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April 21, 2014

	TO: 
	Home and Community Services (HCS) Division Regional Administrators


	FROM:
	Bea Rector, Director, Home and Community Services Division


	SUBJECT: 
	Implementation of Complex Case Service Planning Protocol for some individuals served in community residential settings

	PURPOSE:
	To address service planning for the small number of individuals whose combination of behaviors and acuity increase the complexity and difficulty of care planning and service delivery.  

	BACKGROUND:
	Individuals who have complex service needs may require increased case management time and services.  Home and Community Services is committed to supporting these individuals and the staff who work with them.  

The Complex Case Service Planning Protocol addresses the need for a consistent, statewide approach designed to build strong and responsive care plans using a series of tiered case management and case staffing activities. It is separate and distinct from the Challenging Case Protocol located in LTC Chapter 5: Resources    

	WHAT’S NEW, CHANGED, OR
CLARIFIED
 
	
All field staff will now follow the Complex Case Service Planning Protocol in order to ensure statewide consistency in complex service planning.
A Complex Case is defined as a case in which: 
	
· An individual remains in a state or medical hospital past the time he or she is eligible to leave despite a coordinated effort to find placement; or
· An individual’s placement is very precarious and referrals to all eligible programs (including ECS) have been unsuccessful; or
· Frequent calls are made to 911 on behalf of an individual for issues not related to medical emergencies; or
· An individual has multiple changes in providers
· An individual has a recent assessment or case history indicating a potential risk to themselves or others.  These may include:
· An  individual with violent criminal history from the DOC system; 
· A registered sex offender;
· An individual referred from the Special Commitment Center, or for Extraordinary Medical Placement;
· People who have current media attention;
· An individual from the Offender Reentry Community Safety Program.

	ACTION:
	· When a Complex Case situation is identified, follow the steps which are outlined in the attachment, Complex Case Service Planning Protocol-Steps.  
· The referral for complex case planning can be made locally by case managers and their supervisors, or by Headquarters staff, including the ETR committee.  
· Referrals will be made directly to the respective regional Field Service Administrator or designee.
· Proceed through the steps outlined in the Complex Case Service Planning Protocol-Steps until the situation is stabilized or resolved. Note: It will be rare that all four steps will be needed.


	ATTACHMENT(S):   
	Complex Case Service Planning Protocol:


Complex Case Guidelines for CARE Documentation:



	CONTACT(S):
	Traci Adair, Resource Support and Development Unit Manager
(360) 725-2455  Lacey
(206) 341-7653  Seattle
traci.adair@dshs.wa.gov

Barbara Bratle, Program Manager, Resource Support and Development
(360) 756-5771
barbara.bratle@dshs.wa.gov

Mario Williams Sweet, HCS Behavior Support Specialist
(360) 725-2623
mario.williamssweet@dshs.wa.gov






2

image2.emf
Complex Case  Service Planning Protocol-Steps.docx


Complex Case Service Planning Protocol-Steps.docx
Complex Case Protocol-Steps



COMPLEX CASE DESIGNATION	

CONFIRM THAT THE CASE MEETS THE DEFINITION OF COMPLEX CASE PER MB.  ENTER AN SER TO DOCUMENT THE DESIGNATION.  

A Complex Case is defined as a case in which: 

	

· An individual remains in a state or medical hospital past the time he or she is eligible to leave despite a coordinated effort to find placement; or

· An individual’s placement is very precarious and referrals to all eligible programs (including ECS) have been unsuccessful; or

· Frequent calls are made to 911 on behalf of an individual for issues not related to medical emergencies; or

· An individual has a recent assessment or case history indicating a potential risk to themselves or others.  These may include:

· An  individual with violent criminal history from the DOC system; 

· A registered sex offender;

· An individual referred from the Special Commitment Center, or for Extraordinary Medical Placement;

· People who have current media attention;

· An individual from the Offender Reentry Community Safety Program.



STEP ONE REVIEW SITUATION FROM CLIENT AND PROVIDER PERSPECTIVES

1. The social worker or Supervisor staff case and agree that Complex Case designation is appropriate for the individual client.  An SER is made which states that the staffing took place  and that the Complex Case Protocol is designated.

2. The social worker and/or Supervisor meet with the client and use the Complex Case Guidelines for CARE Documentation tool to ensure that the CARE assessment  and  documentation include client-focused information that accurately reflect the client’s perspective, strengths, and needs. 

A. Enter client goals and subsequent tasks in CARE on the Client Details/Sustainability goals screen.

B. If the social worker or supervisor has reason to believe that the client is at risk for harm to self or others, the appropriate crisis line should be called.

3. The social worker and/or Supervisor  interview the current residential provider or the referral source if the client is not currently in an HCS setting, to gather more information about the situation.  The Complex Case Guidelines for CARE Documentation tool is followed to compile information about the case challenges from the provider’s perspective.  Specific questions addressed will include:

A. What are the disruptive behaviors?

B. When did the current disruptive behavior start?

C. How often does it occur?

D. Where does it occur?

E. What patterns do you see related to the behavior?

F. What does the provider/staff do to respond?

G. What works well in response to behavior?

4. The social worker uses the Complex Case Guidelines for CARE Documentation tool to document all findings from the steps above on the appropriate screens in CARE and in SER.  Include client goals and tasks On the Client Details/Sustainability Goals screen.

5. The social worker and/or Supervisor will review the CARE assessment with the JRP to ensure the assessment is complete and to identify service gaps.

6. Proceed to Step Two.



STEP TWO

COMPLEX CASE CONSULTATION

The social worker, supervisor, resource developer, and relevant others will meet to review the case and to assess resources available to the client and provider.  This will include case-receiving staff when transfer is likely to occur between units, offices, regions and agencies.  The Consultation team should review and inform the Sustainability/Goals report printed from CARE.

1.  Identify the type of resources needed to stabilize the situation or increase the provider’s ability to serve the client.  

A. Consider the medical and health related care needs contributing to or impacted by the behaviors or supports needed.

2. Review the contracted options available to the client.  Options reviewed should include: ECS, COPES, RCL or WA Roads Services including client training, community choice guide, RSN funded services, and Technical Assistance by HCS Behavior Support Specialist.

3. Select resources available on the current program, or follow procedures to enroll the client in a different program and then authorize the resources.

4. If the right resource is located, monitor the situation to ensure stability.

5. If the right resource is not available, work with the Resource Developer to locate a provider.

6. If the right resource cannot be located or if the situation is not stabilized by these resources, proceed to Step Three.

7. The social worker will document all case planning and related details per Complex Cases Guideline for CARE Documentation.  Update the Sustainability/Goals screen and other relevant screens in CARE accordingly.

8. 



STEP THREE

REGIONAL INTERDISCIPLINARY TEAM MEETING 

1. An interdisciplinary regional staffing will be held to address the complex needs of the individual and to incorporate additional community supports into the service plan. 

A. The meeting can take place in person, through a conference call, or by video conference. The social worker will invite the client to participate. The current DSHS Release of Information will cover the ALTSA contracted service providers. If additional releases are needed, the social worker will work with the client to update the release. If the client declines or is unable to give permission, discussions and planning should take place with the client remaining anonymous.

B. Members of the Interdisciplinary staffing include: 

· HCS social worker 

· HCS Supervisor 

· HCS FSA/designee 

· Resource Support and Development Staff assigned to region

· Client

· Client’s representative(s) or guardian

· Current or potential residential provider

· HCS Behavior Specialist

· Nursing Services representative







C. The inclusion of other appropriate system partners will be customized to the individual’s circumstance and need such as:

1



· Community Mental Health Provider

· Contracted Behavior Support Provider  

· RSN representative 

· State Hospital discharge staff

· Potential residential provider or representative of housing options 

·  RCS 

· AAA, DDA, CA or other state agencies  

· Community providers who offer informal support 

· Emergency responders

· Tribes 

· Medical providers or representative from respective hospital 

· Any other entity, agency, or person who has a legitimate interest in supporting client

· Ombudsman



2. The Interdisciplinary Team will identify the following:

A. Which services and interventions across the system of care have worked in the past and when did they occur?  Which have not worked? 

B. What further services or steps are needed to support the plan?

C. What is the intended outcome of the identified additional services and supports?

D. Who will implement the additional services and supports?  

E. When will these additional services and supports will be implemented? 



3.  The social worker will document care planning and details as noted in Complex Case Guideline for CARE Documentation.  Additional and altered sustainability goals should be included in the Sustainability/Goals screen, including completion of the Tasks section.



4. After the plan has been implemented, determine if an additional meeting of the Interdisciplinary Team is needed in order to review or strengthen the plan or to decide to move to Step Four in the Complex Case Protocol.  If needed, the Team will review:

A. Whether the client placement is currently stable or likely to be stabilized by the addition of the supports identified above (Yes or No).  

(1) If Yes:  the social worker will monitor the situation with regular phone calls or in-person visits to the client and/or provider and will document the results of these contacts for 60 days to ensure stability.  

(2) The team will decide when the situation no longer needs to be reviewed.

(a) Best Practice would be for the social worker to keep the case until the situation is resolved.

(b) An SER will be entered when monitoring is complete and should reflect the decision and date.

(c) If the case is transferred outside the original unit where it was staffed, an SER stating that it has been designated a Complex Case should be entered in CARE.  (Step1, #1)   The referring unit should staff this with the receiving unit, office, region and/or agency.

B. If No:  The case should be referred to the HCS Behavior Specialist (Mario Williams-Sweet) to initiate Step Four of this Complex Case Protocol.



STEP FOUR 

ADS COMPLEX CASE -  AD HOC CONSULTATION 

1. If the plan developed by the Regional Interdisciplinary Team did not stabilize the placement the Region will request consultation from the ADS Complex Case Ad Hoc team. 

A. Membership of the ADS Complex Case Ad Hoc team includes:

· Home and Community Services Behavior Specialist (Mario Williams Sweet)

· Home and Community Services CARE Program Manager (TBD or Rachelle Ames)

· Representative from Behavioral Health Services Integration Administration, Division of Behavioral Health and Recovery (TBD)

· Regional Field Services Administrator (TBD)

· Home and Community Services Operations Manager (Kathy Morgan)

· Depending on the situation, others brought to the Headquarters level consultation will include:

· Field Services Administrator and/or Regional Administrator from the region of referral

· social worker and Supervisor 

· Resource Developer assigned to the region of referral

· Representatives from the RSN, DDA, other community partners

3. The consultation will include the following:

A. Review results of all previous staffing efforts. 

B. What systems/supports could be added? 

C. Together with the regional staff, the ADS Complex Case Ad Hoc team will map a plan of action that outlines clear roles and action steps intended to stabilize the situation.

4. A designated member of the ADS Complex Case Ad Hoc team will document results of the 

ADS Complex Case Ad Hoc Consultation in a SER.

5. The social worker and/or supervisor will incorporate the information and supports that are identified through the HQs Ad Hoc Consultation into the client’s care plan.  New goals and tasks should be included in the Sustainability screen in CARE.

6. The region will implement the new care plan.

7. The ADS Complex Case Ad Hoc team will review the case with appropriate regional staff within 5 days of implementation of the new Care Plan and determine if the situation is stable or there is reason to believe the situation will become stable.  



A. If Yes:  the region will monitor for at least 30 days to ensure stability.  Monitoring frequency will be determined by the region.

B. If No:  An additional consultation will be held with the ADS Complex Case Ad Hoc team and other community partners.

(1) Additional supports will be considered and recommended as appropriate.  

C. If a sustainable plan cannot be developed, the ADS Ad Hoc team will consult with HCS Chief of Operations and Division Director for additional review. 
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Complex Cases Guideline for CARE Documentation

		INFORMATION IN THE CLIENT DETAILS  SECTION

		SCREEN



		HCS social worker Name

		Overview 



		Client’s Residential History 

	



		Client Contact

Residence

Short Term Stay





As cases become more complex or need additional supports, the inclusion of the information below will assist in comprehensive case planning.   Please use this tool to document the CARE elements listed to facilitate Complex Case Staffing, ETRs and client supports.   The answers to these questions will help ALTSA staff and contractors to better understand the client’s needs, preferences and interventions.

		QUESTIONS TO ASK CLIENT 

		WHERE TO DOCUMENT IN CARE



		

Who helps you make decisions?

Who is your Primary Health Care Provider? 

Who is your RSN social worker?

Who are the agency and community people who help you?

Who is a supportive family member or friend?

Who are the other important people who help you?



		

Client Details Section:  



    Collateral Contacts screen

· Add name, organization and role

· Assign as Supports in the Service Summary of the Care Plan





		

Where do you want to live?

How can we help you remain where you are? 

If this isn’t the place you want to live, what can we do to support you here until we’re able to find a different place?

What other goals do you have: what would you like to see happen/make happen?

		

Client Details Section:  



    Pre-Transition & Sustainability screen  

· Sustainability Goals





		

What helps you when you are having problems?

What supports haven’t worked well in the past?

What are your strengths we should know about?

Do you have social/cultural considerations, traditions or preferences to keep in mind?



		

Personal Elements screen - Narrative  







		ELEMENTS TO ADDRESS WITH REFERRAL SOURCE OR CURRENT PROVIDER



		WHERE TO DOCUMENT IN CARE



		

Medical and Psychiatric Hospitalization History





















		

Client Details Section:  



    Short Term Stay screen     



OR in the assessment -



Medical Screen - Narrative:  



    Pertinent History (physical and mental health)   

· List dates, facility names and reasons for each admission



		



		QUESTIONS TO ASK THE PROVIDER  

		WHERE TO DOCUMENT IN CARE





		

What are the disruptive behaviors?

When did the current behavior start?

How often does it occur?
What patterns do you see related to the behavior?

What does the provider/staff do to respond?

What works well in response to behavior?

What staff approaches do not work well for this client?

		

Psych-Social Section – Narrative in Comments



    OR



    Behavior screen



· Provide details in comments for correlating behaviors

· Sex offender status should be noted in this screen also since Legal Screen does not print.



		What are some of the potential reasons for the current disruptive situation?

· Has the client been ill?

· Have the medications changed?

· Have their life circumstances changed?

· Has the provider discussed the behaviors with the client? If so, what was the result of the discussions? 

·  Did the provider and client create client goals?

		

Medical Screen - Narrative:  



    Pertinent History (physical and mental health)   









Client Details/Sustainability Goals screen



		Complex Case Staffing Documentation



		SERs – Use STAFFING Purpose Code:



Document staffing date, location, list of participants Recommendations, assignments and timelines should be entered on the Sustainability screen in Goals and Tasks.
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