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CHECKLIST FOR APPLICATION FOR CONTINUATION OF 
COBRA COMMUNITY FOLLOW UP PROGRAM
January 1 – December 31, 2011
All information requested on this checklist must be completed and included in your continuation package.  Check each item as completed and return the checklist with your application.

     
 Program Information Form
_____  2010 Annual Report including Attachments A1 and B1
______2011 Work Plan including Attachments A2, B2, C

______2011 Budget and Personnel Detail Form
      
 Organizational Charts:

a. Agency
b. CFP 

 Clinical Case Manager/Supervisor and/or Treatment Adherence Case Manager job 


  descriptions if requesting for the first time.
NEW Y0RK STATE DEPARTMENT OF HEALTH

AIDS INSTITUTE COMMUNITY FOLLOW-UP PROGRAM

2010 ANNUAL REPORT—1/1/10 to 12/31/10
A. 2010 Program Operations/Work Plan Implementation:

1. Identify program achievements for 2010 as they relate to the 2010 CFP Work Plan, and any CFP-specific accomplishments not included in your work plan.
2. Complete Attachment B1 by using your 2010 Work Plan Attachment B, indicate the results for each Goal/Objective, and identify any barriers that affected implementation of the 2010 Work plan including. (You will need to transfer the information on Attachment B to Attachment B1.):
· Agency barriers (caseload, staffing, billing, agency operations)

· System issues (case coordination, case conferencing, medical updates, gaps in service availability)

· Client related barriers (accessing target population, client referrals)
B. 2010 Supervision/Staffing Plan and Client Outreach:


1.  What was your program’s proposed supervision and staffing plan for 2010?  How well 
     
     were you able to implement your plan, and what barriers affected implementation?

2.  How many new clients were enrolled into your program in 2010?  How many total 

     
     unduplicated clients received services in 2010? How many were closed in 2010? 

        
     What is the ratio of Intensive need clients to Transitional status clients?


3.  Describe your client outreach efforts for 2010.


4.  How successful were your outreach efforts to meet community needs, ensure fiscal 
      
     
     stability and program viability, and to support your agency’s mission?  Indicate 
  
     
     achievements and barriers.  
C. Staff Education and Training/Staff Development:
1. What was the average number of training hours your staff received during 2010—indicate by supervisor(s), case managers, case management technicians, community follow-up workers.

2.  Please identify what resources were utilized, including in-house and on-site training.

Please note: All agencies are responsible for ANNUAL HIV Confidentiality Training.
D. Treatment Adherence and Clinical Supervision:

1.  Discuss your program’s efforts at providing Treatment Adherence services for your clients.
2. What Treatment Adherence resources were available to your program, both internal and external. 

3. During 2010, who provided Clinical Supervision to your case management staff, how often and in what format?
4. Over the past year, what has been your program’s relationship to mental health services in the region? What barriers interfered with clients’ access to mental health services?
E. Managed Care and Networking:
1. Indicate what percentage of your current caseload is enrolled in a SNP or other managed care plan, and describe the relationship between your CFP and managed care providers in 2010. How many of your clients are dual enrolled Medicaid/Medicare clients?
2. Over the past year, has your program initiated new, or continued already established, formal relationships with external medical providers (for example, out-stationing a team at a clinic or DAC, setting up a formal case conferencing schedule). If yes, please describe. 
3. Describe your CFP and agency participation in task forces, Ryan White HIV Care Networks, or planning groups during 2010. 
F. Quality Assurance/Quality Improvement: 

To complete this section, please use your 2010 Work Plan COBRA Case Management Quality Assurance Activities (Attachment A1) form:
1. Update Quality Assurance activity outcomes on your 2010 QA Activities form. If necessary, transfer the information on the Attachment A1 form and then complete the results/documentation section.
2. Over 2010, did your agency participate in Continuous Quality Improvement activities (i.e. wrote a quality plan, designated responsible individuals, involved staff and consumers in quality activities, developed and measured indicators, reviewed of results, or executed QI projects based on data)?  If so, please describe activities your agency engaged in and report the results obtained from your efforts.  Please submit any pertinent data separately.

 G.   2010 Reporting COBRA Outcomes in AIRS
Please report briefly any problems you’ve encountered and/or any approaches you’ve used to help accomplish the following processes involved in reporting COBRA client outcomes in AIRS this past year:


a) Completing timely assessments and reassessments and the corresponding outcome 


     assessment

b) Acquiring recent, accurate, complete medical information 

c) Extracting outcomes data from assessments and reassessments

d) Checking outcomes data for missing information and for accuracy, and fixing the 


     omissions and mistakes

e) Entering data into AIRS

f) Problems with any specific outcome indicator? Other concerns regarding COBRA

   outcomes?
New York State Department of Health/AIDS Institute

Bureau of Community Support Services

2010 WORK PLAN RESULTS
ATTACHMENT B1
	Organization:

Person Submitting Plan:________________________________________       _____________________________      _____________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

                                                                        Name and Title(Please Print)                                                                           Phone Number                                                                                 E-Mail

Signature of Person Submitting Plan:_________________________________________________     Date: ___________________________________                               

	G. 

	I have read and reviewed this CFP Work Plan  and approve its submission to the New York State Department of Health/ AIDS Institute.

___________________________________________                        ____________________________________________                  ______________________                    

Executive Director (or designee) - Print Name                                 Executive Director (or designee) - Signature                                 Date                        
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COBRA Case Management Quality Assurance Activities

Attachment A1
	
	Activity
	Person(s) Responsible
	Process 
	Frequency or

Timeframes
	Results/Documentation

	A.
	Staff Supervision and Evaluations


	
	
	
	

	B.
	Case Specific Supervision


	
	
	
	

	C.
	Peer Review


	
	
	
	 

	D.
	Quarterly Random Objective Review


	
	
	
	

	E.
	Administrative Review and Evaluation


	
	
	
	

	F.
	Annual Update of Policy and Procedure Manual


	
	
	
	

	G.
	CQI Projects for 2011


	
	
	
	


NYS DEPARTMENT OF HEALTH

AIDS INSTITUTE COMMUNITY FOLLOW-UP PROGRAM

2011 WORK PLAN NARRATIVE

H. Staffing Plan
1.
Describe any requested program changes for 2011, including expansion, consolidation, or downsizing.  
2.   Identify and describe any new requested position(s) and/or title(s) you are applying to AIDS Institute for approval in 2011. If the responsibilities of a current position have changed significantly, please attach a new/revised job description. 
 3.   Describe your outreach plan and any barriers to recruitment of new clients. 


 4.   If you plan to utilize either the Clinical Case Manager/Supervisor position or the Treatment 

       Adherence Case Manager position, and have not already been approved, please include 
 
       a job description for the position, and a description of how this position will be integrated into 
       the program.  (Go to: http://cobracm.org/Resource.htm for position descriptions and 

         application forms.)
5. Complete the Staffing Chart below specific to each program site (add additional rows          as necessary). Staffing configuration in this table must be consistent with staffing     configuration in the Personnel Detail form and program Organizational Chart.

(1) Indicate the program site.

(2) Indicate 2010 approved staffing. 

(3) Indicate current staffing (as of 12/31/2010). Include all positions that are established and filled. Do not include positions that are established but vacant/under recruitment.


(4) Indicate the current vacancies (as of 12/31/2010--positions that are established and under recruitment). 


(5) Indicate the current caseload (as of 12/31/2010).

(6) Indicate the requested staffing configuration for 2011. 


(7) Indicate the requested caseload for 2011.

2011 STAFFING STRUCTURE
	(1)

Site
	(2)

2010

APPROVED STAFFING

	(3) 

current 
staffing

as of 12/31/10
	(4)   
 current 

VACANCIES
	(5)

Current caseload
	(6)

2011

projected staffing
	(7)

2011

projected CASELOAD



	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Please note: you may not recruit or hire new staff (beyond 2011 approved personnel) until approval is received from your AIDS Institute program manager.  If your staffing configuration changes (i.e. percent effort for shared positions) or if job functions or responsibilities change, your program manager must be notified in writing. 
B. Community Follow-up Program Organizational Chart:

      1. Attach CFP program organizational chart that reflects the 2011 proposed supervisory and 
team configurations (by site, with names) and a timeline for implementation.  

      2. Attach an Agency organizational chart—with names and titles.

C. 2011 Work Plan Objectives: 
For each of the items below, please detail measurable goals and objectives (including time frames), and strategies to accomplish each goal/objective (including persons responsible) in the attached Work Plan Objectives template (see Attachment B).  Work Plan Objectives should address barriers as identified in your 2010 Annual Report, other program data, and should include 2011 program goals. 


a. Staff Development: Staff Orientation and Training.



b. CFP Systems/Processes:  Documentation Requirements (timeliness, comprehensiveness, RFQ requirements, i.e. case conferences).  Quality Assurance Plan ( barriers to fulfilling Work Plan QA plan and objectives). Objectives should address issues cited in your most recent AIDS Institute monitoring visit letter, Agency Response/Corrective Action Plan, and other program data. 


c. Client Outcomes: Retention in HIV Primary Care; Medication Adherence; Mental Health Treatment; Substance Use Treatment/Harm Reduction.


d. Outreach Plan: Plan for client outreach, establishing referral networks, out stationing staff in other agencies/clinics, etc. 

D.  Quality Assurance, Evaluation and Continuous Quality Improvement: 
1. Please describe any changes you intend to implement in 2011 to your Quality Assurance plan and activities. 

2. What Quality Improvement activities have you planned for 2011? Use Attachment A.

E.  2011 COBRA Outcome Indicators
Describe the process you are using in 2011 to ensure COBRA client outcomes are entered 
into AIRS at Comprehensive Assessment and Reassessments for every client. Please walk 
through the process describing: a) who is extracting data from assessments and reassessments; b) who is entering data into AIRS; and, c) who is ensuring data is timely, correct, and complete?  The outcome data must be reported for all clients active in COBRA during 2011.
2011 Fiscal Information

PLEASE NOTE:  THESE ARE REVISED FORMS AND MUST BE USED FOR THE 2011 BUDGET 

A. Personnel Detail Form:  Please complete chart

Complete the Personnel Detail Form. Please list staff, by team and program site, in Section I. For vacant positions, (both existing and proposed), please include an approximate date of hire in the first column under “Status”.

B. Summary Budget Form: Please complete chart

Organization: 
















COBRA Case Management Quality Assurance Activities

Attachment A2
	
	Activity
	Person(s) Responsible
	Process 
	Frequency or

Timeframes
	Results/Documentation

	A.
	Staff Supervision and Evaluations


	
	
	
	

	B.
	Case Specific Supervision


	
	
	
	

	C.
	Peer Review


	
	
	
	 

	D.
	Quarterly Random Objective Review


	
	
	
	

	E.
	Administrative Review and Evaluation


	
	
	
	

	F.
	Annual Update of Policy and Procedure Manual


	
	
	
	

	G.
	CQI Projects for 2011


	
	
	
	


New York State Department of Health/AIDS Institute

Bureau of Community Support Services

2011 WORK PLAN OBJECTIVES 

ATTACHMENT B2
	Organization:

Person Submitting Plan:________________________________________       _____________________________      _____________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

                                                                        Name and Title(Please Print)                                                                           Phone Number                                                                                 E-Mail

Signature of Person Submitting Plan:_________________________________________________     Date: ___________________________________                               

	I. 

	I have read and reviewed this CFP Work Plan and approve its submission to the New York State Department of Health/ AIDS Institute.

___________________________________________                        ____________________________________________                  ______________________                    

Executive Director (or designee) - Print Name                                 Executive Director (or designee) - Signature                                 Date                        
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