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NON-MEDICAL CASE MANAGEMENT
Non-Medical Case Management is a collaborative process that assesses, educates, plans, implements, coordinates, monitors and evaluates the options and services required to meet the client’s health and human service needs. In fact, the relationship between the Case Manager and the person served is believed to be essential to the effective and efficient provision of all needed services. The Case Manager ensures that the community support system is as responsive as possible to the person's needs and desires. Through collaborative community partnerships and careful resource utilization, CTSS Case Managers avoid unnecessary service duplication, while effectively serving clients and seeing that their needs are met.  
Documenting Case Management Actions in ARIES
According to Department of State Health Services (DSHS) policy, all Ryan White Part B funded case management services must complete the following: case notes, referrals, care plans, mental health and substance abuse screenings, current risk behavior assessments/risk reduction counseling and medication adherence assessments/education. All of the listed data elements (including both notes and units of service) for Case Management clients must be entered into ARIES within five days of the activity date. 

Case Notes

· Case notes must be entered accurately utilizing the “Type” and “Category” fields on the Case Note screen.
· Case notes must capture the reason for the visit, the type of contact that was made (in person or on the telephone), a summary of what was discussed at the visit, the resolution/outcome of the issue and a time frame for follow-up.
· Case notes must be signed and sealed within 5 days of the note being entered.

Referrals

· Referrals must be tracked in ARIES for each client on an ongoing basis.
· Referrals are required to be updated on an ongoing basis with as much information as possible, including Outcome and Outcome Date.
· If a referral cannot be completed due to any barriers the client encountered, a case note should be entered explaining the situation and resolution.
Care Plans

· Care plans must be initiated in ARIES for each Case Management client.
· One care plan should be created for each new need.
· Care plans are required to be updated on an ongoing basis with tasks, referrals, and services.  The Tasks should include specific steps the client and case manager will take to meet the care plan goal.  Tasks, referrals, and services should be updated as they are identified or completed, rather than at set intervals.
· Issues noted in the care plan should have ongoing case notes that match the stated need and the progress towards meeting the goal identified.
Mental Health and Substance Abuse Screenings

· The SAMISS screening available in ARIES should be used for evaluation of clients’ needs. 
· The results must be entered into ARIES as documentation that a screening occurred.
· A screening must be completed for all active Case Management clients when the Case Manager suspects that a change with the client has occurred.
· Appropriate referrals must be documented based on findings of the screenings.  If clients refuse referrals or do not complete the screening assessment, this should be documented on the care plan and in case notes as part of the ongoing work with the client.
Behavior Risk Assessment

· Clients’ current risk behavior should be evaluated as frequently as needed and documented in ARIES in the case notes and/or the behavior risk screen for active case management clients.
· Appropriate referrals to prevention programs and/or partner elicitation services (when indicated as a result of a screening or conversation with client) should be made and documented in the case notes as well as the referral screen.
· Risk reduction must be documented in the client care plan (when appropriate as an ongoing issue) to indicate ongoing work in this area and progress made. 
Medication Adherence

· Case managers should review current medication regimens with clients to assess their understanding of current dosing schedule.  Case Managers should provide education and build client skill in taking medications.  Clients’ current practice in taking medications should be reviewed and assessed.  Both must be document in ARIES.
· Assessment of medication adherence should be done on an ongoing basis with clients taking HIV medications, especially for clients with known adherence issues.
· Reassessment of changes in medication regimen should be reviewed after client has a visit with a medical provider and documented.
· Referral back to the client’s medical provider should be made when client has issues taking specific medications due to concerns or side effects.
· Medication adherence must be documented in the client’s care plan when needed to indicate ongoing work in this area and progress made.
Specific Case Management Activities
Intake:
The Case Managers will perform a thorough intake and screening to determine eligibility for emergency and long-term health and social service needs when potential clients request services funded through Ryan White, State Services, and HOPWA programs.  At Intake, the Case Manager will provide:
· Confidential data-gathering used to obtain and provide necessary information to determine eligibility for services.

· The client learns about CTSS services and possible eligibility for other community resources.

· Current medical coverage is reviewed 
· The Client is assessed for potential eligibility for Medicaid, Medicare, the AIDS Drug Assistance Program (ADAP) and Veterans Administration
· Client participates with the Case Manager in a full financial review to establish annual gross income per the federal poverty guidelines chart and what monies, if any, the Client will be contributing to his/her own care.
Needs Assessment and Reassessment:
The Case Manager conducts a confidential, face-to-face Needs Assessment with the Client following intake to determine the client’s need for medical, psychosocial, educational, financial, and prevention/risk reduction services. As a Client’s status changes, it will be necessary for the Case Manager to reassess client needs and acuity level. Reassessment is to be conducted every six months for case management clients, annually for non-case management clients, or when unanticipated events or changes take place in the Client’s life (e.g., change in medical status, increased risk behaviors, recent hospitalization, and/or loss of psychosocial support system). 
Assessments and reassessments are incorporated into an individualized Care Plan and documented in ARIES as well as the client’s individual record. Completed assessments (Needs and Educational) will cover the following:
· Cognitive status, communication skills, literacy, and/or interpreter/translation requirements (i.e., hearing impaired, primary language usage)

· Health assessments and history, including eye, dental, substance abuse and mental health

· Psychosocial assessments, including emotional/mental health status and social support system (informal care givers; formal service providers; significant issues in relationships including abuse, social environments)

· Acuity level scale to indicate Client’s current level of need

· medication adherence

· HIV disease process

· risk reduction/prevention strategies, including substance abuse

· nutrition and oral health
· Assessment of client’s perception of physical environment regarding self-
           sufficiency and activities of daily living

· employment

· child care

· food

· shelter

· transportation
Case Management Need Level based upon Client Need

All CTSS clients are assigned a Case Manager initially until it is subsequently found that ongoing case management is not indicated. Whether a client receives case management services after intake depends upon the client’s acuity level. Acuity level is determined by the Program Manager in consultation with the Case Managers. Using client needs data and other information in ARIES, the System Acuity Scale Charting Tool (SASCT) is completed. The SASCT is a 14 item instrument covering a variety of major need areas.  Each item is rated by the Program Manager on a four-point scale (i.e., 1 = no immediate need for CM services; 4 = crisis level of need) to yield weighted scores that are categorized as follows:

_________________________________________________________________

Weighted Score


Levels of Case Management Service

 _________________________________________________________________   

1 — 16

Open file, but ongoing case management not indicated (NI)

17 — 28

Case management client monitoring (M)

29 — 44

Basic case management (B)

45+


Intensive case management (I)

_________________________________________________________________

The acuity of all clients is assessed by the Program Manager (as part of a Case Management Team involving the Case Managers) within ten business days of intake. owever, HClients found to be functioning within level NI are considered not to need Case Management and will be contacted again at least annually unless their situation markedly changes. M level clients will be contacted at least every six months, and B level clients will be contacted at least quarterly. Client found be functioning at the I level must be contacted monthly or more frequently. 
Care Plan:
The Case Manager and client will work together to develop a Care Plan, to include: identified problems, strategies, tasks and responsibilities (for both the Client and Case Manager) and desired outcomes or goals.

Information obtained from the needs assessment will be used to develop the Care Plan and assist in the coordination of a continuum of care that provides:

· timely access to medically-appropriate levels of health and support

   
services,
· an ongoing assessment of the client’s and other family members’

           needs and personal support systems,
· a coordinated effort with institutions of incarceration and/or in-hospital case-management services to expedite discharge from facilities to access post discharge care,
· prevention of unnecessary hospitalization,
· an ongoing assessment of the client’s knowledge of HIV/AIDS/STD

           process, risk reduction/prevention and medication adherence.
· An original Care Plan signed by the Case Manager and Client is kept in the

           Client’s main file, along with any updated copies
· A progress note appears in the Client file when goals are met or when changes occur in the Care Plan.
The Care Plan is updated at least every six months, when a change in the plan

is identified, and/or reassessment occurs.

Referral and Follow-Up:
Clients receiving case management services will be given referrals to those services critical to achieving optimal health and well being and will receive assistance to help problem solve when barriers impede access. Furthermore, there will be appropriate referral to the Disease Intervention Specialist (DIS) for partner elicitation and partner follow-up. 
The Case Manager will implement referrals within two (2) weeks of the plan being completed and agreed upon by the Client and the Case Manager.

· Referral will be appropriate to client’s situation, lifestyle and need. The Case Managers also ensures referrals meet the clients stated need.
· The referral process includes timely follow-up of all referrals to ensure

that services are being received. 
· The Case Manager ensures clients are accessing needed referrals and services; and will identify and resolve any barriers clients may have in following through with their service plan. 
· The Case Manager will utilize a tracking mechanism to monitor completion of all case management referrals
· The Case Manager will document follow-up activities and outcomes in

the Client record and in the electronic data reporting system.
· The Case Manager will document partner elicitation referrals and risk

            reduction counseling.

Discharge and Termination
When a Client has been lost to follow-up, no longer wishes to receive case management, is deceased, incarcerated, or is suspended from services due to behavioral issues, the Case Manager must discharge the Client from services and close the file. The documentation must include: 
· The reason for discharge and referrals to other agencies if applicable.

· Except in the case of death, the Case Manager must notify the client in writing about discharge from services. 
· In the event the client does not agree with his/her discharge

from services, he/she will be given a copy of the agency grievance

procedure.
· If the client is deceased, the case manager must notify the medical provider, ADAP, and the pharmacy to ensure services and/or prescriptions do not continue under the client’s name.

Lost to follow-up: The Case Manager must make 3 attempts to contact the client by different methods over a three month period. Documentations will include:
· Attempts to contact, including date and method, for Clients lost to

           follow-up.
· Clear evidence that the Case Manager notified the client in writing of

the termination of services, except in the case of death.
· Other service providers notified as appropriate.

