need for face-to-face contacts and collateral contacts.  This program would be named the In-Home Monitoring Electronic Monitoring Only Program (EMOP).  This service would be provided on a fee-for-service basis and purchased as needed to serve our post dispositional juvenile population. 

This contract will be awarded to a single vendor.

PROGRAM DESIGN

Applicants must complete all items contained in Section 3, Program Design, located in the Technical Requirements section of this RFP.  In addition, all items under Item #29, Program Description, must be completed.

The following outline includes specific information and responses required by the Delinquency and Court Services Division.  This information should be addressed in the Program Design section of your application.


Specific Program Activities    

A. Admission Process
Upon notification of a court order and referral from the DCSD, the admission process into the program must begin within 24 hours of notification to the Provider, including weekends and holidays.  This will include face-to-face interaction between an agency representative, the juvenile, and the caretaker.  The purpose of the interaction is to introduce and explain guidelines and expectations of the program, set-up and activate necessary electronic equipment, and communicate any potential problems that would affect the successful completion of the program.   Activation and monitoring of electronic equipment must begin within 48 hours of notification to the Provider, including weekends and holidays.  The juvenile/family shall be given a two-hour window as to when the equipment will be installed. 

Applicants should provide details regarding their abilities to comply with these expectations, including the admission and intake process that will be followed in order to accomplish this requirement.
B. Monitoring Activities

The In-Home Monitoring Full Program component shall include the following activities to serve a maximum of 25 juveniles at any one time.
B1. Electronic Monitoring

The Provider must provide a minimum of three (3) random calls to the home between the hours of 5:00 a.m. and 11:59 p.m., seven days per week.  In rare cases, night calls between 12:00 a.m. and 5:00 a.m. will be made for juveniles that have demonstrated that his/her accountability is in serious question.   This will only occur with prior DCSD consultation.   Electronic monitoring may include, but is not limited to, home monitoring devices, voice recognition systems, or a combination of various technologies. 

Applicants should provide detailed information regarding the equipment or service to be used and experience operating and managing such electronic monitoring.

B2. Face-to-Face Monitoring

Face-to-face Monitoring shall be provided at varying levels depending upon the juvenile’s compliance status.  The Provider staff must provide a minimum of two (2) face-to-face contacts daily with each juvenile for the first 2 weeks in addition to the random electronic monitoring.  If no violations occur within 2 weeks, face-to-face contacts may be discontinued at the request of the Provider and with DCSD approval.  One violation will result in the reactivation of one daily face-to-face contact, seven days per week until program discharge.  Two violations will result in the reactivation of two daily face-to-face contacts, seven days per week, until program discharge. 

On days when school is in session, daily collateral contact with the school must occur to ensure a child’s presence at school during all school hours.  All other face-to-face contacts will occur at random times  (except as outlined below) at the juvenile’s court ordered placement.

In the event that the juvenile is not present for the face-to-face contact, a documented, attempted contact with the parent/caretaker will be required to verify the date and time of the attempted monitoring. 

Applicants should provide detailed information regarding their experience operating and managing such monitoring.

B3. Work Schedule

The Provider shall not attempt to make face-to-face or electronic monitoring calls during periods of approved employment.    In these cases, the Provider must verify work schedule hours at the time of intake and update as necessary to avoid monitoring conflicts.    If it is deemed necessary to perform monitor activities during the juvenile’s work hours, arrangements shall be made with the employer for appropriate contact at the place of employment, or via a collateral contact (telephone or face-to-face) with the employer directly.  This will not apply when the juvenile’s work schedule is sporadic and spontaneous.

C. Documentation

All the above monitoring activities must be documented and a summary report must be made available to the Court and DCSD Staff prior to court hearings.  Any failed face-to-face contact shall be reported within 24 hours to DCSD Administration staff.  The report should describe the date, time and location of the failed contact.  If contact was made with a caretaker or teacher, information   regarding the juvenile’s whereabouts should also be documented. 

D. Expected Outcomes

The goal of the In-Home Monitoring Full Program is to protect the community and ensure a juvenile’s return to Court while providing an alternative program for juveniles that would otherwise be in Detention or Shelter care.

The In-Home Monitoring Full Program expects the following outcomes:

· Youth pending court will be held accountable for their behavior by attending court appearances and demonstrating compliance with court orders.

· Youth on formal supervision will be held accountable for their behavior by demonstrating compliance with court ordered supervision.

Key supporting indicators for these outcomes include:
1.
Number of youth that successfully appear for court while active on program.

2. Number of youth served that do not have the result of an Apprehension Request issued.

3.  
Number of active youth that are not discharged from the program due to placement in detention or shelter following a re-arrest. 

The goal of the In-Home Monitoring EMOP is to protect the community, ensure a juvenile is held accountable for their behavior, and avoid a more restrictive placement such as Detention or Shelter care.

The In-Home Monitoring EMOP expects the following outcomes:

· Youth on formal supervision will be held accountable for their behavior by demonstrating compliance with court ordered supervision.

Key supporting indicators for these outcomes include:
1. Number of youth served that do not have the result of an Apprehension Request issued. 

2. Number of active youth that are not discharged from the program due to placement in detention or shelter following a re-arrest. 

Reimbursement

In-Home Monitoring Full Program to include all activities (A-D)

The Provider shall have the option of being reimbursed on a daily rate per client basis (daily rate x number of days served per month) or an expense-based contract (actual and/or accrued program expenses).  Therefore applicants should submit a requested daily rate per client in addition to their balanced program budget. 

In-Home EMOP to include activities (A, B1, C, D)

The Provider shall be reimbursed on a daily rate per client basis (daily rate x number of days served per month). Therefore applicants should submit a requested daily rate per client in addition to their balanced program budget.  
Monthly reimbursement is based upon program expenses or daily contract rate and will be limited to a cumulative 1/12 of the Milwaukee County contract allocation.  Annual reimbursements may not exceed actual program expenses or the total contract allocation.  An Income/Expense Statement must be submitted at the end of each month.

Total funding for the In-Home Monitoring Full Program being requested from the Milwaukee County Board for calendar year 2007 is $115,404.  Funding for the In-Home EMOP is still to be determined. 

This contract will be for calendar year 2007.

Section 3

Disabilities Services Division

Program Descriptions

DISABILITY SERVICE DIVISION

DEVELOPMENTAL DISABILITIES
Mission and Focus of the Developmental Disability Service System

The Developmental Disabilities (DD) Bureau of the Disability Services Division (DSD) is committed to supporting individuals with developmental disabilities, both children and adults, through methods that respect their rights, value their individuality, and acknowledge their citizenship.  The DD Bureau purpose remains to identify and fund services responsive to needs, and to promote personal and social growth for adults and children.  The overall goal is to link or establish meaningful and productive supports for persons served that will enhance their skills and achievement levels.  These linkages will continue to vary in the type of service, time provided, staffing, and in priority.

The challenge to the community providers is to explore and utilize creative approaches to services, and demonstrate efficiency in funding allocations.  And, to the DD Bureau staff, the challenge is to be knowledgeable of service options and community resources, and to guide consumers in service selection, while monitoring service outcomes. Since government supported programs are increasingly moving towards a person-centered and directed model for adults, and a family-directed model for children, county contracted services must also continue to endorse programs that acknowledge this service philosophy and practice conservative fiscal management.

The DD Bureau recognizes and supports the concepts of the Wisconsin Council on Developmental Disabilities Lifespan philosophy and approach to service delivery.  The primary themes are:

•
a commitment to people rather than programs;

•
a commitment to community;

•
a recognition of the role of families;

•
an array of supports and services, rather than a continuum of care;

•
person-directed and family-directed supports;

•
a focus on interdependence;

•
a commitment to cultural, racial and gender diversity.

The premise of this approach rests on flexible supports for individuals with disabilities changing through life stages, starting at birth through childhood, adult living and senior years.  Services and supports at these critical stages require unique consideration, assessment, planning and intervention to offer appropriate supports to the individuals and families.  Providing flexible supports and allowing for changes through life’s stages promotes a continued presence in the community, encourages higher achievement levels and successful outcomes for each individual served.

Developmental Disabilities staff expect all providers of services to be familiar with, and aware of, the following in regards to service delivery:

Selected Providers:

•
must be familiar with developmental disabilities condition and have a basic understanding of the cognitive issues and current service philosophy;

•
should be knowledgeable in the person-centered and/or person-directed service planning model;

•
must strive for cultural and social competencies, i.e., ethnic, religious or gender factors;

•
should be open and seek to address stated preferences of consumer/guardian family;

•
should have knowledge of the inclusion philosophy;

•
should have knowledge of program design and service implementation in natural environments;

•
must be interested in and willing to support or provide reasonable flexibility in service to meet the different consumer needs of the population;

•
must be interested in seeking utilization of generic resources for community awareness and participation on behalf of the consumer;

•
must be able to plan, coordinate and/or provide transportation services to meet transportation needs (to include the use of family, friends, public transportation, specialized service, or leasing of a vehicle;)

•
must be able to plan and collaborate services with other providers and exhibit a cooperative spirit. 

ADVOCACY

ADVOCACY/CONSUMER EDUCATION #DSD005
 

Services are designed to assist individuals and their families speak for their interest and needs, and to promote community sensitivity and responsiveness to disability issues.  Self-advocacy, parental, guardian and/or significant other advocacy should promote opportunities to share experiences, learn client/disability rights information, and work on self-expression of disability issues. These areas focus on obtaining or maintaining access to community resources to enhance community living, acquire specialized services, in addition to addressing service needs and gaps. Advocacy effort is also intended to be a support network to, and for, adults with disabilities and their families aiding with system change initiatives.  

Service emphasis should reflect a shift to self-advocacy.  Program designs must include elements of training and support to persons with disabilities in person directed and centered planning, fundamentals of self-determination, social/peer relationship building, and self and system advocacy. Parental and family linkages are anticipated to continue through support groups, or through focus group discussions. 

Secondly, of equal importance is consumer education.  This area seeks to provide training to participants in adult services, waitlisted and/or transitioning from school services on information regarding understanding adult service systems, identification of how to share their respective interest, needs, abilities and challenges in order to express and participate in supports/services on their behalf.  Furthermore, the agency is expected to provide or coordinate training forums on self-determination and person directed supports, community education, core service areas, and personal safety, with the goal of enabling the consumer to engage in a self-directed support model.

Advocacy Service Requirements:
1.   Advocacy
The agency will provide or coordinate self-advocacy training for individuals with developmental disabilities, coordinate parental, guardian and significant other advocacy training on behalf of consumers with DD. 

Two (2) times per year the agency will provide or coordinate system advocacy training for consumers and significant others.  

Two (2) times per year the agency will facilitate person-directed education and training to self-advocates, and their families, agency staff providing services to persons with disabilities. 

Two (2) times per year the advocacy agency (ies) will participate in a DD system discussion session with DSD staff to review consumer issues, discuss service outcomes/satisfaction, unmet and under-served consumer needs. 

Two (2) times yearly the agency will produce a summary report on activities implemented over the year. 
Consumer Education

The agency will provide training with emphasis on self-expression, choice, person- centered services and elements of self-determination.

The agency will issue a participant survey to measure the progression of person directed approach to services. 

Two (2) times per year the advocacy agency (ies) will participate in a DD system discussion session with DSD staff to review the progress of consumer education sessions, discuss service outcomes, and unmet consumer needs.

Two (2) times yearly the agency will produce a summary report on activities implemented over the year. 

WORK AND DAY SERVICES

This program area includes employment, and center based work and day service programming for adults and children.  Programs available to developmentally disabled adults include work and day services facility-based, and employment in the community, or integrated community day programming.  The day center service programs are available for adults and children (age 0-2 years) with developmental disabilities or delays.

In the adult service system, there are four guiding principles shaping the work and day service delivery system.  These principles are:

Guiding Principles 

•
Structured work and/or day services are essential components of an adult's daily living experiences.  

•
Work and/or day service activities generally and preferably occur in designated settings different from the home environment.  

•
Participation in work and/or day services presents opportunities to learn new tasks, acquire new information, earn income, establish friendships, and learn new routines germane to the environment and expectations of that setting. 

•
Work and/or day service activities should offer integration, inter-personal and social interactions and have specified performance expectations. 

Note:  Principles for Children’s Services are in the early intervention section.

WORK PROGRAMS # DSD006


Adult work service programs provide opportunities for paid work to consumers with a wide range of DD conditions and support needs.  This range includes individuals with minimal, moderate and severe cognitive challenges, in addition to consumers with very specialized needs, i.e., challenging behaviors, medically fragile or limited mobility.  Critical for participation in this area is the consumer's interest in the program, their ability to learn and attend to tasks, behavioral concerns and personal attitude towards work.

Work service programming offers a variety of paid work projects from various community businesses that present commensurate wages to participants.  Variations in work group sizes and work environments are utilized to offer flexibility and change in work format.  Several work locations exist to address the needs of consumers throughout the county.

A component of work programs is a focus on work related behaviors. These activities include assisting the program participant in understanding the meaning, value and demands of a work environment, in addition to modifying or developing positive work attitudes and appropriate work behaviors.   Emphasis is on developing work skills and increasing the person's productivity to maximize earnings to and become more independent.

All programs provide:

•
training in performing work tasks;

•
training in work or appropriate social behaviors;
· Monitoring of participant’s progress; and,
•
an informational resource for the participant, families and/or significant others.

Funding emphasis will be placed on purchasing services that offer supports to consumers with significant support needs - physical, emotional or social domain, and services with an integrated community based focus- day activity and work.

Agency Administrative Requirements 
Review of individual referrals for applicant’s appropriateness for services should be completed within 30 days of receipt of referral.  Written disposition should be submitted to Disabilities Services.

Notify Disabilities Services verbally and in writing of significant problems and submit a discharge/termination summary to the Contract Administrator.

The agency must issue a Consumer Satisfaction Survey and provide a written summary of the results to the Contract Administrator. 

Agency must identify and submit three (3) personal stories identifying the service outcome and client benefits. 

Work Program Requirements

1.
Develop an Individual Service Plan (ISP) with each program participant based on an assessment, which addresses his/her needs including program/treatment goals, specifies client and program responsibilities, methods to be used to reach treatment goals, and time frames for completion.

2. Provide appropriate services and ongoing monitoring of progress toward attaining SP goals, institute changes as needed, and provide discharge planning, if warranted.

3. Assess program participant’s potential for community employment at least semiannually.  Placement or referral for employment shall be made when indicated.  The ISP must include a statement regarding whether or not community employment is a goal and, if so, a projected time to reach the goal must be included.
4.
Review the participant’s progress at least every six months and maintain written documentation of participant’s progress in the case file.

4. Provide transportation or coordinate transportation for persons unable to use public transportation.  Individuals able to utilize public transportation are responsible for their own transportation.  This includes individuals who have the capacity to benefit from mobility training.  All new enrollees must receive a mobility screening, if not already using public transportation.
6.
Occupational skill training programs shall have written curricula, be time limited, and deemed appropriate to each individual participant.

7.
Refer participants to needed community services as appropriate and encourage and support the individual’s integration into community life through, self-help, advocacy and recreational opportunities.

8.
Provide case management and counseling for individuals as needed.  Refer to psychological, alcohol and drug abuse, or other specialized counseling as appropriate to assist with interpersonal and community living problems.

9.
Provide or facilitate training/ in-service on the elements of self determination to participants.   

10.
Provide information on specialized and integrative recreational and/or educational activities to facilitate participants involvement in the community.

Expected Outcomes

Developmental Disabilities expects the following outcomes:

· Clients maintain or increase general (not job specific) work skills as identified in client’s service plan.

· Clients maintain or increase work appropriate social interaction as identified in client’s service plan or agency work standard.
· Clients maintain or increase productivity.

· Clients meet the standards for participation in Supported Employment.

Key supporting indicators for these outcomes include:
1.
Number of consumers referred or targeted for Employment Programs;

2.
Number of consumers placed on the Wait List for Employment;

3.
Hours worked vs. program time;

4.
Total wages paid to consumers/year;

5. 
Number of consumers maintained in jobs from the previous year;

6.
Number of participants who participated in integrated community work during the calendar year. 


The agency must prepare and submit a report indicating various client outcomes acquired as a result of their participation in this service (e.g. increase wages, acquire new job skill, individuals' goal achieved.)

ADULT DAY SERVICES # DSD007


Adult facility-based day services offer individuals with developmental disabilities the opportunities to develop, maintain and/or maximize an individual's independent skill level in areas of self care, physical and emotional growth, mobility, community education, community transportation, socialization, recreation and leisure, functional education and prevocational skills.  Services can be facility-based or integrative community based.  The guiding principles that apply to Adult Day Services are;

1. 
Structured day services provide critical life skills.  Through orientation, training and integration individuals are afforded the opportunity to enhance their quality of life and independent skills.

2.
Day services generally and preferably occurs in settings other than the home environment to facilitate social development and learn new skills.  Services occur in programs designed for training with professional personnel.

3.
Day service programming offers persons not interested in work a social, learning environment thus, facilitates choice and variety in experiences.  

4.
Day service programming offers a supervised, safe, and accepting environment in which challenges of all types can be explored and addressed to offer optimum support.  This type of programming/ service heightens attention to the task or skill to be developed, rather than the usual characteristic or challenge. 

Emphasis in this service area is on:

•
presenting experiences that offer a variety of opportunities to interact with others in various settings and activities;

•
participating in tasks or activities that can be transferred or used in daily community living;

•
providing experiences to teach effective utilization and participation in integrated community tasks; and 

•
building skills that increase self independence and advocacy for the consumer and family.

Consumers with a broad range of disabling conditions and support needs are active in this service area.  Several of the programs serve consumers with significant functional adaptive needs, physical disabilities, and/or have challenging social or emotional behaviors.  Programs can be designed for specific sub-groups that could include special medical needs, hearing and/or visually challenged.  Tasks must be age appropriate, and where feasible, site appropriate.

Important variables for programming are consumer and family service preference, the abilities of the individual, and their personal interest and needs.  Consumers must be addressed with respect and supported rather than directed.  Agencies facilitating this service must balance these variables with the support structure needed to allow the consumer to maximize their choice, development and benefit from the service.

Similar to work services, facility-based day services is provided in a rehabilitation center setting offering the staff and physical structure necessary to respond to the specific needs of the participants.  These services vary in type and frequency of groups, group size, and location.  

Agency Administrative Requirements

Review of individual referrals for applicant’s appropriateness for services should be completed within 30 days of receipt of referral.  Written disposition should be submitted to Disabilities Services.

Notify Disabilities Services verbally and in writing of significant problems and submit a discharge/termination summary to the Contract Administrator.

A Consumer Satisfaction Survey must be issued and a written summary of the results forwarded to the Contract Administrator. 

Agency must identify and submit three (3) personal stories identifying the service outcome and client benefits. 

Expected Outcomes 

Developmental Disabilities expects the following outcomes:

· Clients maintain or increase independent skill level in self-care / functional skills as identified in client’s service plan.

· Clients maintain or increase independent skill level in mobility as identified in client’s service plan.

· Clients maintain or increase independent skill level in socialization as identified in client’s service plan.

· Clients increase pre-vocational skills.

· Clients generalize acquired skills to other settings.

Key supporting indicators for these outcomes include:
1. 
Number placed into Work Services or an Employment Program; 

2.
Number placed on the Wait List for Work or Employment; 

3.
Number of individuals who participate in Integrated Community Based Activities without staff support;

4.
Number of individuals who participate in Integrated Small Group Community Based Activities with staff support;

5.
Percentage of contract utilization;

6. 
Number of participants who meet the identified goal(s) as established by the semi-annual staffing.

The agency must prepare and submit a report indicating various client outcomes acquired as a result of their participation in this service (e.g, increase wages, acquire new job skill, individuals' goal achieved).
ADULT DAY SERVICES - Integrative Community Based #DSD008


The integrative community day service model is a sub-category of the day service program area.  The philosophy of this model is that consumers should be able to participate in natural, typical adult opportunities, however, due to their cognitive, physical or emotional and social needs, the consumers lack the ability, opportunity or judgment needed to participate.  The service offers the consumer who desires an alternative day service model the choice to learn and experience their community at large.  It enables flexibility in activity, structured program time, location and peer group. 

The program framework is based on a person-centered/directed planning process.  A review of the participant's abilities, interests and general personal and social needs should be completed for goal development.  Family or significant input may also be included, if appropriate, to assist with planning activities that are meaningful and beneficial for the consumer.  Emphasis should be placed on tasks that can be generalized or reinforced by the family or home setting. 

The purpose is:

•
to increase consumer choice in work and/or day options;

•
to provide an understanding and education to the consumers on their community;

•
to increase participation of consumers in their community enabling them to utilize typical public and private services on an independent or small group level.

Activities will include, but are not limited to the following:

•
educational tasks;

•
recreational and leisure tasks;

•
volunteer tasks; 

•
self advocacy training and experiences;

•
community living experiences i.e., utilizing generic resources, shopping, eating out, library use, special events etc.  

Agencies planning to bid for this service must include specific information on activities or tasks related to linkages with community agencies and organizations, public facilities, and businesses etc., outlining the plan to provide community orientation and personal development activities.

Individual participants must express or demonstrate interest in this service for admission. 
Agency Expectations

•
The provider should be experienced in the person-centered and/or person-directed service planning model.

•
The provider must be interested and willing to support a flexible service style.

•
The provider must be able to support maximum utilization of generic resources. 

Agency Administrative Requirements 

Review of individual referrals for applicant’s appropriateness for services should be completed within 30 days of receipt of referral.  Written disposition should be submitted to Disabilities Services.

Notify Disabilities Services verbally and in writing of significant problems and submit a discharge/termination summary to the Contract Administrator.

A Consumer Satisfaction Survey must be issued and a written summary of the results forwarded to the Contract Administrator. 

Agency must identify and submit three (3) personal stories identifying the service outcome and client benefits. 

Service Requirements

1. Develop a comprehensive Individual Service Plan (ISP) with each program participant based on an assessment, which addresses his/her needs, specifies client and program responsibilities, methods to be used to reach service goals, and time frames for completion.

2.
Provide appropriate services and ongoing monitoring of progress toward attaining ISP goals, institute changes as needed, and provide for discharge planning.  Coordinate semiannual staffing with appropriate parties to review status.

3.
Maintain written documentation in case files of contacts, visits, and telephone conversations with program participants, service providers, and significant others.  Maintain communication and coordination with other service providers.

4.
Provide transportation or coordinate transportation for persons unable to use public transportation.  Individuals able to utilize public transportation are responsible for their own transportation.  This includes individuals who have the capacity to benefit from mobility training once it is provided.

5.
Refer to needed community services as appropriate.

6.
Provide informal counseling for individuals as needed.  Refer to psychological, alcohol and drug abuse, or other counseling as appropriate.

7.
Encourage and support the individual’s involvement in community life, activities, self-help, and advocacy programs.

8.
Utilize the Personal Planning Inventory tool or similar data to identify the participant's interest in his/her community; to record ongoing community awareness; and to document the consumers' use of community settings and services. 

Expected Outcomes 

Developmental Disabilities expects the following outcomes:

· Clients increase awareness of community resources. 

· Clients increase utilization of public and private services in their community.

· Clients generalize acquired skills to other home and community living situations.
· Clients maintain or increase independent skill level in mobility as identified in client’s service plan.

Key supporting indicators for these outcomes include:
1.
Number and type of services engaged;

2.
Number of consumers placed into/served through an Integrative Community Program model;

3. Number of consumers referred for work/day alternatives or placed on the wait list; and, 

4.
Number of consumers referred for employment or placed on the wait list.

The agency must prepare and submit a report indicating various client outcomes acquired as a result of their participation in this service (e.g. increase wages, acquire new job skill, individuals' goal achieved.)

DEVELOPMENTAL DISABILITIES-CHILDREN

EARLY INTERVENTION BIRTH TO THREE SERVICES FOR CHILDREN # DSD009
Early intervention programs are provided in accordance with the requirements of the Individuals with Disabilities Act (IDEA) and WI Administrative Code, HFS 90. Early Intervention programs are designed to enhance parents'/caregivers' ability to meet the unique developmental needs of their child and to enhance the overall development of the child within the context of the child's family and community. 

The principles that guide this program are:

1.
A child's optimal development depends on their being viewed first as children and second as children with a problem or disability. 

2.
 A child's greatest resource is their family.

3.
 Parents are partners in any activity that serves their children.

4. 
Children are best supported within the context of family and the family is best supported within the context of the community. 

5. 
Professionals are most effective when they can work as a team member with parents and others.

6. Collaboration is the best way to provide comprehensive services.

7.
Early intervention enhances the development of children. 

These principles were adopted by the State Interagency Coordinating Council and reflect the values that guide implementation of the Birth to Three Program.

The Milwaukee County Department of Health and Human Services, Birth to Three Program is the lead agency.  DHHS maintains central intake functions. New referrals are assigned to agencies for evaluation, assessment, eligibility determination, plan development and on-going services.

All families participating in the early intervention programs work with a service coordinator. The service coordinator is the primary contact for the family from the time of referral to the time of transition from Birth to Three Program. The service coordinator arranges for evaluation, assessment, and development of the IFSP. The service coordinator is responsible for ensuring that families understand their rights within the program. 

The evaluation team for Birth to Three must include a service coordinator and at least two qualified professionals (per HFS 90). The parent/surrogate parent/guardian is a member of the evaluation team. The team reviews existing evaluations, performs additional evaluations which may be necessary, observes the child in their home or community environment and completes individual written reports. The evaluation provides information about the child's current developmental functioning and determines the child's eligibility for services. If the child is eligible, the family and the team develop an Individual Family Service Plan (IFSP) based on the family's identified concerns and priorities regarding the child's development. The IFSP must be developed within 45 days from the date of referral. The IFSP includes specific activities to address the family’s priorities regarding their child's development.  Services listed on the IFSP should be initiated in a timely manner.  A Child Outcomes Summary Worksheet with program entry information will also be completed at this time. The service coordinator assists the family in obtaining the recommended services. The IFSP is reviewed/revised with the family at least every six months. 

The Evaluation Team Report, the IFSP, and the Child Outcomes Summary Worksheet are submitted to DHHS Birth to Three Program staff for review and authorization of services.

Services provided to children/families are based on the concerns and priorities identified in the IFSP. The services should promote community integration for children with developmental disabilities and/or delays. The services should be provided within the context of the family/child's daily routines. Services may include: education, occupational therapy, physical therapy, speech therapy, psychology, assistive technology, nutrition, social work, parent education and support, and transportation. Service coordination is provided for all eligible children and their families. Service delivery can include: individual service, group activities, consultation activities with family and providers, and parent education activities. 

Services should be designed to meet the family's needs, schedules, and their priorities regarding their child's development. All agencies should describe in their application how their program design will provide services within the context of the child and family's daily routines. 

If the IFSP team considers provision of services in other than the child's natural environment, the program must have sufficient documentation to support the team's decision that the child and family outcomes could not be met by providing services in the natural environment. The documentation should include an explanation of how the IFSP team made this determination, how the goals and strategies will be generalized to other environments and what supports are needed to serve the child within the home and community environment. 

Early Intervention Birth to Three Program Requirements

1.
Address all Disabilities Services and HFS 90 Early Intervention requirements related to evaluation, development, implementation and revision of the Individual Family Service Plan (IFSP), service coordination, obtaining informed parent/guardian/surrogate parent consent and ensuring that the parent/child rights are maintained.

2.
Make available appropriate qualified staff for evaluation of children referred by the Birth to Three DHHS Intake staff. Staff should meet the personnel and training requirements of HFS 90.

3.
Make available appropriate qualified staff for the provision of services to children and families within the context of their daily routines. 

4.
Make available appropriate qualified staff to provide service coordination, to develop and monitor the IFSP with the family and to link families with appropriate services and resources. Per HFS 90, Service Coordinators are required to participate in at least 5 hours of training each year related to early intervention. Service coordinators should also be knowledgeable of community resources for children and families. 

5.
Address the agency's plan for family participation in evaluation, IFSP development and provision of services.

6.
Review the IFSP with the family at least every six months. 

7.
Transition children at age three to appropriate school and community resources. 

8.
Provide a representative to receive referrals for the agency at the DHHS Collaborative Intake meeting. 

9.
Have adequate billing procedures to ensure that third party revenues are maximized and the Birth to Three cost share system is implemented. 

10. Have adequate written information available for non-English speaking families, e.g., program descriptions, service descriptions, primary policies and guidelines for participants. 

11. Submit National Child Outcomes entry and exit data.

12. Submit annual National Family Outcomes data.

Agency Reporting

1. On a semi-annual basis each agency must provide a narrative on transition and discharge of children from the program. The final report for the year should include the six months data and the yearly total.

2. Each agency will submit a semi-annual report listing training activities for service coordinators and any assistance needed from DHHS & State Birth to Three staff that would enhance service coordinator skills and knowledge of resources. 

3. Each agency must provide a yearly summary of parent education activities, using the following format:  

	Date(s)
	Activity
	Topic
	Location
	# Parents Attended

	
	
	
	
	


4. Each agency must provide a yearly summary highlighting successes in providing services within the context of the community and listing any barriers to implementation of their program design.

5. Each agency must identify and submit three ( 2) personal stories identifying the service outcome and client/family benefit from the service.  

6. Each agency must describe staffing shortages and/or challenges and their action plans to alleviate the issues.

Program Performance Data

1. IDEA 2004 revisions require states to provide child and family outcome data demonstrating the impact of early intervention.  The primary focus of Federal and State monitoring activities is on improving education results and functional outcomes for all children with disabilities.

All Birth to Three Program provider agencies will be required to collect and submit entry, ongoing and exit data for each eligible child receiving services.  The data will reflect achievement/progress toward the following Child Outcomes:

a. Children have positive social-emotional skills (including positive relationships.

b. Children acquire and use knowledge and skills (including early language/communication).

c. Children will take appropriate actions to meet their needs.

Information will be collected for each child by the evaluation team and submitted on a Child Outcomes Summary Worksheet.  The worksheet will be submitted to DHHS at least twice: entry data will be recorded at the time of IFSP development and exit data will be collected when the child is discharged from the program after a minimum of six months participation.

2. Family Outcome information will be collected and submitted to DHHS on an annual basis in the form of a survey. The survey responses will reflect achievement/progress toward the following Family Outcomes:

a. Families understand their child’s strengths, abilities, and special needs.

b. Families know their rights and advocate effectively for their children.

c. Families help their child develop and learn.

d. Families have support systems.

e. Families’ access desired services, programs and activities in their community.

Unit of Service

For all Birth to Three programs a unit of service is one-quarter hour of direct service time.

Direct service time is staff time spent in providing service to the program participants, which includes face-to-face contacts (office or field), collateral contracts, telephone contacts, client staffings, and time spent in documentation of service provision. (Direct service does not include indirect time such as that spent at staff meetings, in service training, vacations, etc.)

Collateral contacts are face-to-face or telephone contacts with persons other than the program participants, who are directly related to providing service to the person and need to be involved by virtue of their relationship to the program participant.  Collateral contacts could include contacts with family members, other service providers, physicians, school personnel, clergy, etc.

Reimbursement for group services is based on one hour units of direct service time.  The total time must be equally divided between each group participant and recorded in the case record of the participant.

Documentation

Direct service time must be documented through an entry in the case notes or narrative for units billed.  The narrative entry must include (a) the date of the contact; (b) the type of contact (face-to-face, collateral, phone, etc.); (c) who the contact was with; (d) the content of the contact; and (e) the number of units (the length of the contact).  The case narrative must be contained in the case record maintained by the agency.

EMPLOYMENT PROGRAMS #DSD010
Employment options are designed to assist individuals who need more support and supervision to secure employment than is traditionally available through the Division of Vocational Rehabilitation or other employment programs.

Employment includes a range of work options and support levels, formerly known as Supported Employment and Community Employment.  This service provides assistance to individuals in identifying, obtaining, and maintaining community-based employment.  Individuals receive competitive wages for the work they perform.  Commensurate wages under a sub-minimum certificate can be approved in some instances.  Services may include preparation of the person for employment, job development, job restructuring and/or carving, job placement, job coaching, and follow up services.  Employment consultation services are made available to employers to facilitate the successful employment of the individual within their company.  Employment programs are characterized by three key factors:

•
Non-subsidized pay for work.

•
Opportunities for integration with persons who are not disabled and are not paid care givers.

•
Long and/or short term (time-limited) support services to the individual and to the employer to assist in job retention contingent on the individual's needs.

Referral to the Division of Vocational Rehabilitation is an integral part of the employment program process.  This process will be centralized with the Employment Service Coordinator as part of the standardized, service delivery system.  Written authorization for employment services must be obtained from the Employment Service Coordinator prior to admission into services.

Agency Administrative Requirements 

Individuals in need of long-term employment support must include the Disabilities Services - Long-term Support Commitment form authorizing services prior to service implementation.

Monthly reports are required while participant is utilizing DVR funding; six (6) month reports are required after the point of transition to county long term support funding.

A transition meeting at the time of transfer from DVR to Disabilities Services funding with Disabilities Services staff and DVR counselor must be scheduled to discuss services to be provided.  This meeting should take place at the participant's place of employment pending employer and participant approval.  

Representation at the Employment Services Meetings scheduled by the Disabilities Services staff is mandatory.  

A Consumer Satisfaction Survey must be issued and a written summary of the results forwarded to the Contract Supervisor. 

Agency must identify and submit three (3) personal stories identifying the service outcome and client benefits. 
EMPLOYMENT PROGRAMS


Employment Program Requirements

1.
Complete Milwaukee County's Employment Services Assessment, Individual Placement Plan (IPP), and Job Development Plan (JDP) on each participant.

2.
Maintain written documentation of participant’s progress in an individual case file.  Monitor progress and document program participant activity.  Maintain communication and coordinate planning efforts with Disabilities Services staff and other members of the participant’s support system.

3.
Provide instruction in job seeking skills, appropriate work behaviors, and job retention skills to all program participants.

4.
Provide technical assistance to employers on wage and hour issues, establish and/or monitor benefits and provide assistance to participants in monitoring and management of wages.

5.
Provide training or consultative services to the employer and/or program participant to insure job retention.  Services may include but are not limited to re-training, vocational counseling, co-worker training, technical assistance on possible job accommodations and support groups.

6.
Provide discharge planning, including information on how to return to the service system for other employment assistance or support services.

7.
Refer, encourage, and support the individual’s involvement in needed community services, including educational, functional skill development, leisure/recreational activities, self-help, and advocacy programs as appropriate.

8.
Refer individual to psychological, alcohol and drug abuse, or other specialized counseling to assist with interpersonal and community living problems, as needed.

9.
Provide initial and ongoing training to program staff regarding the needs and concerns of program participants.

10.
Place individuals in community based employment within an average of six months of enrollment within the program or provide Disabilities Service and DVR staff with written information relative to the status of the placement plan and list strategies being implemented and developed for placement to occur.

11.
Provide follow-up services following placement to insure job retention.  The time-frame for providing this service is dependent upon individual participant needs and is reviewed with Disabilities Services staff as appropriate.

12.
Identify the feasibility of utilizing work incentives under the Social Security Program, such as, the Impairment Related Work Expense (IRWE) and Plan for Achieving Self Support (PASS) for all participants.

13.
Provide a support system either in an individual and/or group format, for participants in employment with respect to their personal, social and/or employment related needs.  Goals will be to facilitate job stability and maximize adult community living experiences.  Through a support group format, participants should receive informal counseling, instructions or guidance for social integration.

Expected Outcomes 

Developmental Disabilities expects the following outcomes:

Increase integrative opportunities for work and/or for social interaction.

Decrease subsidized paid work and enhance traditional work opportunities. 

Increase opportunities to earn income.

35% of the Total numbers of the participants in the program will be working in community employment, 20% of the 35%, must be newly placed in the contract year.

Key supporting indicators for these outcomes include:
1.
Number placed into the community, and 


a.  employed at minimum wage or higher


b.  employed at sub minimum wage

2.
Percentage placed with 90-day retention

3.
Average hourly wage at placement

4.
Average hours employed at placement

5.
Average length of time to placement

7. Number of individuals maintained during the current year who were placed the previous year.

The agency must prepare and submit a report indicating various client outcomes acquired as a result of their participation in this service (e.g. increase wages, acquire new job skill, individuals' goal achieved).

Unit of Service

For facility based work and day programs a unit of service is one hour of client attendance in the program.

For non-facility based work programs, (e.g.: Employment Programs, Integrative Community Day Services) a unit of service is one-quarter hour of direct service time.

Direct service time is staff time spent in providing service to the program participants, which includes face-to-face contacts (office or field), collateral contracts, telephone contacts, client staffings, and time spent in documentation of service provision. (Direct service does not include indirect time such as that spent at staff meetings, in service training, vacations, etc.)

Collateral contacts are face-to-face or telephone contacts with persons other than the program participants, who are directly related to providing service to the person and need to be involved by virtue of their relationship to the program participant.  Collateral contacts could include contracts with family members, other service providers, physicians, school personnel, clergy, etc.

Reimbursement for group services is based on one-hour units of direct service time.  The total time must be equally divided between each group participant and recorded in the case record of the participant.

For facility-based work and day programs, a unit of service is one hour of client attendance in the program.  

Documentation

Direct service time must be documented through an entry in the case notes or narrative for units billed.  The narrative entry must include (a) the date of the contact; (b) the type of contact (face-to-face, collateral, phone, etc.); (c) who the contact was with; (d) the content of the contact; and (e) the number of units (the length of the contact).  The case narrative must be contained in the case record maintained by the agency.

COMMUNITY LIVING SUPPORT

RECREATION #DSD011
 

Recreation programming for developmentally disabled children and adults provides integrated or specialized opportunities for social interaction, self-expression and entertainment.  Programs should be designed to maintain motor skills and develop recreational interest of consumers.  Consumers are offered opportunities to socialize with peers and other people who are not disabled while increasing recreational experiences.  Participants receive an individualized screening and thus, participate in independent and/or group activities accordingly.  Activities are selected based on personal choice or skill.

The goal of recreational resources is to introduce the consumers to a variety of activities and experiences with the intent of these experiences being transferred to general community living activities by the person with their peers, families or other significant individuals.

Recreational services also design and facilitate integrative recreation.  For several consumers this service focuses on assessing and enrolling their participation in generic recreation and educational activities in the community.  Services are provided on a one to one or a small group basis, and implemented based on a personal assessment.

Recreation Administrative Service Requirements:

Three (3) times per year the recreational provider and administrative entity will provide an in service to community providers on recreational activities in the Milwaukee community, leisure skill development and implementation, and facilitating integrated recreation.

Two (2) times per year the recreation agency (ies) will participate in a DD system discussion session with DSD staff to review consumer issues, discuss service outcomes, unmet and under-served consumer needs, and future service planning.

Unit of Service

The vendor will be reimbursed for expenses up to 1/12 (one-twelfth) of the annualized contract per month.  The reimbursement will be for the actual expenses or 1/12 (one-twelfth) of the contract amount, whichever is lower, based upon a review of the vendor's monthly billing statement.  The format of the billing statement will be determined by the Disabilities Services Division and may include program staff, occupancy costs, equipment costs and other expenses found to be appropriate.  The billing statement shall be submitted on a monthly basis.

Documentation

Financial records/CPA audit.

RESPITE CARE #DSD012
 

Respite care is designed to provide for a substitute caregiver when an interval of rest or relief is needed by the primary care giver.  Respite may be provided in the family’s home, in a licensed foster home for children, or in a certified adult family home.

Agency Requirement-Respite Care

1)
Semi-annually, the provider will produce a survey on un-met family/individual needs, in addition to, other service trends or needs identified.

2)
Semi-annually, the provider will submit a report indicating service utilization and program participants’ satisfaction.

3)
Agency must identify and submit three (3) personal stories identifying service outcome and client benefit. 

Unit of Service

A unit of service is one hour of direct service time.

Direct service time is staff time spent in providing service to the program participants which includes face-to-face contacts (office or field), collateral contacts, travel time, telephone contacts, client staffings and time spent in documentation of service provision.  (Direct service time does not include indirect time such as that spent at staff meetings, in service training, vacation, etc.)

Collateral contacts are face-to-face or telephone contacts with persons other than the program participants, who are directly related to providing service to the person and need to be involved by virtue of their relationship to the program participant.  Collateral contacts could include contacts with family members, other service providers, physicians, school personnel, clergy, etc.

Reimbursement for group services is based on one-hour units of direct service time.  The total time must be equally divided between each group participant and recorded in the case record of the participant.

Documentation

Direct service time must be documented through an entry in the case notes or narrative for units billed.  The narrative entry must include (a) the date of the contact, (b) the type of contact (face-to-face. collateral, phone, etc.), (c) who the contact was with, (d) the content of the contract, and (e) the number of units (the length of the contact).  The case narrative must be contained in the case record maintained by the agency.

CORPORATE GUARDIANSHIP #DSD013

Corporate Guardianship provides guardianship services for adults between the ages of 18 and 59 years who are found incompetent under Chapter 880 by a court of law and for whom family are unsuitable or unavailable.  The purpose of this service is to provide intensive and short-term guardianship until the ward's situation and or behaviors have stabilized.

Services include, but are not limited to making personal decisions regarding health care, housing, nutrition, social needs, etc., on behalf of the ward, and ensuring that all benefits due the ward are applied for and provided.  Disabilities Services staff are the fixed point of referral and the agency must state in writing that they agree to cooperate with Adult Services to accept, substitute and/or transfer wards via the successor guardianship process, when deemed appropriate by Adult Services.

Corporate Guardianship Requirements

Contract agencies will provide a quarterly report indicating the number and names of clients served and a brief narrative on status (concerns, critical issues, charges etc.) of their case-monitoring role.

Agency Requirement-Corporate Guardianship

Agency must provide a quarterly report on the status of assigned consumers and service operations.

Unit of Service

A unit of service is one-quarter hour of direct service time.

Direct service time is staff time spent in providing service to the program participants including face-to-face contacts (office or field), collateral contacts, travel time, telephone contacts, client staffing and time spent in documentation of service provision. (Direct service time does not include indirect time such as time spent at staff meetings, in service training, vacation, etc.

Collateral contacts are face-to-face or telephone contacts with persons other than the program participants, who are directly related to providing service to the person and need to be involved by virtue of their relationship to the program participant.  Collateral contacts could include contacts with family members, other service providers, physicians, school personnel, clergy, etc.  Reimbursement for group services is based on one-hour units of direct service time.  The total time must be equally divided between each group participant and recorded in the case record of the participant.

Documentation

Direct service time must be documented through an entry in the case notes or narrative for units billed.  The narrative entry must include (a) the date of the contact, (b) the type of contact (face-to-face, collateral, phone, etc.), (c) who the contact is with, (d) the content of the contact, (e) the number of units (the length of the contact).  The case narrative must be contained in the case record maintained by the agency.
PERSON-CENTERED PLANNING #DSD017
 

Person-Centered planning services provides a “skilled facilitator” to guide the parent, guardian and significant others, with the consumer through a process of identifying current and futures supports, in addition to planning future goals. The intent of the Person-Centered process is to identify the needs, interest and positive support elements to work collaboratively to accomplish desired consumer and family goals by engaging all parties in the planning and implementation process.   

Disability Services staff interest in this method is to provide a vehicle that begins the “get-acquainted process” of individuals and their family with professionals in the field to recognize and utilize their strengths in navigating adult services and systems important to community living for the adult with a disability. Addressing needed supports through a family and significant other process provides the opportunity to capitalize on utilizing stable supports, who have a vested interest in the adult with the disability to assist in life planning and life services.  

The trained staff providing person-centered services will be expected to possess the knowledge, and skill of person-centered planning approaches, upon contract award.  In addition staff will need current understanding and familiarity of the adult systems to inform and guide family members.  It is expected that staff will encourage and guide the person with family, primary caregiver and other interested parties to engage in functional skill building activities, social/peer relationship development, community activities, assistance with benefit counseling and develop future plans and goals that will aid the individual and their support network.  The planning sessions are planned to occur, at minimum one to two times monthly, per person and as needed to accomplish the objectives. 

Disabilities Services is the fixed point of referral and enrollment for this service.

Agency Service Requirements - Person-centered Planning Programs

For Person-centered Planning, providers must produce a quarterly summary report including information on persons served, needs identified-addressed, progress made and unmet needs, and submit it to DD management staff.

Agency must submit a semi-annual update on the services provided, frequency and identify the general goals of the participants and progress made.

Agency must provide training in self-advocacy on elements of self-determination. 

A Consumer Satisfaction Survey must be issued and a written summary of the results forwarded to DSD management personnel. 

Representation at the Person-Centered Providers Group Meetings scheduled by Disabilities Services staff is required, quarterly. 

Agency must identify and submit three (3) personal stories identifying service outcome and client benefit. 

Person-Centered Planning Services Requirements

All agencies seeking to provide Person-Centered Planning services must comply with the following requirements:

1.
Develop a service/support plan  with each  participant based on assessing the individual.  Provide monitoring of progress towards attaining the goals and recommend changes.  Contact the program participant and family with frequency sufficient to insure progress.  Coordinate semiannual staffing with appropriate parties to review status.  Areas to focus on are::

a.
housekeeping and home maintenance skills 

b.
mobility and community transportation skills

c.
interpersonal skills and relationships

d.
health maintenance

e.
safety practices

f.
financial management

g.
problem solving and decision-making

h.
self-advocacy and assertiveness training

i.
utilization of community resources and services

j.
recreational and leisure skills

k.
basic self-care skills

l.
menu planning and meal preparation

m.
communication skills

n.
time management

o.
coping with crises

p.
forming natural support systems

2.
Maintain written documentation in case files of contacts, visits, and telephone conversations with program participants, service providers, and significant others.

3.
Provide case management and informal counseling for individuals as needed.  Case management services include but are not limited to:

a.
Insure referral and follow-through to needed community services including vocational, educational, medical, psychological, alcohol and drug abuse and other specialized services, as appropriate.  Maintain communication and coordination with other service providers.

b.
Encourage and support the individual’s involvement in community life, activities, self-help, and advocacy programs.

c.
Assist individuals in applying for benefits as appropriate and securing needed documentation to resolve problems concerning those benefits.

d.
Lead in the development of a support network for the individual that will include the resident and significant others who will contribute to the training, support and service plan of the individual.

e.
Complete a community-based social/recreational Personal Planning Inventory (PPI) on all residents to enhance community integrative programming.

3. Provide consultation on community resources and service options in order to facilitate the development of consumer choice in service planning. 
The agency must prepare and submit a report indicating various client outcomes acquired as a result of their participation in this service (e.g. increase wages, acquire new job skill, individuals' goal achieved).

Unit of Service

A unit of service is one-quarter hour of direct service time.

Direct service time is staff time spent in providing service to the program participants which includes face to-face contacts (office or field), collateral contacts, travel time, telephone contacts, client staffing and time spent in documentation of service provision. (Direct service time does not include indirect time such as that spent at staff meetings, in-service training, and vacation.

Collateral contacts are face-to-face or telephone contacts with persons other than the program participants, who are directly related to providing service to the person and need to be involved by virtue of their relationship to the program participant.  Collateral contacts could include contacts with family members, other service providers, physicians, school personnel, clergy, etc.  Reimbursement for group services is based on one-hour units of direct service time.  The total time must be equally divided between each group participant and recorded in the case record of the participant.

COMMUNITY RESIDENTIAL PROGRAMS

Community living supports is a broad term that represents an array of supports or services to individuals with disabilities who are in the community.  Participants or applicants reside independently, with family or significant others and need supports or intervention to enable their success, full participation or advance in skills for adult living.

SUPPORTIVE LIVING PROGRAM (OPTIONS) # DSD015



The Supportive Living Program provides individually tailored training, support and supervision to individual adults to promote, maintain, and maximize independence in community living. The premise of the program is that adults with disabilities can live independently or semi-independent in settings provided the appropriate support arrangements and home can be identified and acquired on behalf of the participant.  Program participants are assessed for their abilities, needs, and family or significant other assistance in order to clarify the appropriate service components needed in the supportive living service structure.  The goal of the program is to enable the participant to experience a safe, supported, and positive living experience while enhancing their understanding, access and utilization of community.  Participants receive guidance with interpersonal relationships and supervision from various agency staff that fosters personal growth.  The program model includes four service components: Case Management, Daily Living Skills Training, Daily Living – Maintenance Service, and Supportive Home Care Services.  

Agencies interested in applying for this services in this program area must be able to provide the full array of services. 

Case Management Services: Assessing, planning, monitoring, locating and linking an individual to supports and/or services.  Supports needed generally reflect health care services, social services, benefits, or fundamental supports (e.g. housing).  Case manager may assist with setting appointments, providing intervention with problems, documenting supports received and aiding through informal counseling or guidance with interpersonal problems or people relationships.

Daily Living Skills Training: Training or teaching an individual a skill to develop greater independence.  Skill training is task-oriented and time-limited with pre- and post assessment. Areas of focus typically include: personal care, grooming, dressing, food preparation, money transactions, budgeting, home upkeep, use of community resources, community-travel training safety issues.

Daily Living Skills Maintenance: Assisting/accompanying an individual with typical day-to-day functions that enable community living. This service typically includes functional training, general guidance and supervision of instrumental ADLs, informal intermittent, monitoring critical appointments to lessen vulnerability and increase or maintain success in community living.  DL-Maintenance fosters the individual retaining their functional level and generally learning new tasks over time.  It is likely that the individual in this category may always require the same level of support to maintain community living.

Supported Home Care: Instrumental ADL tasks performed by care workers, or care workers accompany an individual in functions related to personal care, grooming, shopping, medication set-up, mobility in the home and in community, home care and household chores, social activities, health care appointments and other daily living tasks.  These tasks are actually hands-on activities performed by personal care workers.

SUPPORTED PARENTING #DSD016
 

Supported Parenting is a sub category of the supportive living program service or case monitoring service.  This service provides training, counseling and intervention to adults with developmental disabilities who are also parents.  The focus of this service is to offer guidance in community living and parenting.   Participants are encouraged to identify their needs, routines, challenges, as well as family needs.  Training and supports in personal skills and parenting skills vary.  Guidance on how to support the family unit is provided on an individual and/or a group basis.   

Persons receiving this service generally lack a natural support network or the extended family and friends are unable to assist at the level needed for successful family community living.  Subsequently, staff seeks mentors and uses the mentoring approaches to foster learning.  Staff provide practical and functional training in daily living skills, decision-making, social and community training, in addition to informal child rearing counseling, parenting skills and service coordination.  The goal is to teach adult community living skills and promote stability in the family unit through guiding the parent to learn about and understand the parental role.  Staff also functions as advocates for the parent on educational, medical and social service issues where the child is involved.

Agency Service Requirements - Supported Living: Supported Living and Parenting Programs

For Supported Parenting providers must produce a quarterly summary report including information on persons served, needs identified-addressed, progress made and unmet needs, and submit it to DD management staff.

Agency must submit a semi-annual update on the services provided, frequency and identify the general goals of the participants and progress made.

Agency must provide training in self-advocacy on elements of self-determination. 

A Consumer Satisfaction Survey must be issued and a written summary of the results forwarded to the Contract Supervisor. 

Representation at the Supported Living Service Meetings scheduled by Disabilities Services staff is required. 

Agency must identify and submit three (3) personal stories identifying service outcome and client benefit. 

Supportive Living Programs Service Requirements

All agencies seeking to provide Supportive Living Programs must comply with the following requirements:

1.
Develop a comprehensive Living Plan (LP) with each SLP participant based on an assessment that addresses his/her needs and specifies responsibilities, methods to be used, and time frames for completion.  Provide ongoing monitoring of progress towards attaining LP goals and recommend changes, including discharge planning as needed.  Visit the program participant with frequency sufficient to insure progress in the LP.  Coordinate semiannual staffing with appropriate parties to review status.  The LP should provide or arrange for training or support in the following areas as determined by the initial assessment and progress:

a.
housekeeping and home maintenance skills 

b.
mobility and community transportation skills

c.
interpersonal skills and relationships

d.
health maintenance

e.
safety practices

f.
financial management

g.
problem solving and decision-making

h.
self-advocacy and assertiveness training

i.
utilization of community resources and services

j.
recreational and leisure skills

k.
basic self-care skills

l.
menu planning and meal preparation

m.
communication skills

n.
time management

o.
coping with crises

p.
forming natural support systems

2.
Maintain written documentation in case files of contacts, visits, and telephone conversations with program participants, service providers, and significant others.

3.
Provide case management and informal counseling for individuals as needed.  Case management services include but are not limited to:

a.
Ensure referral and follow-through to needed community services including vocational, educational, medical, psychological, alcohol and drug abuse and other specialized services, as appropriate.  Maintain communication and coordination with other service providers.

b.
Provide prompt intervention to resolve interpersonal and community living problems.

c. Encourage and support the individual’s involvement in community life, activities, self-help, and advocacy programs.
d. Assist individuals in applying for benefits as appropriate and securing needed documentation to resolve problems concerning those benefits.

e.
Assist the individual in screening, hiring and training attendant and respite workers as required.  Help the individual understand their responsibilities as employers.

f.
Lead in the development of a support network for the individual which will include the resident and significant others who will contribute to the training, support and service plan of the individual.

g.
Complete a community-based social/recreational Personal Planning Inventory (PPI) on all residents to enhance community integrative programming.

4.
Maintain a 24-hour coverage plan to respond to residents when ill or in case of emergency.  The agency must maintain a log of the emergency calls and the response time to an emergency call.

5.
Provide initial and ongoing training to program staff, including attendant and respite staff, regarding the concerns of residents.

6.
Notify Adult Services verbally and in writing of significant problems and submit discharge/termination summary.

1. Provide consultation on community resources and service options in order to facilitate the development of consumer choice in service planning. 
2. Develop and review a “Safeguard Program Checklist” that identifies items/services or procedures critical for the care, stability or service need of the program participants, and review the list with participants/guardian, where appropriate.

The agency must prepare and submit a report indicating various client outcomes acquired as a result of their participation in this service (e.g. increase wages, acquire new job skill, individuals' goal achieved).

Unit of Service

A unit of service is one-quarter hour of direct service time.

Direct service time is staff time spent in providing service to the program participants which includes face to-face contacts (office or field), collateral contacts, travel time, telephone contacts, client staffing and time spent in documentation of service provision. (Direct service time does not include indirect time such as that spent at staff meetings, in-service training, and vacation.

Collateral contacts are face-to-face or telephone contacts with persons other than the program participants, who are directly related to providing service to the person and need to be involved by virtue of their relationship to the program participant.  Collateral contacts could include contacts with family members, other service providers, physicians, school personnel, clergy, etc.  Reimbursement for group services is based on one-hour units of direct service time.  The total time must be equally divided between each group participant and recorded in the case record of the participant.

ASSERTIVE CASE INTERVENTION SERVICES #DSD014
 

Assertive Case Intervention Services for adults with developmental disabilities provides short and long term intervention services. Assertive Case Intervention is a component within the core group of Diversion Services.   Support services are designed to address a wide range of behavioral challenges exhibited by consumers with DD and have a high range of support needs in the mental health area in order to function successfully in the community.  Through a process of intervention and pro-active case involvement, this service is planned to guide consumers on a daily basis, and collaborate with other professionals through high-risk periods to reduce the loss of residential and /or day activity due to instability in social behavior.  The goal is to foster manageability by the person in typical daily living experiences to reduce high-risk periods of emotional instability. Families and significant others to the client may also be assisted with education and support on an ongoing basis and especially in times of turmoil or crisis.

Adults in this service are developmentally disabled who also are dual diagnosed with a major mental health diagnosis, or who have problematic mental health or behavioral patterns.  These characteristics present significant barriers to their successful community living status.  

Assertive Case Intervention services provide the monitoring link with community providers and the home environment through direct community intervention and support to the individual.  Communication among the intervention team members and with the client is paramount. 

DSD staff serves as the fixed point of referral for all identified consumers. Referrals to the provider are directed by DD staff.  DD staff holds regular case review meetings with the provider to monitor progress and provide technical assistance. 

Individuals and families in Diversion Services are treated with dignity and respect.  Although a variety of behavioral challenges exist, staff strives to provide reasonable assurances of personal safety and guide the person through opportunities to express interests, desires, and preferences. The consumer must have choice and flexibility in the services and supports they receive. All parties, the consumer, DSD and the provider staff work as partners in shaping the delivery of services and supports. 

Assertive Case Intervention services offer four major service components;  

1.  
Intervention/Functional Daily Living Component

2. 
Health and Wellness Monitoring

3. 
Guidance and Counseling 

4. 
Social Supports

Through these service components the provider staff will:
1.  
Implement a service plan designed to address the consumers needs in daily living tasks. This would include stable and safe housing, a daily activity, training program or job and free time structure. The plan should compare closely to the life values and culture of each individual.  The focus is to assist the consumer to live in, learn, and cope with the community through functional tasks and social relationships. 

2. 
Monitor health and safety in the living environment. The consumer's preferred health and personal habits should be accepted or their development guided. Interventions may be necessary to assist consumers with the maintenance of regular health care provider visits for physical health and mental/behavioral health visits, or with money management. 

3.
Offer an informal counseling and support service through individual contacts or in a group setting. The service should be offered according to the guidelines of the licensing and professional standards of the field. This service may be extended to family or other living environments to foster their ability to address crises. In accordance with the consumer's needs and wishes, referrals may be made to outside providers. Coverage from benefits should be taken into consideration.

4.
Utilize a system of social supports to guide opportunities for meaningful and trusting relationships that is core to the measure of a functional life.  Additionally, the provider will offer service that will feature a consumer run set of services.  The provider functions as the facilitator of space, equipment, the structure of services and the variety of programs.  This should include activities facilitating personal growth and opportunities that permit attendance at events and public resources.

Agency Requirements - Assertive Case Intervention Services

1. Assess and submit an initial plan within ten working days on all referrals.  The final plan must be submitted within 30 days and include objectives. In this process each consumer should be given respect, their dignity a priority and their opinion included in the planning. The elements of self-determination must be implemented. This would include helping the person choose their own goals, choose what kind of help is needed to achieve them, and how to get that help. 

2.
Produce written reports every month and submit to DSD.  The report should include a statement of progress and challenges toward the goals and any recommendations for changes in the service plan. 

3.
Attend regular meetings with DSD DD staff for the purpose of joint case review and to provide a time for administrative review and case processing.

4.
Agency must identify and submit three (3) personal stories identifying service outcome and client benefit. 

5.
A Consumer Satisfaction Survey must be issued and a written summary of the results forwarded to the Contract Supervisor. 

Expected Outcomes 

Developmental Disabilities expects the following outcomes:

Decrease in the number of repeat inpatient psychiatric admissions of 3 or more days per calendar year.

Increase attendance of adults who are in structured day services or work options.

 Decrease the number of adults with DD in crisis hospitalization during contract year. 

Key supporting indicators for these outcomes include:

Number of repeat inpatient psychiatric admissions of 1 or 2 days for medication adjustment per calendar quarter for the consumers served that quarter.

Number of consumers receiving diversion services who participated in consumer run services.  

Number of people maintained in or those assisted to move into stable housing.

Number of people participating in the development and implementation of their service plans.

Number of people referred and participating in a new service program.

Number of Families, Guardians and/or Significant others receiving education and support.

The agency must prepare a report on client outcomes acquired as a result of  their participation in this service. 

Unit of Service
A unit of service is one-quarter hour of direct service time.

Direct service time is staff time spent in providing service to the program participants which includes face to-face contacts (office or field), collateral contacts, travel time, telephone contacts, client staffing and time spent in documentation of service provision. (Direct service time does not include indirect time such as that spent at staff meetings, in-service training, vacation, etc.

Collateral contacts are face-to-face or telephone contacts with persons other than the program participants, who are directly related to providing service to the person and need to be involved by virtue of their relationship to the program participant.  Collateral contacts could include contacts with family members, other service providers, physicians, school personnel, clergy, etc.  Reimbursement for group services is based on one-hour units of direct service time.  The total time must be equally divided between each group participant and recorded in the case record of the participant.

Documentation

Direct service time must be documented through an entry in the case notes or narrative for units billed.  The narrative entry must include (a) the date of the contact, (b) the type of contact (face-to-face, collateral, phone, etc.), (c) who the contact is with, (d) the content of the contact, (e) the number of units (the length of the contact).  The case narrative must be contained in the case record maintained by the agency.

Section 4

Economic Support Division

Program Descriptions

ENERGY ASSISTANCE OUTREACH

Program #ESD002
TENTATIVE BUDGET:    $272,730     Applicants able to deliver services for less than this amount may receive additional points under “Budget Justification/Cost”.

TARGET GROUP:

Low and Fixed Income Milwaukee County residents, including the elderly and disabled, who may be eligible for energy assistance but have not applied for it, those individuals who may be eligible for We Energies’ Low Income Pilot Program, and those individuals who are experiencing or at risk of experiencing an energy emergency.

EXPECTED PROGRAM OUTCOMES:

· Customers apply for the We Energies Low Income Pilot Program

· Once accepted into the We Energies Low Income Pilot Program, customers remain enrolled (i.e. continue to meet Pilot Program requirements)

· Customers increase knowledge of realistic and practical conservation measures and energy saving tips.

· Customers develop budgeting techniques.

· Customers meet monthly energy payments.

· Potentially eligible households are aware of DHHS Income Maintenance services, programs, and activities for which they may apply. (i.e. Food Share, MA, childcare, etc.)

GENERAL INFORMATION:

It has been estimated in Milwaukee County that approximately 65,000 households are potentially eligible for energy assistance.  For the fiscal year 2005, only 46,990 households actually applied.  A concerted effort needs to be made to reach out to those remaining households and get them the assistance and information they need in order to apply for aid.

For the fiscal year 2005, 26,256 households received Crisis Assistance.  Intensive Case Management services are needed to help those receiving aid in this area to maintain their eligibility for aid.

In 2005, the We Energies’ Low Income Pilot Program was made available to 3000 households who were in the position of having been disconnected for non payment, had an arrears balance, and have a monthly energy budget of greater than $65.   A total of 7,226 households were potentially eligible to participate.   Outreach is needed to connect these individuals with this program.

SERVICE DESCRIPTION:

The following activities and services are to be available through this program, effective January 1, 2007:

1. Home Visits

· Upon referral from the Milwaukee County Energy Assistance staff, Milwaukee County Dept. of Aging staff, and Milwaukee County Disability Services Division staff, provide home assessments for elderly and disabled residents who have difficulty with mobility.

· Complete the energy assistance application with these individuals.

· Provide Case Management services deemed appropriate, as outlined below.

2. Intensive Face-to-Face Case Management 

· Conduct needs assessments of the households of those individuals referred by Milwaukee County and/or identified through the workshops as NOT eligible for the Low Income Pilot Program.

· Assess the household budget and work with the individual or family in developing a workable plan for the timely payment of bills.

· Provide advocacy and mediation services with vendors (e.g. We Energies, Oil Supply Companies, etc.) to establish payment arrangements and eligibility/referral to the Low Income Pilot Program.

· In-depth help based on household analysis with issues such as energy tips/conservation, budgeting and financial counseling, weatherization, and managing accounts.

· Provide information as needed on housing, how to access Food Share, medical, and child care benefits through Milwaukee County, as well as on any other issues which would affect a person’s ability to be fiscally responsible.

3. Fixed Income Cases

· Contact Fixed Income households who have received energy assistance during the prior year and complete the abbreviated application form with signature page.

An expected minimum of 2000 energy assistance applications are to be processed, with a minimum of 3000 face-to-face case management hours to be completed (average of 1.5 hrs per household).

Vendor must include a detailed description of how services would be rendered for all components.

4. Workshops

· Conduct a minimum of 12 workshops per month – 3600 individuals to be served, in an effort to educate consumers seeking energy assistance.  

· Topics should include, but not be limited to, rights and responsibilities, energy tips/conservation, budgeting and financial counseling, payment plans, weatherization, and managing utility accounts.

· Workshops are to be held at both North and South side locations to reach a maximum number of people.   

· A minimum of one workshop per month must be available in Hmong and a minimum of one workshop per month must be available in Spanish. 

Vendor must include:

· A detailed description of the process used for referring the attendees who are not in the Low Income Pilot Program into Intensive Case Management.   

· A detailed description of how these workshops will be marketed and promoted to the community.

STAFFING REQUIREMENTS:

· Bachelor’s Degree preferred, Associate Degree with experience in case management or budgeting principles will be accepted.

· Workshop presenters must have experience in group training of diverse populations. 

· Must have a valid Wisconsin driver’s license

· Must be able to serve both the Hmong and Spanish speaking monolingual communities.

· Must be able to communicate effectively with both potential customers and the agencies involved in helping them.
PAYMENT METHOD:  Performance-based, per hour of face-to-face contact.

Home Visits/Face-to-Face Intensive Case Management:  Vendor must indicate an hourly rate not to exceed $70 per hour, which includes all expenses involved in delivering this service, not including travel time.  Telephone assistance is not being funded and will not be billable under this contract.   Travel time, mileage reimbursement, telephone time, program coordination, reporting and administrative costs must all be factored into the hourly rate.  Time should be billed to the nearest one-quarter of an hour (e.g. –one hour and 15 minutes = 1.25 hours).

Workshops:  Vendor must indicate a fee per workshop not to exceed $140 per session, which includes all expenses involved in delivering this service (including administrative costs).  Travel time, mileage reimbursement, telephone time, program coordination, curriculum development, reporting and administrative costs must all be factored into the hourly rate.  

Failure to provide both an hourly rate and a workshop session rate will result in the application receiving no consideration for this service.

REPORTING REQUIREMENTS:

Report of Program Expense:

Vendor will provide a monthly billing indicating the total number of home visit/case management hours, total number of applications completed, total number of workshops held, and total amount due.

Report of Program Activity:

The following information must be reported on a monthly basis:

Home Visits/Intensive face-to-face Case Management:

· Service date

· Customer name, address, and phone number

· Actual hours of service delivered per household

· Total number of households served for the month

· Total hours of service delivered for the month

· Total number of applications completed per month

· Name of staff person who provided the service

Workshops:

· Service dates

· Locations of workshops

· Attendance roster for each workshop held that month, to include name, address and phone number of attendees.

· Topics included in each workshop

· Name of Presenter of each workshop

· Number of non-Low Income Pilot Program attendees referred to Intensive Case Management

Vendor will cooperate with any other special reports and/or evaluation activities as requested by Milwaukee County.

EVALUATION

In addition to the evaluation of the Vendor’s outcomes based on the service delivery plan submitted with this proposal, Milwaukee County will communicate with the State Dept. of Administration, We Energies, and conduct random evaluation surveys with the individuals who have been served by this contract, looking for the following indicators of successful service delivery:

· Total number of households who have applied for energy assistance.

· Total number and percentage of households enrolled in energy assistance, broken down by new and continuing households.

· Total number and percentage of households enrolled in the We Energy Low Income Pilot Program and total number and percentage of households who are no longer a part of the program due to not keeping up with program requirements.

· Number and percentage of customers who are able to identify an application of newly learned conservation measures and energy saving tips.

· Number and percentage of customers able to identify at least one application of newly learned budgeting skills.

· Number and percentage of households who are current with their energy payments, or adhering to an approved payment plan.

· Number and percentage of customers able to name or identify an additional service for which they may qualify.

In addition to the indicators outlined above, we will also be looking for a minimum of 80% above average satisfaction rating by the households participating in this program.
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