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I POLICY

The policy of the ACCESS Community Health and Research Center (CHRC) is to Ensures that all
services shall be coordinated within the Department and ACCESS as a whole as permitted and
required by Health Plans (HPs), Substance Abuse Coordinating Agencies, individual practitioners,
public health agencies, and other general healthcare providers, utilizing the Person-Centered
Planning (PCP) process.

. PURPOSE

It is the purpose of this policy to provide ACCESS CHRC staff the guidelines and expectations of
care coordination to developing a service delivery system that coordinates and integrates care that is
welcoming, recovery-focused, trauma informed, and co-occurring disorders capable to meet the
individuals’/families’ needs and inspire the hope of recovery.

Il APPLICATIONS
This policy applies to all ACCESS CHRC employees, interns and volunteers.
V. PROCEDURES

1) Itis the expectation that all ACCESS staff educate customers and promote integration of care.
ACCESS will:

a) Ensure the availability and access to a broad, flexible array of effective, community-based
services and supports for adults, children and their families that address emotional, social,
educational/vocational, and physical/behavioral health/SUD needs, utilizing traditional and
non-traditional services/resources — engaging natural and informal support systems.

b) Ensure services are delivered in an integrated and coordinated manner with effective
linkages between agencies and programs.

¢) Ensure the use of ACCESS’s integrated screening and assessment that is comprehensive is
addressing the physical/behavioral health, SMI, SUD, and IDD concerns of the individual,
and social determinant needs while still being recovery-focused.
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d)

f)

-9)

h)

)

Ensure that the assessments identify the individual’s needs in an integrated, holistic manner.
These needs, with the individual's consent, become part of the person-centered plan and
identify any physical and behavioral health, substance use disorder, and/or IDD concerns, as
well as any other life area needs.

Ensure the Individual Plan of Service (IPOS) is developed using a person-centered process,

as the document that directs the supports and services.

i) The IPOS enables individuals to achieve their personally defined outcomes and supports
individual choice and control.

ii) The IPOS also defines the respective responsibilities of the individual’s care team
members — health care providers, behavioral health/SUD providers, natural supports,
individual, etc.

Ensure that processes and technology are developed and implemented to facilitate the

sharing of assessments, treatment plans and other pertinent information related to any

changes in an individual’s care needs between internal and external members of the
individual’s care team.

Ensure that policies and procedures are in place to allow for individuals and/or families to

receive information related to their rights and the health information protections already in

place.

Ensure that individuals sign all appropriate consent forms for exchange of protected health

information — utilizing the State of Michigan's Consent to Share Information (DCH-3927-

12/14) that includes SUD information that is protected under 42CFR, Part 2.

Provide information to individuals receiving services or their guardians about the availability

of family planning and health information. This information shall include a statement that

receiving mental health services do not in any way depend upon requesting family planning
services or health information services.

Ensure procedures are developed and implemented for notifying MHP, consulting MHP

practitioners and other PCPs regarding the continuation and/or prescribing of new

medication, particularly if there are significant co-occurring physical and behavioral health
issues that are being addressed, maintaining ongoing communication and sharing completed
and updated information.

Ensure full access to complaint, grievance, and appeals processes that enforce each

individual’'s IPOS/PCP Master Treatment Plan rights.

Ensure the development and implementation of policy and procedures related to competency

with regard to cultural diversity — including ethnic, cultural, gender, and/or community values,

etc.

Identify the development, implementation and monitoring of procedures to coordinate care

with SUD treatment facilities and all coordinating contractors — i.e., individual practitioners,

public agencies and/or their designees — for individuals and families receiving ongoing
services and supports.
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2)

n) Provide care management at the practice level to ensure and monitor that multiple services
are delivered in a coordinated and therapeutic manner; that allows the individual and families
to move through the system in accordance with changing needs and without
obstacles/barriers.

o) Refer the individual and/or family to community-based resources should the services
requested not be available on-site or within network; coordination of care with the referral
source would be provided.

p) Promote the rights of individuals and their families and provide effective and ongoing
advocacy.

q) Ensure Psychiatric Hospital Discharges are referred for Peer Support assignments
immediately, in order to ensure follow with and QMHP/CMHP/QIDP within 7 days. This will
minimize recidivism within 30 days and assist client in following up with all services assessed
as medically necessary and available as determined via person centered planning.

i) Intake Staff will
(1) Schedule the follow up appointment
(2) Complete an internal referral for peer services
ii) Peer is assigned and required to contact client within 72 hours from referral
(1) Peer will assist client in coordinating transportation or telehealth set up in preparation
for their appointment with a QMHP/CMHP/QIDP

ACCESS shall ensure coordination of care by:

a) Referring adults or children/adolescents with definite or probable SED/SMI, SUD and/or IDD
to the centralized access center for screening and eligibility determination for specialized
behavioral services. Exhausting the plan benefit is not necessary prior to referral.

b) Ensuring processes of screening and assessment are comprehensive in addressing the
physical/behavioral health, SUD, and IDD concerns of the individual.

c) Communicating significant diagnoses, treatments, laboratory and other examination results to
behavioral health and/or SUD service providers.

d) Obtaining any necessary signed releases of information from the individual served and/or the
guardian to ensure treatment is shared without impediment between the individuals/entities
noted on the consent.

e) Ensure the provision of all appropriate clinical information for the provision of effective
integrated care, which includes:

i) Screening assessment, and intake disposition

ii) Any at risk behaviors (suicidal or homicidal) and physical

iii) Pertinent past psychiatric history, including recent utilization of residential, hospital or
other community services
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iv) Medication regime, including psychotropic medication history and blood levels, as
indicated.

v) All relevant treatment information based upon the current updated IPOS/PCP.

vi) Ensures that staff is adequately trained and knowledgeable of the elements of the
coordination of service agreements and the requirements of collaboration.

3) ACCESS shall ensure appropriate referrals and referral tracking.

a) ACCESS staff provides referrals for care that cannot be provided at ACCESS, or care for
which it is appropriate to continue elsewhere.

b) Inthe case of potentially serious clinical problems that are being referred out of ACCESS, the
referring staff may designate the referral to be tracked by the Peer Specialist will monitor
referrals designated for tracking and communicate their status to the referring staff in a timely
manner if the consultation note is not received in 30 days or by the time requested by the
staff.

c) Referring staff initiates outside referral in the electronic medical record or on paper and
indicates the request for tracking assistance by a peer specialist.

d) Referring staff sends the client/patient to the peer specialist who reviews the following: basic
information on insurance coverage for specialty care, process of sending referral to
appropriate specialists, how the patient/client and the specialist will communicate and
expected time-line for specialty appointment.

e) Peer Specialist track referrals in the following way:

i) Four weeks after the referral is generated checks for a report of visit from the specialist.

ii) If the outside consultation report has been scanned into the medical records document
section and acknowledged, no further tracking is required.

iii) If the report has been scanned but the clinician has not acknowledged the report, an
instant message is sent to the referring staff indicating that the report has come in. Once
the referring staff is notified of the referral report, no further tracking is required.

iv) If after 4 weeks no report is found in the EMR, the peer specialist will call the student to
confirm that the consultation/test has been completed.

v) [f the consultation occurred but no report is received then the Peer Specialist will phone
or fax the consultant, requesting that the written report be faxed to ACCESS. The Peer
will call or fax a request once a week for three weeks to try to obtain the report. The Peer
Specialist can fax a "Continuity of Care" Medical Records Request as a reminder. If three
attempts at contacting consultant office have failed to produce report, the referring
ACCESS Staff is notified of no response from consultant. No further tracking is indicated.

vi) If no consultation occurred because the client/patient has not been seen, then the Peer
Specialist will offer to assist the client/patient with scheduling the consultation. If three
attempts to assist the client/patient to access services have been attempted (by the
insurance office or the specialist offices) and the student has stili not followed through,
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the referring staff is notified, and no further tracking is indicated. Peer Specialist should
document conversations with client/patient via contact notes and IM the referring staff if
client/patient has not scheduled or completed recommended referral services.

V.  QUALITY ASSURANCE/IMPROVEMENT

ACCESS Quality Assessment and Performance Improvement Program (QAPIP) must include
measures for both monitoring of and for the continuous improvement in quality of the program or
process described in this policy.

Vi, COMPLIANCE WITH ALL APPLICABLE LAWS

ACCESS Employees, interns and volunteers are bound by all applicable local, state, and federal
laws, rules, regulations, and policies, all federal waiver requirements, state, and county contractual
requirements, policies, and administrative directives in effect and as amended.

Vii. LEGAL AUTHORITY AND REFERENCES

1. Cross, T., Bazron, B, Dennis, K., Isaacs, M. (1989). Towards a culturally competent system of
care,

Volume 1, Washington DC: Georgetown University Child development Centre, CASSP Technical
Assistance Center.

2. Detroit Wayne Mental Health Authority Coordinating Agreements FY2011 — FY2016

3. Detroit Wayne County Community Mental Health Coordination and Integration of Care Policy.
(2013)

4. D. Goode, T, Jones, W. (2004). National Center for Cultural Competence, Linguistic Competence
Definitions. Retrieved January 13, 2009 from http://gucchd.georgetown.edu/nccc

5. Substance Abuse and Mental Health Services Administration (SAMHSA), Strategies for
Developing

Treatment Programs for People with Co-Occurring Substance Abuse and Mental Disorders,
SAMHSA

Publication No 3782, Rockville MD: SAMHSA 2003.

VIIl. EXHIBITS
Appendix A: Internal Referral Form

Appendix B: Coordination of Care Consent




N

)
B

Iy

Community Health &
Resezrch Center

Policy Name:
Policy Section/ Number:

Created By:

Initial Date:

Current
Date:

Pages:

Referral, Coordination and
Integration of Care
Section __/#

Ana Dutcher
Quality Assurance Manager

5/21/2018

2/17/2021 | Page 6 of 6




