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Performance Standards 
Enhanced Clinical Service Coordination (ECSC) 
 
 
Performance Standards are intended to provide a foundation and serve as a tool to 
promote continuous quality improvement and progression toward best practice 
performances, to increase the consistency of service delivery and to improve 
outcomes for members. 
 
Disclaimer: These Performance Standards should not be interpreted as regulations, but instead add to 
the foundation provided by current licensing guidelines and regulations. It is Community Care’s 
expectation that providers apply these Performance Standards when developing internal quality 
monitoring activities. Community Care will use this document as a guide when conducting quality 
reviews. Entities providing services as part of the HealthChoices program must first be enrolled in the 
Pennsylvania Medical Assistance program as the appropriate provider type. Providers must then 
comply with all applicable Pennsylvania laws, including Title 55, General Provisions 1101, licensing 
program requirements and any contractual agreements made with Community Care Behavioral Health 
Organization in order to be eligible for payment for services. 
 
 
These Performance Standards are the result of a series of meetings and discussions 
facilitated by Community Care Behavioral Health Organization (Community Care) 
with representation from network Enhanced Clinical Service Coordination (ECSC) 
providers, county and oversight entities, and persons who receive ECSC services. 
These standards are intended to clearly articulate Community Care’s expectations of 
contracted ECSC providers and to define the parameters of reasonable standards of 
practice for the provision of ECSC services. 
 
These standards are intended to provide a foundation and serve as a tool to 
promote continuous quality improvement, facilitate progression toward evidence-
based practices and promising practices, to increase the consistency of ECSC service 
delivery and to improve outcomes for persons receiving the services. Providers are 
expected to monitor adherence to the standards and to take actions where indicated 
to comply with the standards. These standards should not be interpreted as 
regulations, or as a means to require or prohibit specific interventions for specific 
individuals. All individuals receiving ECSC services should have a strength-based 
service plan developed to address the individual’s strengths and needs. 
 
 
Program Description 
 
ECSC services assist persons 21 years of age or older with serious mental illness or 
co-occurring serious mental illness and substance use disorders. The service is 
intended for individuals who are interested in or need a more intensive level of 
service than blended case management/service coordination, with a community-



Performance Standards Enhanced Clinical Service Coordination (ECSC) 
 

Community Care Behavioral Health Organization                   Page 2 of 12 

based clinical component. ECSC teams include a master’s level clinician/team 
leader, registered nurse, service coordinators, peer support specialists, and a part-
time psychiatrist. Part-time therapists may also be included in the team. 
 
 
 
Access Standards 
 
Community Care will function as the gatekeeper for referrals for ECSC services. 
Typical referral sources include blended service coordinators, outpatient therapists, 
inpatient social workers, and ECSC providers. 
 
Once a completed ECSC referral packet has been received, reviewed, and approved 
by Community Care, we will contact the designated ECSC provider by telephone and 
will forward the completed ECSC notification form. Community Care will also notify 
the referral source that an ECSC provider has been assigned and will confirm that the 
referred individual is aware of this information. 
 
The ECSC provider is responsible for requesting a release of information from the 
individual and/or referral source for the needed supporting clinical documentation, 
including a current psychiatric evaluation. Community Care also encourages the 
referral source to make this information available to the ECSC provider. 
 
The ECSC provider is responsible for attempting contact with the referred individual 
and referral source within seven days of Community Care notification. 
 
 
 
General Appropriateness for Services 
 
Individuals who receive ECSC services must meet the eligibility criteria for Blended 
Case Management/Service Coordination and Mobile Mental Health Treatment as 
established by the Department of Public Welfare (DPW) and/or Health. In addition, 
ECSC services are a targeted, team-focused, mobile treatment approach for persons 
with: 
 
• Repeat admissions to community and/or state hospitals or who are at risk for long 

term hospitalization. 

• History of not having their service needs met through traditional community 
support and/or treatment services. 

• Need for mobile clinical services. 

• Need for coordinated clinical and service coordination team approach. 
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• Complicated medical issues. 

• Unmet criteria for Community Treatment Team (CTT) services. 

• HealthChoices coverage. 

 
 
 
Service Capacity 
 
ECSC is intended to service individuals with a need for intensive, community-based 
clinical interventions and supports and to be the primary service provider across a 
range of service domains. The team is expected to manage the level of frequency 
and intensity to ensure individuals are receiving adequate services based on each 
individual’s need. 
 
Teams consisting of five staff positions (team leader, nurse, peer and two service 
coordinators) should accommodate a caseload size of 35-40 individuals. Additional 
staffing of service coordinators or part-time therapists would result in an increased 
caseload size. 
 
The ECSC team will maintain a gradual admission rate of no more than five 
individuals per month and will maintain appropriate staffing throughout. 
 
 
 
Service Intensity 
 
ECSC teams will provide a minimum of two face-to-face contacts per week with each 
person served. ECSC is expected to manage the level of frequency and intensity of 
contact/services to ensure the individual is receiving adequate services based on 
need. Documentation should support the frequency of contact or attempted contact. 
 
 
 
Place of Treatment 
 
ECSC provides mobile clinical treatment and support services to individuals. ECSC 
should provide an average of 75% of services in the community (non-office or non-
facility-based settings, including 24-hour supervised settings). 
 
 
 
Engagement/Re-engagement 
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While it is recognized that ECSC is a voluntary service, it is necessary for providers to 
make significant efforts to engage persons in these services. Individuals who are 
referred, as well as identified family/natural supports and current treatment 
providers, should be involved with the admission and assessment process. 
Engagement strategies are individualized, planned, and well thought out, based on 
input from a variety of sources. The input of family members, natural supports, and 
previous treatment providers is essential in developing engagement strategies that 
can effectively reach an individual. 
 
ECSC teams should: 
 
• Include the individual in the admission, initial assessment, and initial service 

planning process. 

• Meet the individual in his/her own environment and during non-traditional hours 
or in jails or hospitals, if needed. 

• Include the individual’s identified family, supports, and others as identified by the 
individual receiving the services. 

 
The initial authorization for ECSC services will be for 90 days. During that time, 
providers should attempt, at a minimum, weekly contact with the referred 
individual to engage them in ECSC services. When possible, this assertive 
engagement should include a face-to-face contact with the individual and the 
referral source and/or current service coordinator. Engagement strategies may 
also include activities targeted to build trust or use of contingency funds. The 
medical record should also include documentation of assertive engagement 
attempts. 
 
Upon initial contact, the referred individual will be given information about the ECSC 
provider, including the provider’s contact information.  
 
Every 30 days the ECSC provider and Community Care will review the current 
engagement attempts. For persons who are unable to be located, the ECSC 
provider will consult with Community Care to determine if the individual’s 
whereabouts are known and if the ECSC case should remain open. Information 
including discharge address, community contacts, and scheduled appointments 
should be considered. Assertive attempts for contact in the community should also 
occur. If Community Care becomes aware of the individual’s use of other behavioral 
health services, Community Care will communicate this information to the ECSC 
provider.  
 
If outreach efforts to located or engage and individual are exhausted, the ECSC 
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provider should review possible discontinuation of services with Community Care.  
 
At the end of the 90-day authorization period, the ECSC provider and Community 
Care will assess the need to continue authorization for an additional period of time 
or need to transition the individual to another level of care, including completion of a 
risk assessment and crisis plan.  
 
 
 
Identifying Individuals in Need of Assertive Engagement 
 
Treatment issues to help identify persons in need of assertive engagement include 
but are not limited to: 
 
• Difficulty keeping appointments 

• Need for retention in treatment  

• Need for a different treatment approach 

• Inability to participate in assessment and treatment planning 

• High utilization of crisis and inpatient services 

• Homelessness 

• Incarceration 

• Substance use interfering with ability to participate in treatment 

• Psychiatric or medical symptoms impacting acceptance of assistance, support, or 
treatment 

• High-risk history or behaviors 

 
ECSC team members should work together to plan engagement strategies to meet 
people “where they are at.” Techniques the team can use include Motivational 
Interventions and Therapeutic Limit Setting. All engagement strategies should be 
documented in the medical record.  
 
 
 
Assessments and Service Planning 
 
Once initial contact is made with the referred individual, an individualized service 
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plan will be completed within 30 days. Plans are to be reviewed and updated with 
the individual at least every three months or when there is a major change in the 
course of treatment. Additionally:  
 
• The ECSC service plan should be person-centered, recovery-oriented, and 

should indicate strengths and needs. 

• All assessments and service plans should be completed with the individual and 
written in their own words. 

• Service plans should be formulated from information gathered during 
assessments and should guide the timeframe, nature, and content of contacts 
with the individual. 

• Families and natural supports should be involved in service planning whenever 
indicated by the individual. 

• Using CSP and Recovery principles, service plans identify individual preferences, 
needs, problems, strengths, goals, objectives, interventions addressing treatment 
and rehabilitation, person(s) responsible, and measureable indicators. 

• Service Planning should include the development of individualized Crisis Plans, 
Mental Health Advance Directives (MHAD), and/or Wellness Recovery Action 
Plans (WRAP). 

 
 
Delivery of Services 
 
The ECSC team is comprised of staff with skills in providing the following services in 
an ethnically and culturally competent manner, based on recovery and CSP 
principles: 
 
• Case management/service coordination 

• Assessment and treatment/service planning 

• Crisis assessment, intervention, and stabilization 

• Diversion services 

• Symptom assessment and management 

• Outpatient therapy- mental health, drug and alcohol, MISA 

• Medication management 
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• Peer support 

 
 
Staffing 
 
ECSC teams should be comprised, at a minimum, of a team leader/master’s level 
clinician, nurse, two service coordinators, peer support specialist and a part time 
psychiatrist. As indicated by the individual’s choice, the psychiatrist can be from the 
ECSC agency, or from another agency or a private office. Additionally, teams may 
add part-time therapists as needed. 
 
The team leader/master’s level clinician is the designated clinical and administrative 
supervisor of the team and also functions as a practicing clinician on the team. 
Clinical services provided by the team should follow outpatient treatment 
regulations. The team leader also provides individual and group supervision to staff, 
oversees staff training, coordinates referrals to the program, and completes initial 
assessments. In addition, the team leader is the designated staff responsible for the 
coordination of care and quality improvement functions of the ECSC team. 
 
Part-time master-level therapists may be added as practicing clinicians on the team 
to complement the clinical services provided by the team leader, including 
individual and family therapy. 
 
The ECSC nurse will be a graduate from an approved nursing program and will 
possess a current PA license as an RN. The nurse is designated to provide nursing 
services and to work collaboratively with the individual’s psychiatrist. Specialized 
nursing services include psychiatric medication administration, monitoring and 
education; coordination with the team psychiatrist around medication, and other 
issues; follow-up/coordination of medical issues; and individual therapy. 
 
Service coordinators on the ECSC team are designated to provide assessment and 
understanding of the individual’s history and present life situation; service planning 
based on the individual’s strengths and desires; linkage to needed services; 
monitoring of service delivery and progress towards goals; problem resolution; and 
informal support network building. Case Management/Service Coordination 
regulations and standards should be followed for all services provided by these staff 
on the ECSC team. Also, in keeping with the Single Point of Accountability (SPA) 
initiative in Allegheny County, service coordinators will possess either a: 
 
• Bachelor’s degree in social work or psychology, with a specialization in service 

coordination 

• Bachelor’s degree in social work, psychology, criminal justice, pastoral 
counseling, rehabilitation counseling, community mental health, sociology, 
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education with a certificate in special education, or nursing with a registered 
nurse license and a commitment to attend the post-graduate service 
coordination certificate course within the first year of hire. 

 
The peer support specialist on the ECSC team is designated to provide peer support 
services which are highly individualized and promote individuals’ self-determination 
and decision-making. The peer support specialist should be someone who is or has 
been a recipient of mental health services and is willing to disclose their “peer” status 
to team persons receiving ECSC services. They will also possess a high school 
diploma or GED. Because of their life experiences with services, the specialist 
provides expertise that professional training cannot replicate. In addition to sharing 
their story of recovery, peer specialist services may include WRAP and MHAD 
planning, mobility training, assistance with life skills, and help with social, 
interpersonal relationship, and leisure time activities. It is recommended, but not 
required, for the peer support specialist to participate in the Certified Peer Specialist 
training. 
 
The ECSC team psychiatrist is designated to provide clinical services, monitor each 
individual’s clinical status and response to treatment, participate in treatment 
planning, and supervise psychopharmacologic and medical treatment. The 
psychiatrist also participates in clinical consultation with ECSC team members, and 
inpatient and medical providers. 
 
 
 
Hours of Operation 
 
Individuals who receive ECSC services will have access to services 24 hours a 
day/seven days per week. ECSC staff will work a flexible schedule to include evening 
and weekend contacts if needed. Services for persons currently enrolled in an ECSC 
program will also include 24 hours per day/seven days per week availability for crisis 
response and inpatient admissions. ECSC on-call services will be accessed through 
the provider’s designated on-call system and each staff member will have access to 
information regarding the individuals receiving services, including the individual’s 
crisis plan, MHAD and WRAP. Community Care will alert the ECSC provider of 
crisis/possible readmissions and on-call ECSC staff should meet with the individual 
before admission to the inpatient unit. ECSC staff should utilize crisis plans in order 
to attempt diversion from admission whenever clinically appropriate. 
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Continued Stay Criteria 
 
ECSC staff will complete telephonic or face to face monthly reviews with their 
designated Community Care care manager. Reviews will confirm that: 
 
• The individual’s current conditions continue to meet the admission criteria for the 

ECSC level of care. 

• There is reasonable expectation, based on the individual’s current condition and 
past history, that withdrawal of ECSC services would impede improvement or 
result in rapid exacerbation or reoccurrence of symptoms or behaviors that 
cannot be managed in a less intensive level of care. 

• Service planning and subsequent therapeutic interventions reflect appropriate, 
adequate, and timely implementation of all treatment approaches in response to 
the individual’s changing needs. 

 
 
 
Discharge Criteria and Transition Planning for Alternative Services 
 
For discharge from the ECSC level of care, the ECSC provider should submit a verbal 
request for closure to the Community Care care manager for review and 
determination of disposition. All requests require review and approval from 
Community Care and county staff. 
 
Reasons for discharge from ECSC may include unsuccessful attempts to engage an 
individual in services; refusal of an individual to continue in services; current need for 
a less intensive level of care; current need for a more intensive level of care; or a 
move out of the county. 
 
Upon closure from ECSC, comprehensive transition planning should occur, including 
plan for treatment services and medication management. 
 
 
 
Outcome Indicators 
Each ECSC provider should have a policy and procedure in place for outcome 
measurement. Listed below are outcomes indicators that may be used to evaluate 
the effectiveness of ECSC programs. It is not expected that the provider will choose 
to measure all of the indicators listed below, however providers are expected to 
capture some subset of the indicators on a routine basis for persons receiving 
services from the program. Providers are also expected to work collaboratively with 
Community Care when specific outcome measurement plans are proposed. 
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Expected outcomes for ECSC services include: 
 
• Increased community tenure 

• Reduced psychiatric hospitalization 

• Decreased use of emergency room services 

• Decreased use of illicit drugs and/or alcohol abuse 

• Increased active participation in treatment process and service planning 

• Improved satisfaction as assessed by individuals receiving services 

• Reduced involvement with criminal justice 

• Increased stability of housing of choice 

• Improved adherence to agreed-upon services, including medications 

• Participation in meaningful activities 

• Improved quality of life 

• Successful implementation of individual recovery plan 

 
 
 
Quality Management 
 
Each ECSC service provider will have in place a written quality management plan 
that is reviewed and updated annually to reflect the effectiveness of internal 
program processes, outcomes for individuals served, and overall satisfaction with 
services. Listed below are recommendations for satisfaction items to be addressed 
specific to ECSC services. These would be assessed in addition to the standard 
satisfaction measures on an annual basis as required by DPW regulations. 
 
• Were the linkages that the ECSC staff assisted you with helpful (was it the right 

service/support to meet your individual needs, did you get the service/support, 
did it help you to accomplish your goals)? 

• Did you have adequate access to the ECSC services outside of usual working 
hours? 
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• Did you feel you received the referrals or services that you needed? 

• Are you satisfied with the individual ECSC services that you received: nursing, 
therapy, service coordination, peer support, and psychiatry? 

• Did the ECSC services that you were provided address your specific cultural and 
value system needs in a respectful and responsive manner? 

 
 
 
Compliance 
 
It is the responsibility of ECSC providers to adhere to all state and federal 
regulations associated with their HealthChoices programs. Under the Affordable 
Care Act, all providers that are contracted to deliver services to Medicare and 
Medicaid recipients are required to develop and maintain compliance plans. It is 
expected that ECSC providers establish a comprehensive compliance program to 
educate and attempt to control fraud, waste, and abuse. Guidance for developing 
compliance plans can be found on the U.S. Department of Health and Human 
Services Office of Inspector General’s website at: 
https://oig.hhs.gov/compliance/compliance-guidance/index.asp  
 
 
 
Cultural Competence 
 
All ECSC providers are expected to support the ongoing development of cultural 
competence within their programs. Specifically, ECSC programs should identify 
individual strengths and recognize the uniqueness of each person served. Services 
should be available, accessible, and acceptable to members of racial and ethnic 
minority groups. Providers should also engage in open, respectful communication 
with individuals and their families about culturally-based values and belief systems 
that need to be considered. 
 
Providers are expected to maintain documentation of all initiatives to further develop 
the cultural competence and sensitivity of staff and programs. Supervisors should 
make cultural competence an on-going topic of discussion with their teams. 
 
Cultural competence from the perspective of the person receiving services is 
monitored by: specific requests made by the person or by someone on their behalf; 
member complaints; and satisfaction surveys. 
 
 
 

https://oig.hhs.gov/compliance/compliance-guidance/index.asp
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Supervision 
 
All ECSC programs will adhere to DPW regulations related to supervisory 
requirements. 
 
All ECSC programs must have a written policy and procedure identifying a model 
and process for providing regularly scheduled clinical and administrative 
supervision. 
 
Policies and Procedures should include: 
 
• Specific ECSC team day-to-day function 

• Role of the team 

• Opening new referrals 

• Assessing for graduation/Closure process 

 
All ECSC programs must keep written documentation of supervision being provided 
to individual team members. 
 
 
 
Training 
 
All ECSC programs must adhere to DPW regulations regarding training 
requirements. 
 
All ECSC programs must adhere to Community Care training requirements. 
 
All ECSC programs must adhere to Allegheny County Single Point of Accountability 
(SPA) training requirements for service coordination. 
 
All ECSC programs should maintain written documentation of individualized training 
plans and training received for each team member, updated on an ongoing basis. 
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