
Hello, and thank you for joining us for this OSVT Training for Support Coordinators As 
you are aware, in accordance with indicators in the Settlement Agreement as well as 
Licensing and Medicaid regulations, Support Coordinators are required to assess both if 
a person’s ISP is being implemented appropriately and also if the person has had a 
change in status.  This training is designed to help you understand more clearly what 
those two terms mean and introduce a tool to help you document them.
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By the end of this training, you will be able to identify the definitions of “change in 
status” and “ISP implemented appropriately,” how to assess, document and report 
findings, and what to do if you discover something concerning.

The primary reasons for assessing for change in status and appropriate implementation 
of services. We want to ensure consistently that people have needed supports, that the 
services they have are responsive and effective, and that they are healthy, safe and 
connected to their communities and to people they care about. 
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Objectives

The OSVT is an essential tool to assist you in making consistent assessments 
of the needed supports and services of the people on your case load. 

By the end of this training, you will be able to identify:

q the definition of “change in status”
q the definition of “ISP implemented appropriately”
q how to assess for these two factors during face-to-face visits
q how respond when concerns occur
q how to document and report findings
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The definitions of the two phrases “change in status” and “ISP implemented 

appropriately” are critical to ensuring people’s health and wellness, and require 

Support Coordinators to understand them, and apply them consistently and with 

careful consideration and robust discussions
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About the Definitions

• The two phrases “change in status” and “ISP implemented
appropriately” are critical to ensuring the health and wellness of
people supported
• Must be understood and applied consistently across Support

Coordinators/Case Managers
• Require careful consideration with each encounter with a person who

has services and supports under Virginia’s DD waivers and through
discussions with people supporting the person
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The next several slides highlight some DMAS and Licensing regulations pertaining to 

the provision of support coordination. Consistent completion of the OSVT will help you 

as the SC to meet and document the regulatory requirements of your work.

12VAC30-122-20 is the Medicaid DD Waiver regulation that outlines what should 

happen during a face-to-face visit, including assessing the person’s status and 

determining satisfaction with and need for services.
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Relationship to Requirements

"Face-to-face visit" in the person’s service setting (e.g. residential, employment, or 
group day) means an in-person meeting between the support coordinator and the 
individual and family/caregiver, as appropriate, for the purpose of assessing the 
individual's status and determining satisfaction with services, including the 
need for additional services and supports.

12VAC30-122-20
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The Office of Licensing’s regulations also address what a Support Coordinator’s duties 

are at face-to-face visits, including assessing change in status and whether the ISP is 

being implemented appropriately.
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Relationship to Requirements

At face-to-face meetings, the case manager shall 

(i) observe and assess for any previously unidentified risks, injuries, needs, or other
changes in status;

(ii) assess the status of previously identified risks, injuries, or needs, or other changes
in status;

(iii) assess whether the individual's service plan is being implemented appropriately
and remains appropriate for the individual; and

(iv) assess whether supports and services are being implemented consistent with the
individual's strengths and preferences and in the most integrated setting appropriate
to the individual's needs.

12VAC35-105-1245
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Change in status is defined as “changes related to a person’s mental, physical, or 

behavioral condition and/or changes in one’s circumstances to include representation, 

financial status, living arrangements, service providers, eligibility for services, services 

received, and type of services or waiver. 

Do they have access to needed supports and services and are they occurring as expected? A 

lack of what’s needed can put a person in a disadvantageous position or even in danger. It is 

the Support Coordinator’s role to monitor how each person is doing in relation to health and 

wellness, self-direction, community inclusion and other aspects of life. For a person to develop 

to the fullest extent possible and have the life they want, the right supports need to be offered, 

considered, and chosen by the person. Once chosen, the SC’s role is to monitor the ongoing 

provision of those supports, assist with any needed changes, and report concerns as needed to 

ensure health and safety. 
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Change in Status

• “Change in status” refers to changes related to a person’s mental,
physical, or behavioral condition and/or changes in one’s circumstances
to include representation, financial status, living arrangements, service
providers, eligibility for services, services received, and type of services or
waiver.
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A person’s status or can change for various reasons.  If there is a prolonged period with 
a lack of progress more action is needed. 
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Change in Status

A person’s status can change for various reasons. 

For example:

It has been six months since the annual meeting and the person… 

• is not yet receiving a needed service
• was involuntarily removed from a service and a desired replacement service has

not been identified
• has declined a service that is needed
• is not making progress toward his outcomes
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The definition of “ISP implemented appropriately” is that “services identified in the ISP 

are delivered consistent within generally accepted practices and have demonstrated 

progress toward expected outcomes, and if not, have been reviewed and modified.”  

When determining if a person’s ISP is being implemented appropriately, remember to 

consider the assessment, the written plan, targets, data collection, reviews, and 

changes as needed.
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ISP Implemented Appropriately

“ISP implemented appropriately” means that services identified in the ISP 
are delivered consistent within generally accepted practices and have 
demonstrated progress toward expected outcomes, and if not, have been 
reviewed and modified. 

Consider all of the following:
the assessment, the written plan, targets, data 
collection, reviews, and changes as needed
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When we say “generally accepted practices,” we mean that services are provided in 

accordance with the plan.

Services must be delivered by qualified staff and in accordance with the full plan. 

the plan has activities that are allowable by regulation, include skill building as required 

by the service, address preferences as well as health related needs.

There needs to be routine documentation that matches desired outcomes and 

progress is described.  
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ISP Implemented Appropriately

What does “generally accepted practices” mean?

It means that, services are provided in accordance with the plan.

This means that the services:
• are provided by qualified providers 
• are overseen by qualified supervisors 

The plan includes:
• activities that are allowable by regulation 
• skill-building as required by the service
• address preferences and health-related needs 
• the assessment, the written plan, targets, data collection, reviews, and changes as needed

And documentation that:
• matches desired outcomes and describes progress 
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When a you are doing a face-to-face visit, you should also be monitoring 
services and supports provided. While SCs are not responsible for checking 
DSP qualifications, they can confirm that DSP competencies and relevant 
Advanced Competencies have been completed by providers.

SCs should also talk with DSP supervisors and observe DSPs providing 
supports to determine if those supports are person centered and consistent 
with ISP and all relevant protocols.  

DSPs should know the plans and their role in providing the services.
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ISP Implemented Appropriately

A note about providers…

SCs are not responsible for checking DSP qualifications but should be able to identify if 
the caregivers understand the needs and preferences of the person. 

Part of the role of a Support Coordinator/Case Manager is to monitor services and 
support - be sure to ask, observe, and learn. 

While assessing the services, consider these questions:

q Are the DSPs providing person-centered supports consistent with the ISP and all
relevant protocols?

q Do the DSPs know the person and their role in providing these services?
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Generally accepted practice also includes the SC’s assessment of whether a service is 

being implemented and how the person is progressing towards their outcomes.  

If no expected progress towards outcomes is being made after six months, the SC 

should further review the plan.  

It is possible that outcomes, key steps or activities made need to be adjusted or 

removed, and this warrants further discussion with the team.  

Progress, or lack thereof, should be documented in the contact note, which will be 

discussed later in this training.
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ISP Implemented Appropriately

A note about progress or lack of progress …

Generally accepted practice also includes the SC’s assessment of whether a service is 
being implemented and how the person is progressing towards their outcomes.  

• If no expected progress towards outcomes is being made after six months, the SC
should further review the plan.

• It is possible that outcomes, key steps or activities made need to be adjusted or
removed, and this warrants further discussion with the team.

Any progress or lack of progress should be documented in 
an explanatory note in the person’s record.
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This training and tool are designed to support On-Site Visits.
In order to assist Support Coordinators with meeting requirements consistently, we 
have developed the the On-Site Visit Tool.  
The On-Site Visit Tool is a means to support an SC’s face-to-face visits to improve 
monitoring, quality assurance, and meaningful implementation of the SC’s oversight. 
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On-Site Visit Tool

This training and tool 
are designed to 

support on-site visits 
and to help assure 

both “change in 
status” and “ISP 

implemented 
appropriately” are 

applied more 
consistently.
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The On-Site Visit Tool must be completed for each person receiving supports once each 
month when visits occur, but no less than one time per quarter, and uploaded to WaMS 
under the attachments under Person’s information. 
This equates to once per calendar month for people w/ Enhanced Case Management 
(ECM) and at least once every 90 days for people w/ Targeted Case Management 
(TCM). 

If you see a person with TCM more than once every 90 days, the standard would be 
once per month during the months when visits occur.

Make sure to follow the expected paperwork policy of your Board as most require that 
an OSVT be completed at every visit. 
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When to complete the OSVT

At a minimum, the OSVT should be 
completed at the 

ECM or TCM Face to Face visit 

ECM = F2F visit at least once per calendar month

TCM = F2F visit at least once every 90 days
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On-Site Visit Tool

Upload the 
checklist to WaMS 
under attachments 

in the Person’s 
Information section 
outside of the ISP 

(select On-Site Visit 
Tool drop down)
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The On-Site Visit Tool captures basic information. The focus areas are in relation to 
change in status and ISP implemented appropriately. There is space to document who 
will be notified of any plan changes or necessary reporting.

Make sure to mark the location of the visit in the checkbox. If you chose “Other”, 
please include a description of the location in the comment box.
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On-Site Visit Tool

Captures information related to: 
Ø Name, location, date of visit, and the service being observed
Ø The Focus areas of:

Change in Status and ISP Implemented Appropriately
Ø Actions related to:

Documenting who will be notified and any plan changes 
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The tool contains a list of questions that guide the assessment.

As well as blue links that provide additional guidance related to the question. You can 
hover over the link with your cursor or “control+click” to be taken to a crosswalk with 
instructions, examples, and actions to consider depending on the answer provided. 
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On-Site Visit Tool

Questions 
and Guidance
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As detailed on this slide, only the SC signature is needed and it is not required 
for uploading. 
The Support Coordinator lists who will be notified, which serves as an 
affirmation that reporting will occur. 
Details must be included in the contact note.
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On-Site Visit Tool

A note about signatures …

  Only one signature is needed

Ø Only the Support Coordinator’s signature is needed on the OSVT
Ø The Support Coordinator lists who will be notified, which serves as an

affirmation that reporting will occur
Ø Details must be included in the contact note
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By using the On-Site Visit Tool, DBHDS will be able to collect results to ensure 
compliance with all regulatory requirements, assure that concerns are being reported, 
and formulate systemic responses.
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On-Site Visit Tool

DBHDS will collect results from the On-Site Visit Tool and a sample of SC notes to:

• Assure that Support Coordination services adequately meet regulatory
requirements in a consistent manner

• Confirm that assessments occur in relation to change in status and ISP
implemented appropriately

• Assure reporting is occurring where concerns are noted

• Formulate systemic responses to address areas of concern
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Assessment occurs in a variety of locations, but the process is similar – remember to 

observe, document, and take actions as needed.
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How to Assess

Home Work

Community
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Now that the we have explained what “change in status” and “ISP implemented 

appropriately” means. Let’s look at how you use the tool to complete your assessment.

During face-to-face visits, you should be observing and asking questions about the 

supports being provided.  

By following the questions on the On-Site Visit Tool, you will capture all the information 

you need for your assessment. 
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How to Assess

Assessing for “change in status” and “ISP implemented appropriately” is 
done by observing and asking questions through which Support 
Coordinators can assess for changes and monitor the services provided. 

The following questions are designed to guide the assessment.

On-Site Visit Tool Examples
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For this section of the training, each slide will show you the Question on the top and 
the corresponding Guidance below.

The initial question and guidance shown here don’t correspond directly but are the 
opening components that outline what we have already reviewed on previous slides. 

All of the questions in the OSVT correspond to the OBSERVED service and should be 
answered with that in mind.
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How to Assess: Change in Status

Instruc(ons 
Complete this tool monthly for people with Enhanced Case Management and 90 days for people with Targeted 
Case Management only. It is a means to ensure that consistency is applied when assessing for any “change in 
status” and to confirm that the services are “implemented appropriately.” Based on observaCon and report, 
include specific, detailed notes in the person’s record about the findings and any acCons that will be taken 
(including the need for any addiConal assessments or root cause analysis, such as behavioral and/or medical 
reviews, to understand and address idenCfied concerns). If the person has lost a service as a result of 
behavioral or medical issues or a provider’s percepCon of increased needs, addiConal assessment is necessary. 
Informa)on from the comple)on of this tool should be incorporated into the quarterly Person-Centered 
Review. 
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This slide highlights the top section of the guidance that list the definitions of “Change 
in Status” and “Services implemented appropriately”, as well as a helpful checklist for 
generally accepted practices.
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How to Assess: Change in Status

Defini(ons 
“Change in status” refers to changes related to a person’s mental, physical, or behavioral condiCon and/or 
changes in one’s circumstances to include representaCon, financial status, living arrangements, service 
providers, eligibility for services, and type of services or waiver.  
“Services implemented appropriately” means that services idenCfied in the ISP are delivered consistent within 
generally accepted pracCces* and have demonstrated progress toward expected outcomes, and if not, have 
been reviewed and modified. 
 
* Helpful checklist for generally accepted prac)ces 

q A current assessment is available (within 1 year and for behavioral services conducted in the sePng) 
q A wriQen plan is available 
q Targeted changes are addressed (e.g. plans that focus on skill -development, increased independence, 

or targeted behavioral change) 
q Paid and unpaid supporters are adequately trained as applicable 
q Data collecCon is available 
q Data is summarized and reviewed as required 
q Changes have been made as needed and requested 
q RouCne documentaCon in notes and reviews correspond with the person’s desired outcomes and 

describe progress and/or methods related to increasing a person’s independence, integraCon, and/or 
quality of life  
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The lower boxes show the Examples of concerns that might be identified in the 
assessment and Actions that you might consider as a response. 

You’ll note that on this slide (and some of the following slides) that the Guidance 
examples are divided into to Typical concerns and Critical concerns. This is just to help 
provide you with tiered concern and response categories. 

The Actions to Consider with the Typical response and Critical response are not 
directives, but options to aid you in determining possible actions that may need to be 
taken. 

Support Coordinators should assess if the environment is clean, safe, and appropriate.  
Things to consider include, but are not limited to, if there is evidence of infestation or 
unpleasant odor, observable concerns with the environment and the setting is 
physically is accessible and with no barriers noted.  If the SC feels that the environment 
is not clean, safe, or appropriate, it must be indicated on the On-Site Visit Tool, with a 
contact note that describes next steps to remediate the concern.  Depending on the 
severity, next steps might include a discussion about recent changes or needs, 
reporting to the appropriate person and / or agency, or making needed referrals.  SCs 
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Change in Status
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should report these concerns to their supervisor and document.  The ISP should be 
updated if appropriate. SCs should also assess if the person needs any environmental 
modifications or assistive technologies.  This includes assessing if there is an 
appropriate integration of setting and supports available to promote the individual’s 
independence and/or access to the greater community, and if any new supports like a 
wheelchair, walker, communication device, etc. may be needed.  If new items are 
needed, the SC should first assess if it is an immediate need or risk.  The SC should 
amend the ISP, make the appropriate referrals and convene a team meeting, if 
necessary.
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Review question and Guidance Examples/ Actions
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Change in Status

2 Are environmental modifica0ons or assis0ve 
technologies lacking, but needed to increase 
independence or prevent ins0tu0onaliza0on?  
examples 

 Yes    No  
 Unable to assess 

Examples Ac0ons to Consider 

• There is an appropriate 
integra/on of available se4ngs
and supports to promote the 
person’s independence

• Appropriate technologies or 
modifica/ons are being used 
(wheelchair, walker, 
communica/on device, etc.) to 
ensure access to the broader 
community

• Assess whether there are any immediate health or safety 
needs that must be addressed

• Convene a team mee/ng to discuss the need for an AT or EM 
evalua/on 

• Assist with linking the person to a specialist to receive the 
evalua/on 

• Support the person to obtain any items recommended by the 
specialist 
Update ISP as necessary 
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Review question and Guidance Examples/ Actions
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Change in Status
3 Are there new or increased concerns with the person’s 

health and safety?   
examples 
 

 Yes    No  
 Unable to assess 

Examples Ac0ons to Consider 

Typical concerns: 
• Is there a new diagnosis from the past 90 days 

that requires updated supports and/or addi/onal 
medical care (i.e. Falls, Choking, Aspira/on, Bowel 
Obstruc/on, UTI, Seizure, Sepsis, Pressure Injury, 
etc.) 

• Have there been ED/Urgent care visits or hospital 
admissions 

• Exacerba/on of a chronic condi/on  
• Lack of access to medical care for rou/ne needs  
• Lack of access to dental care for rou/ne needs  
• Changes in vital signs (Blood Pressure, Pulse, O2 

satura/on, Temp, Weight). Provider/individual 
should have policies or protocols regarding 
appropriate ranges.  

• Lack of access to DME or DME failure  
 

Typical response  
• Are there changes to the baseline or unmet 

needs that require follow-up  
• Contact the OIH Regional Nurse Care 

Consultant for Technical Assistance  
• Assist with referrals as needed  
• Follow agency protocol regarding health and 

safety 
Evaluate for ECM criteria  

Cri0cal concerns: 
• Significant change in mental status or level of 

consciousness 
• The person appears to be in distress (respiratory, 

physical pain, abdominal discomfort, uniden/fied 
dental issues, etc.)  

• Lack of access to medica/ons 
• Lack of access to medical care for urgent needs  
• Lack of access to dental care for urgent needs  

 

Cri0cal response   
• Are there changes to the baseline or unmet 

needs that require follow-up 
• Contact AR/LG/SDM 
• Contact the OIH Regional Nurse Care 

Consultant for Technical Assistance  
• Call 911 if emergency 
• Inform APS if abuse, neglect, or exploita/on is 

suspected 
• Contact the DBHDS Offices of Licensing (OL) 

and Human Rights (OHR) per policy 
• Inform your supervisor and document  
• Update ISP as necessary 
• Evaluate for ECM criteria  
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Review question and Guidance Examples/ Actions
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Change in Status

4 Have there been any significant life changes that impact 
services?  
examples 
 

 Yes    No  
 Unable to assess 

Examples Ac0ons to Consider 

• The loss of a day, residen/al, or 
behavioral service provider  

• Change in financial status, 
benefits, eligibility for services, or 
a change in waiver status, etc.  

• If moved to a less integrated se4ng, ensure informed choice 
and complete an RST referral  

• If the person has lost a needed service, determine and ini/ate 
the next steps 

• If guardianship has changed, obtain paperwork  
• If income has decreased, discuss employment and reconfirm 

eligibility 
• Update the ISP as needed 
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Review question and Guidance Examples/ Actions
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Change in Status

5 Are there any concerns related to poten0al abuse, 
neglect, or exploita0on? 
examples 
 

 Yes    No  
 Unable to assess 

Examples Ac0ons to Consider 

• Visible bruising or injuries 
• Unexplained scratches or pain  
• Evidence of significant untreated 

health issues such as dental pain, 
body odor, soiled clothing  

• Missing funds  

• Call 911 if health and safety is at immediate risk  
• No/fy the Department of Social services Adult or Child 

Protec/ve Services Hotline to file a report  
• Submit a report to the Quality Assurance department at your 

CSB 
• Per Board policy you may need to submit a report to the 

DBHDS Office of Human Rights  
• Concerns that involve injury or an allega/on of sexual abuse 

should be reported to the DBHDS Office of Licensing 
according to Board policy 

• Report to your supervisor per agency policies  
• Document the issue 
• Convene a team mee/ng if necessary  
• Ensure any concerns have been addressed and resolved  
• Confirm correc/ve ac/ons have been taken to reduce 

chances of recurrence and offer alternate service op/ons as 
needed 

• Make referrals if needed   
• Update the ISP as needed 
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Review question and Guidance Examples/ Actions
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Change in Status Determination

6 Was a change in status  iden/fied?  
 
 

 
 Yes     No  

 
NOTE: an answer of “yes” to any ques/on 1 to 5 indicates a 
change in status. Document changes and ac2ons to address 
concerns in the contact note from this visit.  
 

NOTE: An answer of “yes” to any question 1 to 5 indicates a change in status.

If there has been a change in status, what was the response (actions to 
be taken)? Document your observations, planned actions, response of 
the individual, and connect any concerns from a previous visit. 
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Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

7 Does the person express sa0sfac0on with observed 
services and the progress being made?   
examples 
 

 Yes    No  
 Unable to assess 

Examples Ac0ons to Consider 

Person (SDM if present) communicates: 
• Is pleased with observed service  
• Is sa/sfied with efforts to locate new services, if 

needed 
• Is pleased with the progress of personal goals  
• Is sa/sfied with access to opportuni/es in the 

community 
• Is sa/sfied with their level of independence  
• Including any observa/on that indicate 

sa/sfac/on, for example – person smiling, 
laughing, etc. 
 

If unsa/sfied:  
• Document the response of the individual, 

including your observa/ons that indicate 
dissa/sfac/on 

• Review choice of providers  
• Convene a team mee/ng to discuss 

improving or exploring new opportuni/es 
and/or considering alternate service 
op/ons 

• Make referrals if needed  
• Update the ISP as needed 
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Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

8 Are the paid supporters knowledgeable about the 
person and understand their role in providing support?  
examples 
 

 Yes    No  
 Unable to assess 

Examples Ac0ons to Consider 

• Do the DSPs know the individual’s needs and 
understand their role in providing support?  

• Are meal plans followed to include special 
equipment, prepara/on, and preferences?  

• Do the staff know what is Important To the 
person and assis/ng to achieve Outcomes?  
 

• Alempt to resolve concerns with the DSP 
supervisor  

• Convene a team mee/ng to discuss 
improving current services and/or 
considering alternate service op/ons  

• Refer the provider to the Provider Team CRC  
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Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

9 Does the person need professional 
behavioral services (e.g. Therapeu0c 
Consulta0on, ABA)?  
 
Provider lis0ng available online at:  
hlps://dbhds.virginia.gov/developmental -
services/behavioral-services/  
 
 

 Yes, already provided    
 Yes, but not being provided  
 No, not needed 

If answered “yes, already provided” proceed to 9a  
If answered “yes, but not being provided” due to no 
service or being on a waitlist, offer choice and make 
desired referral, ensure authoriza2on within 30 
days. Proceed to ques2on 10.                                                            
If answered “no, not needed” skip to Q 10 

Examples Ac0ons to Consider 

Yes, already provided  = There is an 
authoriza/on in WaMS for therapeu/c 
behavioral consulta/on OR the person has an 
authoriza/on for behavioral services through a 
funding stream other than waiver  
 
Yes, but not being provided = There has been 
an increase in challenging behavior OR 
challenging behavior cannot be addressed by 
natural supports. 
 
No, not needed = The person does not need, or 
does not want, professional behavior services.  

• If “Yes, already provided” - proceed to 9a 
• If answered “Yes, but not being provided” offer 

and if desired, refer and ensure authoriza/on 
within 30 days. Proceed to ques/on 10. 

• If “No, not needed”- skip to ques/on 10 
• Document all findings and ac/ons taken 
• Update the ISP as necessary 

 

Providers can be located at  
hlps://dbhds.virginia.gov/developmental-
services/behavioral-services/ 
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Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

9a Are the professional behavioral services being 
implemented in this sePng?  

 Yes    
 No, services not needed here 
 No, but services are needed here 

If answered “yes” proceed to 9b 
If answered “No, services not needed here”, 
proceed to ques2on 10 
If “No, but services are needed here”, discuss 
services in this seJng with the person and 
their team. 

Examples Ac0ons to Consider 

Yes =  The professional behavioral services are 
being implemented in the se4ng where the 
OSVT is currently being completed.  
 
No, services not needed here = The professional 
behavioral services are not needed in the se4ng 
where the OSVT is currently being completed.  
 
No, but services are needed here = The person 
needs/wants professional behavior services in 
the se4ng where the OSVT is currently being 
completed. 

• If “Yes” - proceed to 9b 
• If “No, services not needed here,” proceed 

to ques/on 10. 
• If “No, but services are needed here,” 

discuss services in this se4ng with the 
person and their team and skip to 
ques/on 10. 

• Document all findings and ac/ons taken  
• Update the ISP as necessary 
•  
• Providers can be located at  

hlps://dbhds.virginia.gov/developmental -
services/behavioral-services/ 
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Review question and Guidance Examples/ Actions

33

Services Implemented Appropriately

9b If answered “yes” or “already provided” to 9 or “yes” to 9b, confirm the following:  

Has an onsite assessment been completed, or is one currently in progress?  Yes   No 
Is a behavior plan in place, or is one being developed?  Yes   No 
Are caregivers trained to implement the behavior plan, or is there a plan 
for training if the behavior plan is s/ll being developed?  

Yes   No 

Are behavioral data being collected?  Yes   No 
Have changes been made to the behavior plan when needed? *  

                                                *If no changes were needed, select yes 
 

Yes   No 

Examples Ac0ons to Consider 

Confirm the following with yes or no responses: 
• An onsite assessment was completed, or is in 

progress 
• A behavior plan is in place, or being developed  
• That caregivers are trained to implement the 

behavior plan, or there is a plan for training if 
the behavior plan is s/ll being developed.  

• That the caregiver and/or behaviorist is 
collec/ng data. 

• That changes are made to the behavior plan 
when needed. If changes have not been needed, 
answer yes.  
 

If any of the items are marked “ No”:  
• Inquire about barriers to the implementa/on 

of the needed supports 
• Document all findings and ac/ons taken to 

ensure barriers are addressed  
• If barriers are not being adequately addressed 

by the current behaviorist, inquire whether 
the person would like to explore services with 
other behavioral consult providers  

• Consult with your supervisor as needed  
• Follow your agency policies and procedures 

regarding internal and external repor/ng 
requirements (i.e., DSS/DBHDS/DMAS)  

• Update the ISP as necessary 
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Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

10 Are nursing services needed with or without DD waiver?     
(i.e. Skilled or Private Duty Nursing).  
examples 
 
 

 Yes    Already Provided   No 
If answered “yes” or “already 
provided” proceed to 10a 
If answered “no” skip to ques2on 11  

Examples Ac0ons to Consider 

Examples of a need for nursing services:  
• There is a doctor’s order for nursing, but no 

referral has occurred.  
• Requires IV access and IV medica/ons  
• Ostomy care (colostomy, gastrostomy)  
• A cri/cal need was iden/fied in #3 and 

emergency care is being requested or required   
• There is an iden/fied or poten/al risk that 

indicates a referral to nursing service may be 
needed, such as  
o recurring aspira/on events  
o recurring bowel obstruc/ons 
o recurring UTI’s  
o Pressure Injuries and/or recurring wound 

care 
 

If answered “yes” and they are not already 
provided:  

• Offer nursing services, and if the services 
are desired, make a referral and ensure 
authoriza/on within 30 days.  

• Refer the provider to their Primary Care 
Physician to obtain order if deemed 
necessary 

• Coordinate iden/fying nursing providers 
and referral once order obtained.  

• Convene a team mee/ng to discuss 
improving current services and/or 
considering alternate service op/ons to 
help reduce or address any risk  

• Contact the OIH Regional Nurse Care 
Consultant for Technical Assistance   

• Document all findings and ac/ons taken  
• Update the ISP as necessary 
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Review question and Guidance Examples/ Actions

35

Services Implemented Appropriately

10a Are nursing services authorized?   Yes    No 
If answered “yes” proceed to 10b 
If answered “no” offer, and if desired, refer and 
ensure authoriza2on within 30 days. Proceed to 
ques2on 11. 

Examples Ac0ons to Consider 

• Is there an authoriza/on in WaMS for nursing  
• OR are other nursing services being provided?  

 

If answered “yes” proceed to 10b.  
 
If answered “no”:  

• Offer nursing services, and if the services 
are desired, make a referral and ensure 
authoriza/on within 30 days.  

• Follow addi/onal steps in Q10 guidance  
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Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

10b Are DD Waiver nursing services authorized 
and in place for this person in this sePng?  

 Yes    No 
If answered “yes” proceed to 10c 
If answered “no” skip to ques2on 11  
 

Examples Ac0ons to Consider 

Confirm that the DD Waiver services are authorized 
and in place. 

If answered “yes” proceed to 10c.  
 
If answered “no”:  

• Iden/fy, document, and address any 
barriers to the comple/on of nursing 
services being authorized and 
implemented. 

 

36



Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

10c   If answered “yes” to ques0on 10b confirm the following: 

• Have services been consistently provided over the past 90 days? Yes   No   
• Are the hours of service sufficient to ensure health and safety? Yes   No   
• Do the services meet the person’s iden/fied needs? Yes   No   

 
Examples Ac0ons to Consider 

Evaluate and confirm the following:  
• Have services been consistently provided over 

the past 90 days?  
• Are the hours of service sufficient to ensure 

health and safety?  
• Do the services meet the person’s iden/fied 

needs?  
 
These are examples of insufficient services that need to 
be addressed: 
• The person’s order requires 15 hours a week of 

skilled nursing, but the person/SDM reports that 
only 5 hours a week is being staffed a week  

• The person/SDM expresses that the nursing 
services are insufficient 

• The person/SDM/provider reports that it is difficult 
to find staff for nursing services  

 

If any of the items are marked “no”:  
• Iden/fy why the service(s) have been 

inconsistent, insufficient, or are not 
mee/ng the person’s iden/fied needs.  

• Coordinate with nursing providers to 
address concerns 

• Convene a team mee/ng to discuss 
improving current services and/or 
consider alterna/ve service op/ons to 
help reduce or address any risk  

• Document all findings and ac/ons 
taken. 

• Contact the OIH Regional Nurse Care 
Consultant for Technical Assistance   

• Document all findings and ac/ons taken  
• Update the ISP as necessary 
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Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

11 Has the service observed during this visit been 
occurring as authorized in the plan?  
examples 

 Yes    
 No  
 N/A 

NOTE:  N/A only u/lized if not receiving a service 
at the /me of the visit. 

Examples Ac0ons to Consider 

Evaluate the following:  
• Number of days and hours authorized  
• Are preferred ac/vi/es being sup ported 
• Did the provider move the person without SC 

offering choice 
• Did the service change without SC offering choice 

(ie, bed size change, not following approved CR 
staffing ra/o, wrong ra/o with any service – Group 
Day, CE/CC) 

 
Only mark N/A if the person was not receiving a service 
at the /me of the visit 

If “no”: 
• Alempt to resolve concerns with the 

provider or provider supervisor  
• Convene a team mee/ng to discuss 

improving current services and/or 
considering alternate service op/ons  

• Make referrals as necessary  
• If needed, request an updated plan from 

the provider 
• Follow your agency policies and 

procedures regarding internal and external 
repor/ng requirements (i.e., 
DSS/DBHDS/DMAS) 
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Review question and Guidance Examples/ Actions
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Services Implemented Appropriately

12 Does the service observed during this visit 
include skill-building if required?  
examples 
 

 Yes    
 No  
 N/A 

Examples Ac0ons to Consider 

Evaluate the following:  
• Is progress occurring as expected  
• Is Data being collected and reviewed by the 

provider – (this is a required element in certain 
services to focus on increasing independence 
based on the ISP) 

 
• Only mark N/A if the service being provided at the 

/me of the visit does not require skill -building 
 

If “no”: 
• Convene a team mee/ng to discuss 

improving current services and/or 
considering alternate service op/ons   

• Refer the provider to their Provider Team 
CRC 

• Make referrals if necessary  
Request an updated plan from the 
provider 
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Review question and Guidance Examples/ Actions

40

Services Implemented Appropriately

13 Does community involvement occur as 
described in the ISP?  
examples 

 Yes    
 No  
 Unable to assess 

 
Examples Ac0ons to Consider 

Evaluate the following:  
• Is the person connected to natural supports, if 

iden/fied in the plan 
• Do individual ac/vity schedules and reports 

confirm going out to places they choose and like as 
indicated in the ISP  

• Has access to reliable transporta/on  
• Are modifica/ons being supported according to 

the ISP 
 

If “no”: 
• Convene a team mee/ng to discuss 

improving current services and/or 
considering alternate service op/ons  

• Make referrals if necessary  
• Request an updated plan from the 

provider 
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Review question and Guidance Examples/ Actions

41

Services Implemented Appropriately Determination 

14 Are services implemented 
appropriately? 
 
 

 Yes    
 No  

NOTE: an answer of “no” to any ques/on 7 to 13  (excluding 9, 9a, 9b, 10, 
10a, 10b) indicates services are not appropriately implemented. Document 
changes and ac2ons to address concerns in the contact note from this visit.   
 

NOTE: An answer of “no” to any question 7 to 13 (excluding 9, 9a, 9b, 10, 10a, 10b) 
indicates services are not appropriately implemented. Document changes and actions 
to address concerns in the contact note from this visit.

Provide a note to support observations/discussions regardless of 
services being implemented appropriately.
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Review question and Guidance Examples/ Actions
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Home and Community-Based Services Review 

15 All sePngs must meet 
basic HCBS standards. 
Consider the items to 
the right and confirm 
all that apply during 
the visit. examples 

• Se4ng was chosen by the person or SDM  Yes  No 
• Se4ng is accessible  Yes  No 
• Se4ng supports community integra/on  Yes  No 
• Se4ng allows freedom of movement and choice  Yes  No 
• Staff and environment show respect and dignity   Yes  No 

 
If a no is indicated for any item listed above, determine and list planned 
ac/ons below (e.g. referrals for assis/ve technology and/or environmental 
modifica/ons), include any repor/ng, if needed, and proceed as required 
by mandated repor/ng requirements, state requirements, and agency 
policies and procedures.   

Examples Ac0ons to Consider 

Examples of basic standards being met: 
• The person makes choices freely  
• The person/SDM chose the se4ng  
• The person chooses ac/vi/es, food, when to get up, 

what to wear etc. 
• The staff knock before entering their rooms 
• The person can come and go as desired 
• The person can receive visitors as desired 
• The person feels free to speak without staff interven/on  
• The person is supported to engage the larger community 

as desired 
 

If any of the items are marked “no”: 
• Explore op/ons to improve 

accessibility and op/ons for the 
person (e.g. AT/EM) 

• Alempt to resolve concerns with the 
provider, if this is not possible consult 
with HCBS CRC. 

• Consult with SC Supervisor as 
needed.  
If mandated repor/ng issues exist 
make appropriate reports to APS, 
OHR, OL according to agency policy.   
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Review question and Guidance Examples/ Actions
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Home and Community-Based Services Review 

16 Is the visit occurring in one of the following 
provider-controlled or owned sePngs: Group 
Home Residen0al, Sponsored Home, or 
Supported Living?  

 

Yes   No   

If answered “yes”, proceed to ques/on 16a 

If answered “no”, proceed to ques/on 17  
 

Examples Ac0ons to Consider 

The visit is occurring in one of these provider-controlled 
or owned residen/al se4ngs:  
• Group Home  
• Sponsored Home 
• Supported Living   

A “yes” to this ques/on confirms that you need 
to answer 16a. 
 
This ques0on does not apply to In-Home 
Supports and when Supported Living is 
provided in the individual’s own home. 
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Review question and Guidance Examples/ Actions
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Home and Community-Based Services Review 

16a Provider-controlled or 
owned HCBS 
residen0al sePngs 
must meet addi0onal 
standards. Consider 
the items to the right 
and confirm all that 
apply during the visit. 
examples 

  The person: 
• has been provided a key to their home?  Yes   No   
• has been provided a key to their bedroom? Yes   No   
• can have visitors? Yes   No   
• can have overnight guests? Yes   No  
• can decorate his room? Yes   No 
• can access food at any /me?  Yes   No 
• can choose own schedule and ac/vi/es?  Yes   No 

 
If a no is indicated for any item listed above and a modifica/on is not in 
place, list repor/ng below and proceed as required by mandated repor/ng 
requirements, state requirements, and agency policies and procedures.  
 

Examples Ac0ons to Consider 

• The person has been provided with keys to their 
home and bedroom 

• The person can have visitors and overnight guests 
• The person is free to decorate their room to their 

preference 
• The person can access food whenever they want  

The person chooses their own schedule and 
ac/vi/es 

If any of the items are marked “no”: 
• Alempt to resolve concerns with the 

provider, if this is not possible consult with 
HCBS CRC 

• Consult with SC Supervisor as needed.  
• If mandated repor/ng issues exist make 

appropriate reports to APS, OHR, OL, and 
according to agency policy 
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Review question and Guidance Examples/ Actions

45

Home and Community-Based Services Review 

17 Are any restric0ons observed related 
to HCBS rights that are not 
documented in a Safety Restric0ons 
Form? 

 Yes    No 
 
If yes is indicated, describe ac/ons planned or taken in the 
progress note for this visit.  

Examples Ac0ons to Consider 

Evaluate for any restric/ons are being 
implemented in the se4ng without a Safety 
Restric/on form. 
 
Examples of possible restric/ons: 

• Food is inaccessible due to cabinets 
or refrigerator being locked 

• Person is restricted from having 
alone /me or leaving se4ng as 
desired 

• Communica/on with visitors or 
preferred social interac/on is 
restricted. e.g. - mail, phone, 
internet, or other means 

• Television or preferred ac/vi/es are 
restricted for non-compliance 

If answered “yes”: 
• Confirm if the restric/on has been agreed to by the 

person, and that there is a Safety Restric/on form 
signed by the person;  

• Or if there is a corresponding LHRC approved 
restric/on that is documented and being properly 
implemented 

• Alempt to resolve concerns with the provider or 
provider supervisor 

• If this is not possible consult with HCBS CRC 
• Convene a team mee/ng to discuss improving current 

services and/or considering alternate service op/ons 
• Request an updated plan with the agreed upon Safety 

Restric/on from the provider 
• Make referrals as necessary 
• Document all findings and ac/ons taken  
• Update the ISP as necessary 

45



Read slide
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Crisis Risk Assessment Tool (CRAT)

In an effort to streamline Support Coordinators paperwork, the 
Crisis Risk Assessment Tool (CRAT) has been built into this updated 
version of the OSVT. 

Questions 18, 18a, and 18b in the OSVT take the place of the CRAT 
form. As such, SCs no longer need to complete a separate CRAT.

Regarding the use of the CRAT for CSB Intakes/internal assessments. 
Boards may choose to create their own form using Q18, Q18a, 
Q18b of the OSVT for Intakes/other documentation purposes 
separate from DD Waiver Support Coordination. 
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Review question and Guidance Examples/ Actions

47

Crisis Risk Assessment 

18 Is the person currently receiving services from 
REACH?

 

Yes   No 

If yes, go to 18a. 
If no, go to 18b. 
 

Examples Ac0ons to Consider 

Evaluate the following:  
• Is the individual currently engaged with REACH 

services? 
• Does the individual have a REACH staff member 

assigned to them? 

A “yes” to this ques/on confirms that you need 
to answer 18a 
 
If “no”, go to 1 8b and consider if a referral is 
needed. 
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Review question and Guidance Examples/ Actions
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Crisis Risk Assessment 

18a Are there any concerns 
with crisis services 
currently being provided.  

Yes   No 

If no, go to 19. 
If yes, describe the plan to address (then go to 1 9):       

Examples Ac0ons to Consider 

Evaluate the following:  
• Are services/supports 

occurring as expected

A “no” to this ques/on confirms that current supports are appropriate 
and effec/ve, and addi/onal ac/on is not needed at this /me.  
Go onto ques/on 19. 

If “yes”: 
• Alempt to resolve concerns with REACH/family/SDM
• Consult with SC Supervisor as needed
• Convene a team mee/ng to discuss improving current services 

and/or considering alternate service op/ons  
• If needed, request an updated plan from the provider  
• Follow your agency policies and procedures regarding internal 

and external repor/ng requirements (i.e., DSS/DBHDS/DMAS)  
• Document plan to resolve 
• Update the ISP as needed 
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Review question and Guidance Examples/ Actions
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Crisis Risk Assessment 

18b Complete 
assessment 
for REACH 
services ® 

Within the most recent 30 days,  

• Has the person experienced a change that puts them at risk for
crisis or hospitaliza/on?  Yes   No 

• Has the person displayed behavior that is unusual for them,
behavior that puts them at risk in the community, and/or has 
ongoing unstable behavior (without professional behavioral 
services in place) and behavior is not directly related to a medical 
issue*? (*if medical issue please refer to medical prac//oner)   

Yes   No 
  

• Has the person had any encounter(s) with law enforcement 
related to engagement in challenging or dangerous behaviors?   

Yes   No   

• Has the person stopped taking their prescribed psychotropic 
medica/on (against medical advice) and/or refused treatment 
related to unstable psychiatric and/or behavioral palerns?   

Yes   No 
  

Within the most recent 90 days,  

• Has the person received inpa/ent psychiatric treatment or been in 
contact with CSB emergency services?  Yes   No 

 
Result of Assessment:  

IF one or more “Yes” is checked above, a risk of crisis/hospitaliza/on has 
been iden/fied and a referral to REACH is required within 72 hours, if the 
person/SDM agree to the referral.  

Complete the following elements:  

 Referral made to REACH on this date:       

 Referral not made to REACH because:        

          Person/ SDM refused REACH   

          Other (describe):       

Examples Ac0ons to Consider 

• Checking “yes” to any of the 
ques/ons regarding the last 30 
days or 90 days indicates that a 
referral to REACH services should 
be made. 

 
Note that “CSB emergency services” 
refers to a pre-admission assessment 
completed by an DBHDS cer/fied 
emergency service provider for 
individuals experiencing a behavioral 
health crisis who meet the code-
mandated criteria for involuntary 
commitment, as defined in the Code of 
Virginia, Chapter 37.2. 

• If a “yes” is checked, offer REACH services to the individual/SDM  
• If the individual/SDM agrees to the referral, complete a referral to 

REACH within 72 hours 
• Document op/ons offered and the comple/on of the referral, or 

the reason the referral was not made 
• Update the ISP as needed 

For addi/onal technical assistance consult with REACH Subject Maler 
Expert – contact info here:   hlps://dbhds.virginia.gov/developmental-
services/crisis-services/
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Review question and Guidance NOTE
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Reporting and Plan Changes 

19 Do any concerns observed or 
reported require repor0ng to the 
family or any providers? 

 Yes    
 No 

 
 

If yes, list who will be informed below. Provide details in 
the contact note from this visit.  
       

NOTE: Some observations/reports require informing the family or one 
or more waiver providers. For this question, list who will be contacted 
and describe what will be shared in the contact note from this visit. 
Consult as needed with SC Supervisor
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Review question and Guidance NOTE
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Reporting and Plan Changes 

20 Do any concerns observed or 
reported require repor0ng to 
DBHDS or other state agency or 
your supervisor? 
 

 Yes    
 No 

 

If yes, list who will be informed. Provide details in the 
contact note from this visit.  
                 

NOTE: Consult as needed with SC Supervisor; Some observations/reports 
require reporting to the DSS (APS or CPS Hotline to file a report) and 
DBHDS/DMAS; Submit a report to the Quality Assurance Department at 
your CSB; Report and Document that the critical incident reporting 
occurred according to agency policy.
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Review question and Guidance NOTE
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Reporting and Plan Changes 

21 Is a change in the plan needed 
(addi0onal outcomes, changes in 
steps or provider instruc0ons)?  

 Yes    
 No  

If yes, list where changes will be made. Provide details 
in the contact note from this visit.  
     

NOTE: Describe the changes that will be discussed with the person/ SDM 
and made to the plan in the contact note from this visit.
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Review question and Guidance NOTE
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Reporting and Plan Changes 

22. Following a review of the last 
OSVT progress note, are there any 
unmet needs that require ac0on? 

 Yes   
 No 

If yes, provide a list of ac0ons in process in the 
comment box below.  

List the follow-up ac0ons in process:  

Support Coordinator (printed name):    
Support Coordinator Signature: ____________________________                     Date:__________ 

NOTE: If yes, provide a list of actions in process in the comment 
box below.

For example:
• Referral for swallow test
• Convened a team meeting to review action steps
• Referral to DARS
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Details regarding the assessment are captured in the contact note from the visit, which 

is stored in the electronic health record at the CSB. 

Success with the OSVT process is dependent on writing a quality note that summarizes 

the results of the visit and any actions that will be taken. Be certain to include these 

elements when preparing the note from your visit. DBHDS will be collecting notes to 

match back with the On-site Visit Tools (OSVTs) that are uploaded in WaMS. It is critical 

that the contents of the note match the results contained in the OSVT. 

The OSVT and the progress notes are companion documents – utilizing a checklist in 

the OSVT makes the progress notes especially important. The note holds the detail 

and will be looked and when considering the information in the OSVT.
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Completing the note

• Full date of contact
• Name and titles of person contacted
• Place of contact
• Type of contact
• Summary of contact to include findings with 

changes in status and service implementation
• Follow-up to include who will be contacted and 

what will be shared
• How plans will change if needed
• Satisfaction with services
• Signature/electronic signature and date

Notes should include:
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Support Coordinators should work to resolve concerns and involve their supervisor if 

needed.    If the SC is unable to resolve the concern, a team meeting should be called. 

The meeting should include the SC, the person and their substitute decision maker (if 

applicable), relevant providers, and anyone else the person chooses to be at their 

meeting.  Meetings can be in person but can also be by phone or conference call.
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Meeting Options

Convening a team meeting when unable to resolve concerns

Efforts should be made to explore and resolve issues, where possible, before 
considering a meeting. When needed, meetings include the person, Substitute-
Decision Maker, if applicable, Support Coordinator, relevant providers needed for 
their combined expertise and involvement, and others desired by the person. They 
can be in person, by conference call, and/or Support Coordinator/Case Manager 
by phone to all parties.
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Considering that a person’s status can change at any time and for many reasons, the 

Support Coordinator’s actions are likely to occur in a cycle.  When concerns are noted, 

SCs should explore the issue and discuss with the individual, SDM if applicable, and the 

provider. Efforts to resolve concerns might be easily address through this discussion. If 

issues are not resolved in a fairly quick manner (e.g. less than two weeks), report the 

concerns to the SC supervisor and the appropriate agency.  Remember that issues of 

abuse, neglect and exploitation must be reported to Licensing, Human Rights, and APS 

or CPS as appropriate immediately.  DBHDS will determine if a departmental response 

is needed and follow up as appropriate.  SCs should explore and attempt to resolve the 

concerns, and document activities in the record.  If a concern has not been resolved in 

two weeks, the Support Coordinator should convene the team for a meeting to discuss 

the concern and possible resolutions.  Plans should be implemented as soon as 

possible and documented in the record.
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Action Cycle

Report concerns as needed 
to your supervisor and 

appropriate state agency 
(APS/CPS), and DBHDS 

Human Rights and/or 
Licensing

Convene and mobilize 
the team

Document issue in the 
record 

Explore the issues and 
make efforts to resolve 

concerns

Document the 
resolution of the issue 

Implement plans to 
resolve issue

> 2 weeks unresolved (unless 
urgent and needing immediate 
reporting)

*DBHDS 
determines 
departmental 
response and 
follows up as 
needed

NOTE: Issues related to abuse, 
neglect, or exploitation or other health 
and safety concerns must be reported 
immediately to APS/CPS and DBHDS* 
as appropriate 
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Here are links to other important resources.  Thank you for participating in this training.
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Resources

DBHDS Licensing Regulations

https://law.lis.virginia.gov/admincode/title12/agency35/chapter105/ 

DMAS DD Waiver Regulations

http://register.dls.virginia.gov/details.aspx?id=7347

OSVT and related materials available online at:

http://www.dbhds.virginia.gov
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In case you do not already have it, here is contact information for the APS and CPS 24-

hour hotlines as well as DBHDS Offices of Licensing and Human Rights.
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Important Contacts

Virginia Department of Social Services 24-hour, toll-free Adult Protective Services 
(APS) hotline at (888) 832-3858

Virginia Department of Social Services 24-hour, toll-free Child Protective Services 
(CPS) Hotline at (800) 552-7096

DBHDS Office of Human Rights
Human Rights - Virginia Department of Behavioral Health and Developmental Services 
(DBHDS)

DBHDS Office of Licensing 
Licensing Information for Providers and Applicants - Virginia Department of Behavioral 
Health and Developmental Services (DBHDS)
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