CONTINUITY WITH HIGHER LEVELS OF CARE

The Team collaborates and coordinates with all relevant
Family Team members (especially parents, family, and
youth’s and family’s natural supports) and collaterals (such
as providers, school personnel, professional and natural
supports, group care, hospital staff, etc.) to support
continuity of treatment and supportive approaches with the

L ]
youth/family while the youth is in an out-of-home treatment ﬂ
intervention (such as group care or hospital, etc.).

When clinically indicated and authorized, the Home-based
team may be paired with group care as a short-term, flexible

treatment intervention that is integrated with the Home-
based team treatment plan and incorporates clinical and

Continuity with

therapeutic interventions necessary to strengthen youth'’s Higher Levels of Care
and family’s skills that promote flourishing together at home.

The Team coordinates the use of consistent effective strategies and approaches with youth and family
across all of these entities and settings. The Team shares successful approaches with the other levels
of care (as agreed upon with youth/family) and also utilizes other's approaches that youth and family
has had success with. The Team supports continuity of treatment by continuing to provide seamless
initiation or continuation of the same intensity of family treatment, ongoing family engagement, youth
and parent skill building, peer mentoring, care coordination, and linkage to the community when a
youth is participating in an out-of-home treatment intervention. They continue to promote and build
connections between youth/family and natural network of supports as well as professional long-term,
community-based supports while the youth is in an out-of-home setting. They help to coordinate, as
clinically appropriate, the youth spending as much time as home as possible to provide practice for a
smooth transition back to home.

ENSURING CONTINUITY DURING ENCOUNTERS WITH MOBILE CRISIS SERVICES

* Anticipates crisis intervention needs. Proactively provides on-call staff and mobile crisis service with needed alert
information, consent permitting.

* Offers to be an in-person supportive presence to youth and family during mobile crisis service encounter.
Explores with youth/family the natural support persons best suited to provide in-person support and presence
during a crisis.

* Exchanges and updates information with mobile crisis service daily through the duration of the mobile crisis
encounter, consent permitting.
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SUPPORTING YOUTH/FAMILY ORIENTATION TO OUT-OF-HOME INTERVENTION

(HOSPITAL, DETOX, GROUP CARE, ETC.)

* Explores youth/family experience with the specific level of care (group care, hospital, detox, etc.) and the
particular facility youth will or may be admitted to.

* Empowers family as experts on their youth/ family. Explores and validates youth and family concerns about using
this level of service/ facility and provides psychoeducation on what to expect when youth is admitted.

* Reviews roles and responsibilities of Team members relative to group care, hospital, and detox staff.

e Explores youth’s and family’s expectations around frequency and type of contact they hope to have with youth
once admitted. Encourages daily contact.

e Assists parent/caregiver/LAR and out-of-home facility in exploring options for daily contact between youth and
family members (such as phone, email, in person, etc.).

e Plans for, anticipates, and addresses barriers to maintaining daily contact between youth and family members.

e Offers to be present during acute treatment admission (psychiatric hospitalization, medical hospitalization,
detoxification, etc.) and remains with the youth during the admission process.

* As agreed upon with youth/family, assists with contacting/engaging natural support persons best suited to
provide physical support and presence to youth/family during a crisis.

* Provides needed information to acute facility during the admission process, consent permitting.

e Serves as a resource to aid acute facility in their assessment. Consent permitting, provides current Home-based
team assessment, individualized action plan/ treatment plan, and safety plan in writing to the acute treatment
provider as soon as possible but no longer than one business day after the admission.

* During the youth’s acute treatment intervention, maintains a therapeutic relationship with youth and family.

* Reaches out to youth and/or family daily by phone or in person (unless otherwise agreed upon). Checks in with
youth/family regarding necessary ongoing frequency of this contact.

e Explores frequency of visits family has with youth and needed support to help visits occur.
e Provides ongoing treatment interventions, assessment, and safety planning.

e Continues to bridge youth/family relationships with Family Team members and supports relationship
development with acute facility team members. Helps support communication between inpatient psychiatrist
with outpatient psychiatrist.

* Provides the acute facility team members with contextual information re: permanency situation to prevent
disruption or disconnection of relationships, promote continuity for youth, and reinforce primary role of parents/
family in treatment, healing, and trauma recovery process.

* Reaches out to acute provider daily to exchange progress updates and build a shared understanding of clinical
formulation, strengths, treatment goals, and discharge plan.

¢ Coordinates and collaborates around LGBTQ, cultural, and dietary considerations for integration into the acute
setting, group care, school, and home and/or community settings.

e Collaborates and coordinates with youth, family, and acute treatment team on integrating treatment approaches,
interventions, recommendations, and medication changes. Incorporates them, as agreed upon with youth/family,
into the existing Home-based team treatment plan.

e Prior to discharge, explores step-down options, new supports, and interventions needed. Comes to agreement
around any action items and begins developing/ integrating new approaches at home, group care, community,
school, etc.

e Coordinates with acute provider to ensure a discharge meeting is held. Participates in or co-facilitates discharge
meeting with acute provider prior to discharge.
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* Develops/updates the safety and crisis prevention plan with the youth, family, and acute treatment team as part
of acute-treatment discharge process, making sure to include the identified roles of youth's/family’s safe and
protective relationships/natural supports.

¢ Coordinates with the acute treatment provider in support of their discharge paperwork, follow-up appointments,
and other pertinent information and materials (e.g., prescription, prior authorizations, personal belongings, etc.)
being provided to the appropriate entities (family, Team, group care, school, prescriber, and outpatient and other
treatment providers, etc.).

ENSURING CONTINUITY DURING GROUP CARE TREATMENT INTERVENTION

¢ Coordinates, co-facilitates, and participates in a pre-intake meeting with group care staff, youth, and family.
Prioritizes participation of youth and parent/caregiver/LAR in exploration, selection, and decision about group
care.

e Attends intake meeting with group care staff, family, and DMH and is present at admission to group care.

e Establishes roles and responsibilities of group care, Team, and Family Team. Discusses process for coordinating
care and integrating treatment planning and safety planning with the group care.

e Co-creates initial goals of group care treatment.

* Facilitates agreement on initial plans for youth to have continued contact with family by phone and in person at
the group care. Develops an initial plan for time spent at home.

¢ Coordinates with the family, LAR, and the group care provider to ensure that youth and family have in-person
contact at the family’s home and community as often as possible during a time of day that is reasonable,
practical, and convenient for them, including evenings and weekends (lack of imminent risk permitting).

e Considers transportation needs, use of natural supports, creative approaches, or other factors that will set youth/
family up for successful time together.

¢ Coordinates a plan with group care, youth, and family/LAR that helps youth/family structure home/community
time. Considers and plans for multiple factors (such as length of time at home, who will be present, how time will
be spent, level of structure needed, how crisis will be anticipated and dealt with, etc.).

e Safety plans with youth, family, and group care. Updates/amends the safety plan document.

e Plans for and provides 24/7 face-to-face crisis response and support to youth and family while youth is in the
home and community.

* Meets—quarterly at minimum—uwith out-of-home treatment provider, youth, family, and Family Team Members to
revise the youth’s treatment plan.

¢ Coordinates with the group care to ensure that the goals, objectives, and interventions of the group care are
aligned with and integrated with the treatment plan. Co-creates, reviews, develops, and integrates goals of the
group care treatment intervention into the treatment plan.

 Considers how to integrate activities of the family partner and peer mentor with the group care.

¢ Coordinates with group care, family, school, and community programs to support continuity of youth connection
with, engagement in and participation in school and community activities to every extent possible while in group
care.

e Provides family treatment, parent/caregiver support, outreach, and peer mentoring in the home, community,
and/or at the group care.

e |dentifies the need for and engages youth/ family in any skill building and coaching needed to support youth and
family spending the maximum amount of time together at home and community as well as their participation in
school and community activities.

* Has weekly contact with the out-of-home treatment provider to exchange progress updates, coordinate care, and
integrate treatment approaches, interventions, and goals.

* Exchanges updates on progress in treatment as well as updates on youth's and family’s strengths, challenges, and
use of safety plan.
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e Coordinates support to families around planning for activities related to time spent at home and community.
Explores progress with and ways group care and home-based team are attempting to maximize amount of time
youth and family spend together at group care and at home and in their community.

e Explores, coordinates, and revisits ways group care and home-based team are supporting caregiver/parents’
continued or new engagement in parenting activities that are feasible for the particular parent (e.g., attending
PCP or dentist appoint with youth, taking youth shopping or for a haircut, providing holiday gifts, saying
goodnight to youth each night, etc.) and that are congruent with their cultural practices.

e Plans for Family Team meetings, discharge, care coordination activities, and any needed follow up with youth,
family, DMH, and school around action items and next steps to integrate new approaches at group care,
community, home, school, etc.

e Anticipates and plans for challenges, transitions, and crisis prevention/safety planning. Coordinates safety
planning, implementation, and updates to the safety plan.

¢ Coordinates the sharing of documentation.

e Explores with the out-of-home treatment provider, youth, family, and other Family Team members which support
services are needed to help youth and family return to living together in the community.

e Provides interventions that support youth and family living together. Bridges them to any additional formal and
informal supports that are needed to help them return to living together.
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