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Introduction
What is Continuing Care?  It is a level of care that helps patients along their path to recovery by offering them an opportunity to maintain an ongoing relationship with their provider. Key components of this program include phone-based risk assessment and counseling, face-to-face sessions as needed and linkages to case management services to meet their full array of needs (e.g., housing, employment, access to medical care, etc.). 
Why Continuing Care? Addiction is a chronic condition with both biological and environmental factors and recovery is a life-long process. While relapses can occur, many can be prevented or the negative consequences be minimized by early identification and intervention. Through Continuing Care, we hope to provide state-of-the-art treatment that is tailored to each individual’s needs.
Who benefits from Continuing Care?  First and foremost, the patients, who are offered a better chance at achieving success in their recovery. Staff benefit, too, by having the satisfaction of knowing that their patients have the opportunity to maintain the successes that they’ve achieved in addictions treatment. Finally, the overall system benefits by reducing relapse and thereby, improving access to new individuals seeking treatment.
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Practice Principles

1. Eligibility
To be eligible for continuing care, a patient will have completed elements of a treatment plan that, at a minimum, include:

· Patient has successfully utilized an individualized relapse prevention plan for at least 30 days, including linkages to self-help and/or other healthy support systems; and

· Patient is maintaining contact with the program as scheduled.

Based upon a patient’s level of functioning or need, these additional criteria may apply:

· Patient is in an action or maintenance stage of change;

· Patient psychosocial needs (e g, housing, legal, employment, etc.) are stable,  being addressed, or not so great as to require intervention;

· Medical healthcare needs are stable or being addressed; 

· Mental health needs are stable or being addressed; and/or

· Patient is being successfully dis-enrolled from an ASAM level of care.
Determination of the patient’s transfer to Continuing Care will be made by the primary clinician in collaboration with the clinical supervisor.

If a patient has made progress noted above, and would benefit from continued supportive contact and monitoring, then he/she is eligible for Continuing Care. The recommended duration of the patient’s initial participation in Continuing Care is three months, with the opportunity to renew his or her participation in three month increments, indefinitely.  
2. Admission into Continuing Care 
An orientation session will occur prior to transfer to Continuing Care. If the patient will be transferred to a new clinician, then the orientation will be a joint session with the current clinician and the Continuing Care clinician/case manager. Topics covered in the orientation session include: 
· The frequency of contact between clinician and patient; 
· The flexibility of the program depending on how the patient is doing;
· The duration of the initial Continuing Care agreement; and
· The additional services that will be available to the patient during the Continuing Care time period. 
The clinician and patient will: 

· Review the patient’s Recovery Plan;

· Complete  Risk and Protective Factor data and enter it onto the Recovery Check-Up form;

· Review the Continuing Care Recovery Check-Up form; 
· Complete the Continuing Care Emergency Safety Contract; 
· Complete the Continuing Care Agreement;
· Complete a consent form that permits the clinician to communicate with collateral contacts in the event that the patient cannot be reached; and
· Schedule the first phone session, ideally less than a week after the orientation.
The clinician will clarify with the patient anything he/she does not understand and discuss any misgivings he/she may have about following through with Continuing Care.
The patient will be given a copy of the Recovery Plan, Continuing Care Agreement, consent forms, the Recovery Check-Up form, and the Emergency/Safety Contract.

Frequency of Contact: In general, the frequency of calls will be determined by the patient’s duration in Continuing Care. Frequency, however, can be either increased or decreased by the patient’s current risk status and should be based upon individual patient need.

Months 1 – 3: Weekly phone calls

Months 4 – 12: Every 2 weeks

Months 13 – indefinitely: Monthly

Flexibility: Flexibility is built into the patient’s Continuing Care service provision by the ability to:
Increase or decrease phone call frequency;

Schedule face-to-face sessions as needed: and/or

Transfer the patient to a higher level of care.

If the Risk Assessment identifies an increase in psychosocial stressors, the patient will be assisted in connecting with a case manager (or designated clinician) to address those needs.

3. Continuing Care Contact 
Continuing Care phone calls should be initiated by the clinician at the pre-arranged time agreed upon by the clinician and patient. Overall, the flow of the phone call should follow the outline below:
· Thank the patient for being present for the call, and orient to the task at hand.

· Review Risk Assessment items on Continuing Care Recovery Check-Up. 
· Provide feedback on risk level – suggest change in level of care if warranted.

· Review progress/goals from last call.

· Identify upcoming high-risk situations.

· Select target for remainder of call.

· Brief problem-solving regarding target concern(s).

· Set goal(s) for interval before next call.

· Schedule next phone call.

The clinician should complete a Continuing Care Recovery Check-Up within 24 hours and enter it in SMART. 
In addition, the clinician should record the type of service provided to the patient, the length of the service (15 minutes, hour, etc.), and the funding source of the service using the first page of the SMART encounter note.
If the clinician is not able to complete a Continuing Care Recovery Check-Up with the client, as may be the case if the contact is clinically significant but does not follow the Recovery Check-Up format, the clinician should complete a full encounter note within 24 hours and enter it in SMART. 

An encounter note should also be used to document any unscheduled contact with the patient, if it is clinically significant.
If the clinician and patient determine that the patient would benefit from a face-to-face counseling session, the clinician should schedule the session to occur as quickly as possible. Face-to-face sessions should be documented in the same manner as telephone sessions. If the patient needs face-to-face counseling sessions for a period of longer than one month, the clinician should attempt to refer the patient to a more intensive ASAM level of care. Patient refusal shall not be grounds for dis-enrollment from Continuing Care.
4. Renewal of Participation in Continuing Care

It is desirable to renew a patient’s participation in Continuing Care services, if the patient agrees and is benefiting from the services provided. As the end of the contracted time period approaches, the clinician should suggest renewal of the patient’s participation in Continuing Care for an additional three months. If the patient agrees, the clinician should review the Recovery Plan and the Risk and Protective Factor data with the patient, update the information if necessary, and document the renewal of the Continuing Care Agreement in an Encounter Note. 
5. Missed Appointments
If the patient misses a continuing care contact, attempts should be made to reach him or her at least three times within the first week, contacting the patient at different times of day, contacting their collateral contacts, leaving messages, etc. If the patient is reached, resume continuing care contacts. If attempts are unsuccessful, periodically attempt to re-contact the patient, by phone and letter. A patient may remain enrolled in Continuing Care up to a year after the last contact. As the end of the year approaches, you may elect to send the patient a 10-day letter. The letter will give the patient 10 days from the date of the letter to make contact. If no contact is made after these attempts, then the patient will be dis-enrolled from Continuing Care after one year with no contact.
6. Transfer to a Higher Level of Care  
The clinician will assess each patient individually regarding the need to transfer to a higher level of care under the conditions outlined below. This assessment may occur either by phone or face-to-face.
· Any alcohol and/or drug use since last contact;
· Suicide or homicide risk rated “1” – “3”;
· Concern rated a “3”;
· At least two risk items rated “3” and at least two risk items rated “2”;
· At least one risk item rated “3” and at least three risk items rated “2” and no protective items rated “2” or higher; or
· Risk factors are greater than protective factors and there is substance use.
Identification of a high relapse risk will initiate a conversation with the patient regarding the need to move to a higher level or care. If the patient consents, the clinician will facilitate a transfer to the appropriate level of care. The patient will be given priority for the next available ADAA funded slot in the appropriate level or care. In situations where the patient refuses, however, he/she will remain in Continuing Care with an increase in phone and face-to-face contacts attempted.
7. Dis-Enrollment from Continuing Care
A patient may remain in Continuing Care as long as the patient’s Recovery Plan indicates a benefit from continued monitoring and support. Patients will be dis-enrolled from Continuing Care under the following conditions:
· The patient does not choose to participate in Continuing Care any longer; 

· The patient is transferred to another level of care; or
· The patient has had no contact with the Continuing Care clinician in 365 days (either by phone or in person).

Continuing Care Agreement

I, _(name)__________________________________, agree to participate in Continuing Care with _______(program)____________________________________________ for a period of three months, from ____(date)______________ to ____(date)_________________, with the option of renewing my participation for additional three month periods, as long as I am benefiting from the services provided and complying with the requirements for contact.  

I understand that I will initially be contacted ___(frequency)_____, by telephone or email, to discuss my progress in recovery.  Frequency of contact will be negotiated periodically.
I understand that I may decide to end my participation in Continuing Care at any time. If I do not maintain contact, I may be dis-enrolled from Continuing Care services.  

I have received a copy of my Recovery Plan, my Continuing Care Agreement, Recovery Check-Up form, Emergency Safety Contract, and consent form.

Signed:  ______________________________________________________________________

Date: __________________________________

Continuing Care Risk and Protective Factor Data
(This information is gathered at Orientation Session. It will pre-populate the Recovery Activities and High Risk Situations sections of the Recovery Check-Up form)

Top four high-risk situations:
· In a bar

· In a crack house

· At an actively using (alcohol or other drugs) friend’s house

· At an actively using (alcohol or other drugs) family member’s house

· Hanging out with active drinkers/users

· With boyfriend/girlfriend/spouse while they are drinking/using

· With boyfriend/girlfriend/spouse, or ex-boyfriend/girlfriend/spouse

· Tricking/ picking up prostitutes

· At a corner store that sells beer

· At a party where there is alcohol/drugs

· Driving/riding through neighborhoods where I used/drank
· Other:_____________________________________

Top four ways to spend time with people who do not have an alcohol or drug problem:

· Brothers/sisters events

· Recreational/sports participation

· Activities with my children

· Activities with clean and sober family members

· Activities with clean and sober friends

· Church services

· Church social activities

· Classes (GED, college, etc.)

· Working out/going to the gym

· Other: __________________________________________

Continuing Care Recovery Check-Up

Question





Answer

	How have you been doing with your recovery?
	


If recovery has been sustained:

	What has helped you sustain your recovery?
	

	Have there been specific things (stressors or triggers) that have been making it difficult to sustain your recovery? If so, what have they been? How have you been managing them?
	


If recovery has not been sustained:

	When did you relapse?
	Date:

	What triggered the relapse?
	

	What have you been using?
	

	How often have you used?
	

	How much have you been using?
	

	What has worked well for you in the past when you have relapsed?  What might you do this time to get back into recovery?
	

	Can I help you access treatment or other recovery support services? If yes, specify date and time for appointment.
	Date:

Time:


Risk Assessment

	Risk Factor
	Lowest Risk
	
	
	Highest Risk

	Mood 
	0
	1
	2
	3

	How would you describe your mood in the past week? (Sad, depressed, angry, worried, anxious, hopeless, etc) Has your mood been steady or changed often?
	<1 day/

Wk
	1-2 days/ wk
	3 days/ wk
	4 + days/ wk

	Suicidality/ Homicidality
	0
	1
	2
	3

	Have you had any thoughts of hurting yourself?  or someone else? If yes, how frequent are the thoughts? Do you have a plan? Do you have what is needed to carry out the plan?
	No
	Infrequent Thoughts
	Frequent Thoughts
	Thoughts with Intent/Plan and/or Means

	Medication Adherence
	0
	1
	2
	3

	Have you had any changes in prescribed medication?

If currently taking medication, have you taken medication as prescribed this week? 
	No

Yes/NA
	Most of the time
	Some of the time
	Yes

Rarely or never

	Concern
	0
	1
	2
	3

	How concerned are you right now about your ability to stay clean and sober until our next phone call?
	Not at all concerned
	A little concerned
	Moderately concerned
	Very concerned

	Time Alone
	0
	1
	2
	3

	How have you been spending your free time? (outside of work or other obligations) How much time are you spending alone or with strangers? Are you happy with the amount of time you spend alone?
	None
	1 day/wk
	2-3 days/ wk
	4 days/ wk

	High Risk Situations
	0
	1
	2
	3

	The four riskiest situations you have identified were: XXXX Have you been in any of those in the past week? 
	None
	1 time/ wk
	2 times/ wk
	3 or more times/ wk

	Craving
	0
	1
	2
	3

	Have you experienced cravings, dreams, thoughts or desires to drink or use drugs? 
	None
	1-2 days/

Wk
	3 days/

Wk
	4 or more days/ wk

	Craving
	0
	1
	2
	3

	If so, how strong? 
	Just a passing thought
	Mild 
	Moderate
	Strong

	Craving
	0
	1
	2
	3

	What did you do when you had a craving?
	Moved out of a risky situation or 

Did not seek a risky situation
	Called sponsor or other positive support, attended a mtg., or a grp. sober activity
	Participated in an individual sober activity (for ex - read, shower, exercise, journal writing)
	Did nothing, but did not use

	Risk Factor Total
	


	Protective Factor
	Lowest Protection
	
	
	Highest Protection

	Living Environment
	0
	1
	2
	3

	Are you currently living in a safe environment that supports your recovery?
	No, living with active users
	
	
	Yes

	Recovery Activities
	0
	1
	2
	3

	How many times have you participated in a recovery activity other than an AA/NA meeting with people who are sober or who have no alcohol/drug problem? The four activities you chose to involve yourself in were XXXX
	None
	1 time/ wk
	2-3 times/ wk
	4 or more times/ wk

	Meetings
	0
	1
	2
	3

	How many AA/NA meetings have you attended this past week?
	None
	1 time/ wk
	2-3 times/ wk
	4 or more times/ wk

	Did you participate actively at any of these meetings?
	No
	
	
	Yes

	Sponsor
	0
	1
	2
	3

	How many times have you talked with your sponsor outside of meetings this past week?
	None or no sponsor
	1 time/ wk
	2-3 times/ wk
	4 or more times/ wk

	Treatment Involvement
	0
	1
	2
	3

	Are you involved in any other kind of services? (medical, psychiatric, etc.)?
	Services needed but has not made/kept appt
	
	
	Yes, or No additional services needed

	Progress toward Goals
	0
	1
	2
	3

	Have you been making any progress toward your goals?
	No, I have had setbacks
	I have not been progressing, but have not had setbacks
	Yes, I have been making some progress
	Yes, I have made considerable progress

	Protective Factor Total
	


	Overall Risk Total (Protective Factor Total – Risk Factor Total )
	


If Overall Risk Total is positive, the patient has more protective factors than risks. If Overall Risk Total is negative, the patient has more risk factors than protective factors.

	Case Management/ Other Service Needs
	No
	Yes

	Do you have needs that are a major source of stress in any other part of your life?
	
	

	Transportation
	
	

	Employment
	
	

	Housing
	
	

	Childcare
	
	

	Family/ marriage concerns
	
	

	Problems with peer relationships
	
	

	Education
	
	

	Parenting
	
	

	Basic Needs (e.g., food, clothing, personal care)
	
	

	Medical
	
	

	Financial Issues
	
	

	Legal Issues
	
	

	Other: _______________________________________
	
	


Activity





Response

	Review risk level


	

	Review progress since last contact


	

	Problem solve issues raised by risk assessment


	

	Anticipate upcoming high-risk situations


	

	Set goals for coming week


	

	Offer referrals to outside services


	

	Schedule next contact
	Date: 

Time:



Continuing Care Emergency Safety Contract
My primary care physician:

Phone number:

My local emergency room is at __________________________ Hospital.

Phone number:

In an emergency, the person I can most count on to assist me in obtaining help is _______________________________________________, whose phone number is__________________________.

My Continuing Care clinician is: 

Phone number:

My psychiatrist is:

Phone number:

My sponsor is:

Phone number:

If I genuinely feel like hurting/killing myself or someone else, I will take the following steps. If needed, I will contact my emergency helper (identified in #3) and ask him/her to help me complete these steps:

a. During daytime hours Monday thru Friday contact my Continuing Care clinician at the following number:

b. If I have a psychiatrist treating me, I will contact his/her office and tell him/her that I am in crisis.

c. If I cannot contact either of the above, I will contact the agency’s 7 day, 24 hour Emergency Services at _____________________________________.
d. If none of the above can be reached, I will go to my local emergency room and tell them I am in psychiatric crisis.

e. If I am unable to get to an Emergency Room, I will dial 911, tell them I am in psychiatric crisis and ask for help.

If I am in any type of medical crisis, I will call my primary care physician. If he/she is unable to be reached, I will go to my local emergency room, urgent care facility, or call 911 and ask for help.

I have reviewed this emergency plan with my Continuing Care clinician and fully understand the steps I need to take in the event that I am in psychiatric or medical crisis. I agree to review this contract with my emergency helper.

Participant Signature


Date

Clinician Signature


Date
Consent to Collateral Contact

I agree to allow ________________________________________________________________ to contact the individuals listed below to confirm my whereabouts. I understand that no confidential information will be provided to persons on the contact page unless I have authorized it through a separate consent to disclose information.

The best times to reach me are:

Sunday 
8AM – 10 AM 

10 AM – 2 PM 

2PM – 6PM 

6 PM- 8 PM

Monday 
8AM – 10 AM 

10 AM – 2 PM 

2PM – 6PM 

6 PM- 8 PM

Tuesday
8AM – 10 AM 

10 AM – 2 PM 

2PM – 6PM 

6 PM- 8 PM

Wednesday 
8AM – 10 AM 

10 AM – 2 PM

2PM – 6PM 

6 PM- 8 PM

Thursday 
8AM – 10 AM 

10 AM – 2 PM 

2PM – 6PM 

6 PM- 8 PM

Friday 

8AM – 10 AM 

10 AM – 2 PM 

2PM – 6PM 

6 PM- 8 PM

Saturday 
8AM – 10 AM 

10 AM – 2 PM 

2PM – 6PM 

6 PM- 8 PM

I agree to be contacted by email. My email address is: 
______________________________________________________________  

If I cannot be reached through my current contact information, you may contact the following persons for information regarding how to reach me, or to leave a message for me: 
Primary Contact. Name: _________________________________________________________
Relationship:___________________    Phone:  ___________________________________
Address: ___________________________________________________________________ Apt./Room/Floor: ____________________
City: ________________________________State: ____________________Zip Code: ________
Additional Contact.  Name: _______________________________________________________
Relationship:___________________    Phone:  ___________________________________
Address: ___________________________________________________________________ Apt./Room/Floor: ____________________
City: ________________________________State: ____________________Zip Code: ________

This consent will expire on ______________________________________________________. 
Signed: ______________________________________________________________________










(date)






(Sample 10 day Letter)

(Insert Current Date)

Dear (insert patient’s name),

We are concerned that you were unable to make an appointment and that we have been unable to reach you. Please contact us to discuss your treatment options, including possible discontinuation/dis-enrollment from Continuing Care services. 
If you are interested in continuing to receive services, please call (Insert phone #), email, or see me in person at our agency. If I do not hear from you within ten (10) business days, I will assume that you are no longer interested in receiving services at this agency. You have the right to appeal this decision. To appeal, call (Insert phone #).
If at any time you are in a psychiatric emergency, feel free to contact our twenty-four (24) hour

emergency service number by calling (Insert ES phone #).

Sincerely,

(Clinician’s Name)
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