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1. POLICY:

 It is the policy of the Behavioral Health Division (BHD) Community Access to Recovery Services (CARS) to assure that individuals will have a smooth transition when transferring services to the same or a different level of service. It is prudent for the Community Service Program (CSP) and Target Case Management (TCM) that all transitions laterally and to other community service providers are seamless without any interruption of services.

We are committed to continuity of care throughout the Community Access to Recovery Services’ contracted and operational programs, as well as transfers to Family Care (FC), a Skilled Nursing Facility (SNF), and/or to a Community Based Residential Facility (CBRF).

2. PROCEDURE:

A. This standard of practice applies to transfers from a CSP to CSP, CSP to TCM, TCM to CSP, TCM to TCM, or CSP/TCM (as applicable) to FC, SNF and/or to a CBRF.

1. Communication is crucial. It is expected that the program receiving the referral will contact the current agency to initiate the transition process. The current service provider (i.e. Case Manager (CM), inpatient staff, or care coordinator) must be clear, concise, and respectful when providing information to the receiving provider. Best practice indicates that phone calls will be promptly returned.  If unable to connect with the assigned service provider, the supervisor should be contacted.

2. Discharge planning is essential. The most recent 6-month recovery treatment plan will reflect a discharge/transition plan. This plan will include, but not be limited to, transition to a community pharmacy, outpatient psychiatrist, outpatient psychotherapy-as indicated, and transfer of representative payee.  (Note:  In the case that an individual is transferring to Community Care (FC), the above will be provided through Community Care’s contract provider list.  The CM will then collaborate with Community Care to ensure a smooth transition of services).

3. Representative Payee is smoothly transitioned. The expectation is for the individual’s Representative Payee transfer to occur without any lapse in the individual’s entitlement. Prior to the transfer of payee, any funds remaining in the payee account should be transferred to the receiving agency with the expressed consent of the client or accordingly to agency policy.

4. Outpatient psychiatry appointment is arranged. The expectation is that case managers meet jointly with the individual at their first Outpatient Clinic intake and first MD appointment. The CM should assist the individual in providing the information needed to assist with a smooth transition to the new outpatient service provider.

5. All necessary entitlement documents are active at time of transition. Subsequently, if the CM is in the process of submitting requested information on behalf of the individual’s Medicaid benefits, this will accomplished prior to the transition. This will help facilitate the individual having active medical and pharmacy benefits. If the individual is in the process of applying for or appealing a Social Security decision, this information should be clearly communicated to the receiving agency.

B.  Transitions include the following criteria:

After the case has been staffed and approved for transfer (except for CSP/TCM to FC, SNF placements, and non-contracted CBRF’s transfers), the transferring agency will provide CARS with a Transfer summary.  This summary will include, but not limited to:  Psychiatrist’s contact information (as applicable); if client is on an injection, the last dose and when the next dose is due; therapist’s contact information and representative payee’s contact information (as applicable). 

Attachments will include: Psychiatry (Prescriber) notes for the last 6 months.

1. CSP to CSP: Secondary to client request, conflict of interest, irresolvable challenges, and/or requires a different program focus.  

2. CSP to TCM: Individual is in an independent status prior to the requested decrease in services.  The individual has had at least one successful appointment with the outpatient psychiatrist and another appointment is scheduled.  A new pharmacy is in place and the individual is aware of the process in picking up their prescribed medication.  

3. TCM to TCM: Secondary to client request, conflict of interest, irresolvable challenges, and/or requires a different program focus. The future psychiatric and medical appointment information will be included in the referral packet. If there is a change in the TCM providers, generally every service will stay the same unless it is a transfer from Wisconsin Community Services (WCS).  In this instance, the individual will need to be connected to a community psychiatrist, pharmacy, and/or psychotherapist, as indicated.  

4. TCM to CSP: Prior to request for increase in services, it is highly suggested that Crisis Case Management be implemented.  It is then documented that client needs an increase in level of care due to increased mental health symptoms, multiple hospitalizations, and at risk behavior requiring intense contact for symptom management, medication monitoring, and/or immediate psychiatry availability.   

5. CSP/TCM to FC: CM will collaborate with the assigned CMU (Care Management Unit) to ensure a smooth transition.  These transitions can be challenging especially if the CSP/TCM is not informed of the individual’s approval for family care services.  
6. CSP/TCM to CBRF; CSP/TCM to SNF

a. Transferred medication

b. Representative payee will be transferred expeditiously 

c. Scheduled MD appointment – Outpatient psychiatry services are in place, as well as a community pharmacy.

d. CM will contact previous MD (as indicated) to inform them that the individual will no longer require their services, unless the individual will be continuing their care with their current psychiatrist. If the latter is the case, Release of Information (ROI) will need to be signed with the new provider.

C.  The checklist is provided as a tool to assist you in following the expected standards. As a good clinical practice, when a transfer occurs either laterally or to another community provider, please use this checklist as a guide.

1. PA is submitted to CARS requesting either an increase to CSP, decrease to TCM, lateral transfer to either a CSP or TCM, or discharge to a CBRF, SNF, or FC placement. Patients should sign ROL’s so that referent can obtain inpatient records from other community hospitals.

a. CARS Care Coordinator will review PA and will contact case manager if further information is needed. CC will submit for staffing at the respective Operations Meeting.

b. In the case of an approval for increase or decrease in service provision, consideration will be given at that time whether it will be an internal or external assignment.

c. The assigned CM will submit to CARS any pertinent records and documentation.

d. CARS CC will prepare a packet. For internal transfers the packet will include only a CARS face sheet, most recent CARS narrative, episode history, and any recent BHD acute inpatient discharge summaries. For external transfers, the packet will be prepared as a new referral.

2. Outpatient Psychiatry

a. Case Manager will meet jointly with the client at their first intake specialist and MD appointment.

b. Individual has been successfully linked to a psychiatrist. This includes their intake appointment and their subsequent appointment with the psychiatrist.

c. Individual acknowledges that they are satisfied with the linkage.

d. Individual is attending his/her appointments independently or minimal assistance is needed.

3. Representative Payee transferred

a. Verification that the receiving agency has applied to assume the responsibility as representative of payee.

b. After consulting with the client, the transferring agency will send remainder SSD/SSI funds to new agency.

      4. Program-to-Program collaboration

a. Individual being transferred is aware that his/her service providers are changing and has been explained the reason for the transfer. If the individual is a voluntary client, then he/she must be in agreement with the transfer.

b. Once the case is assigned, the new agency will contact the current case manager to schedule joint/collaborative meeting with the client. Collateral information can be gathered prior to the meeting (review recovery plan, goals and consumer’s preferences). The purpose of this meeting is to introduce the new CM to the client.

c. If the individual is a MY HOME client, a new case manager form must be submitted to MY HOME staff.

d. If individual is on a commitment; Kathy Krill must be notified of the change (agency and case manager’s name).

e. If individual is in Safe Haven or THP, CARS will need to be notified and the following forms submitted by the new assigned agency:

Attachments:

1. Advance Notification of Representative payment

2. Representative agency payees for SSD and SSI

3. Winged Victory Release of Information

4. Disability Attorneys
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