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To:
   All WFN SAI/BHI Care Coordination Staff
From:
   Stacey Wolff, Director of Care Coordination Services

CC:
   Luci Doppler, Clinical Director
Date:
   January 17, 2019
Re:
   POLICY: Care Coordination of NN and MH SAI/BHI Clients
____________________________________________________________________________________
All efforts should be made to place clients in network substance use or co-occurring treatment providers at all times; however, as it occurs, many clients are referred to the SAI/BHI who are already placed in non-network (NN) substance use or mental health (MH) providers and they do not want to change programs. 

The following guidelines have been developed to define improved Care Coordination practices for clients who will be placed, or are already attending, non-network and mental health providers.  Beginning immediately, clients who consistently attend a NN or MH provider who are in good standing with his or her GA or TANF benefits should not be closed prior to 6 months of monitoring (there will be one exception described later in this document).
All clients who are placed in NN or MH treatment providers must have at least one monthly contact; this can be conducted by a face-to-face follow-up or engagement phone call to the client. These monthly contacts are particularly important for clients who are attending NN or MH treatment providers who are notoriously non-adherent to our reporting requirements. The clients should be asked to obtain the missing information (i.e., attendance, UDS, CSR) to avoid sanctions to his or her benefits.  
By implementing monthly client contacts for clients enrolled in NN and MH treatment providers, and by engaging the clients with assisting the CCs with obtaining missing attendance, UDS, and CSRs, we should eliminate the need to close cases for “Lack of Provider Reporting” with non-reporting providers.  

These new monthly client contacts for clients placed in NN or MH providers are the responsibility of the Care Coordinators; however, the Care Coordinator is permitted to delegate this task to their Care Coordinator Support Specialist (CCSS) if the CC’s caseload is very high and time does not permit additional monthly follow-ups.  The CCs must always inform all of their clients that they have a Care Coordination partner and tell the client their name; the CC will give all clients their business card and the CCSS’s business card.  The statewide CCSS county distribution list is below, all CCs will be given their corresponding CCSS’s business cards to give to the clients: 

Ebony Martin– Monmouth, Ocean, Burlington

Sheama Walker – Camden

Sally Lopez – Cumberland, Gloucester, Salem, Atlantic, Cape May

Ryane Gouveia  – Mercer, Middlesex
Vickie Winberg – Union, Somerset, Hunterdon 

  Johanna Sosa  – Passaic, Bergen, Morris
Kim Lunsford  – Hudson, Warren, Sussex
Marilyn Henandez- Essex

Topics for monthly client contacts:

· Check-in to see how things are going.
· Are there any barriers to treatment?

· Have any new problems arisen that you can help with?

· Did the client attend all scheduled appointments (e.g., doctor, dentist, psychiatric evaluation)?
· If attendance, UDS, or CSR has not been received, the client must be instructed to assist you with obtaining. (This is how we can reduce the number of case closures for “Lack of Provider Reporting.”)
Clients referred and already placed in NN or MH treatment:
Several counties refer clients to the SAI/BHI who are already placed in non-network or mental health OMT, OP, IOP, or PC. Within 24 hours of completing the assessment, the CC must contact the current treatment provider to obtain the client’s participation and attendance, and to ensure all client needs are addressed in that level of care.  The CC may need to be persistent as some providers are not responsive to our outreach attempts and the clients may need to get involved to assist the CC with this endeavor. 
If the client is placed in a MH provider and denies a history of substance use and there is collateral information by the CWA or DCP&P in agreement with the clients denial of a substance use disorder (SUD), and there are no previous EOCs for SUD or co-occurring treatment, the client may remain in the current MH program with no additional treatment referrals following the guidelines below. 
The one exception to the 6-month monitoring rule: If the client has a medical deferral and is deemed “unemployable” and has already been in NN or MH treatment for at least 6 months with verification, and the client’s needs are appropriately addressed (housing, transportation, medical, LSNJ, etc.), then the case can be closed in 30 days from the date of assessment as “Successful Discharge.”  

·  Prior to closing this type of case at 30 days, there must be clear documentation in the service log that the client’s attendance, participation, needs, and psychiatric stability for the last 6 months do not warrant additional services.  

· There must be a service log entry that contact with the client has occurred at approximately 30 days from the date of assessment to discuss ongoing care and to inform the client that his or her BHI case will be closing. 

· If the client does not have a medical deferral, is deemed “employable”, and has been in MH treatment for at least 6 months with verification, this case must be monitored for participation for a minimum of 6 additional months, while in good standing with benefits, to ensure employment-directed movement.  

· If any client has not been in MH treatment for at least 6 months, or has outstanding needs, the CC must continue to coordinate care until such time it is deemed clinically appropriate to close the case, but no less than 6 months from the date of assessment. 
· As always, all clients with chronic medical and/or psychiatric disorders in need of assistance with their SSI/SSD application must be referred to LSNJ. The only exception applies to an individual who can provide current evidence that they are working with a community law project or private attorney for Social Security benefits.  
Clients who are referred as a BHI client but denies MH symptoms: 

If the client denies a history or current psychiatric symptoms, an inquiry must commence to determine the purpose of the referral. The CC will contact the referring agent to obtain their rationale for the referral. 

· If it is determined that collateral information differs from the client’s self-report, and the referring agent indicates the need for treatment, the client should be referred for appropriate treatment. 

· If a BHI-referred client denies a history of mental health symptoms and/or substance use and there are no previous EOCs for substance use or co-occurring treatment, and the referring agent does not supply adequate information to support the need for MH or SUD treatment, the case may be closed immediately as “Treatment Not Indicated.” As always, the CC must seek senior management approval before closing these cases and all information and verification must be thoroughly documented in the service log. 
· If the client does have a history of substance use and does not meet the criteria for full remission, he/she is not a BH3 client and should be referred for co-occurring treatment in a network treatment program. 
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