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Transitions in Intensive Care Coordination:
What Youth and Families Can Expect

The Court Monitor is nearing completion of her first statewide Community Service Review (CSR), an evaluation process designed to evaluate compliance with the Court’s remedial order in Rosie D. v. Patrick.  In the course of these regional reviews, several common themes and recommendations have emerged.  This is the first in a series of features which discuss these themes and identify the strengths and weaknesses of the new children's mental health system.  

Across the state, the CSR revealed a need to improve the team's ability to plan for and support the many kinds of transitions and life adjustments experienced by youth and families.   Recommendations included: 1) correcting misplaced assumptions by staff and families that services had specific time limits, and that services could not continue or be available for youth in certain out-of-home placements; 2) improving coordination with in-patient and residential providers; and 3) responding to concerns that families may be discharged from service prematurely or without sufficient aftercare planning.   These topics, and the corresponding responsibilities of ICC providers, are discussed below.

Since July 1, 2009, the Intensive Care Coordination (ICC) service has played an important role in the delivery of team-based, wraparound supports, assisting in the delivery of care to more than four thousand youth and families.   This team process, like all remedial services, is available for as long as is medically necessary.  One critical aspect of ICC is supporting youth and families in transition, whether that be transition to/from hospitalization,  out-of-home placement, or the eventual 'graduation' or discharge from services.  The responsibility of ICC providers, and the benefits of ICC services, in both situations are discussed below.


In-Patient Admissions and Community Based Acute Treatment (CBAT)
When youth who are receiving ICC services experience crises in the community, their teams' responsibilities to coordinate care begins with the Community Service Agency's (CSA) 24/7 pager system.  ICC can offer phone and face-to-face contact with the youth and family, facilitate a referral to the local Mobile Crisis Intervention (MCI) Team if appropriate, and coordinate with MCI or other emergency providers to manage risk and support safety planning. 

If the youth is admitted to a 24 hour level of care, ICC is expected to contact the facility within 24 hours and schedule a team meeting at the facility within two business days.  ICC will continue to communicate and collaborate with the treating facility throughout the youth's admission, supporting continuity of care and assisting with discharge planning.  This communication includes weekly contact with the youth and caregiver. 

Care coordinators are expected to participate in hospital discharge meetings, review and revise existing safety plans, and schedule an in-person visit with the family within 48 hours of the youth's discharge.  ICC services can continue on behalf of youth in 24 hour care, unless the youth is unable to return to a family home or community setting with supports.

Discharge from hospital or residential treatment settings
ICC services offer youth in hospital or residential settings an important resource for planning and facilitating discharge to the community.  Care coordinators can convene and coordinate the involvement of various team members, including state agencies, community providers, school personnel, and facility staff.  The resulting Individual Care Plan (ICP) offers a roadmap for youth and families, setting out their vision and goals, identifying their concerns, and matching supports and interventions to their stated needs.    

With the care plan in place, youth can begin a supported transition from 24 hour care, accessing services like in-home therapy and therapeutic mentoring to reengage with their communities and families and receiving services while on passes from the facility.  ICC can begin its involvement with youth in 24 hour care up to 180 days prior to their anticipated discharge.  In fact, early involvement with ICC and other care plan services may speed the pace at which youth can transition from these settings.

Graduation or discharge from ICC services
Like all remedial services, ICC is not time limited.  Rather, it is available for as long as is medically necessary for the youth and family.  Generally, this means youth can remain in the service as long as they continue to need ICC for coordinating involvement with state agencies, special education or other service providers.  Even youth who are making progress towards their original goals can remain in ICC, provided these goals have not been substantially met, or if there are new or modified goals that continue to require the support of the team process.   For most youth who received this service in 2009 and 2010, the average - not the maximum - duration of ICC was approximately a year.

When discharge from ICC is appropriate, the team must take several steps to support the youth's transition.  These include meeting to develop an aftercare/transition plan for the family.  This plan include an update CANS assessment, documentation of strategies, supports and resources to sustain the youth's gains, a list of services in place post-discharge, and treatment recommendations consistent with the service plan of any state agency involved in the youth's care.   ICC will also develop an updated risk management/safety plan with the youth and family.  The care coordinator is charged with ensuring that both the safety plan and the aftercare/transition plan are provided to the youth and family and, with their consent, to all other relevant team members and aftercare providers. 

Families concerned about the premature termination of ICC services can address these concerns within their care planning team and may use the CSA's dispute resolution process.  Families also can file an appeal with their managed care company if their provider's request to continue delivery of ICC is denied. 

For additional information regarding the delivery of ICC services, see Medical Necessity Criteria and Program Specifications in the Implementation section of the Document Library.  For advice regarding transitional supports or to share your experiences with ICC services, please contact the Center or its Legal Network, described at the link "Where to get help."

