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I. BACKGROUND

CTI's targeted case management serves adult homeless with significant behavioral health needs, locating and connecting people to adequate, affordable housing units, and providing support including linkages to mental health services as they transition from an institutional setting to a new residence. 


II. PROGRAM OVERVIEW 

Critical Time Intervention is a 9-month time limited program that works to engage homeless individuals as they transition from an institutional setting, such as a homeless shelter, to a more community-based living situation. Acknowledging that the first few months after leaving an institutional setting is critical for long-term adjustment, CTI works with the consumer to create solid, long-term community linkages. Before a consumer first moves to community housing, the CTI team meets with the individual while they are still in shelter, or other placement, to formulate a treatment plan with specific attention to six areas that facilitate community stability: housing crisis management, well-being, money management, substance abuse management, life skills, and family interventions. 

CTI works through four distinct phases – each phase acknowledges that a consumer’s needs may change over time and should constantly be evaluated and acted upon. Pre Phase: The essential task of the “Pre” phase is to begin engagement with the client and to begin identifying housing options and barriers. This is often a lengthy process and therefore staff also begin to assist clients in connecting them to other identified needs. 
Phase One: Transition to the Community (months 1-3) The essential task of the first phase it to facilitate a client’s transition from the shelter or other institutional setting and begin linking them to services in their new communities. 
Phase Two: Try Out (months 4-6) The essential task of the second phase is to assess the client’s level of functioning, to work with the client to maximize his strengths, and to anticipate his vulnerabilities. The linkages made in the first phase are evaluated and adjusted as necessary. 
Phase Three: Transfer of Care (months 7-9) The essential task of the third phase is to deal with the end of the CTI relationship, and to address the client’s long-term needs. Fine-tuning in the client’s system may be needed, but optimally everything will be in place at this stage.



III. TARGETED POPULATION

Individuals identified for the CTI case management program will meet the following eligibility criteria:
· Individuals who are facing literal homelessness, imminent homelessness or precariously housed. Note that CTI will prioritize referrals for individuals who face literal homelessness.
· Individuals with a recent mental health diagnosis   
· Individuals who are residing in Montgomery County, PA.
· Individuals enrolled in Medicaid through Montgomery County, PA.
 
IV. REFERRAL PROCESS 

Individuals can be referred by another human service agency in the community. Upon receipt of referral, CTI staff will meet with the referral to assess eligibility. If eligibility is met, the referral will be assigned to a case manager to begin services. If eligibility is not met, staff will assist in connecting to the needed eligibility criteria or connect to another appropriate provider. Note-individuals may also refer themselves to CTI, as long as eligibility criteria can still be met.


V. PROGRAM MANAGEMENT STRUCTURE

CTI program structure should operate as follows. 
· Program Director 
· One Office/Fiscal Administrator
· Two Case Management Supervisors
· Eleven Case Managers
· One operating as an outreach worker
· Two shelter-based workers
· Eight mobile/community-based workers


VI. PROGRAM RESPONSIBILITIES

While receiving CTI case management, staff will fulfill the following responsibilities taken from OMHSAS Blended Case Manager Regulations:
Providers shall contact the consumer or the parents, if the consumer is a child or adolescent, as often as necessary. Face-to-face contact with a child or adolescent consumer shall be made at least once a month and face-to-face contact with an adult consumer shall be made at least every two months. Minimal contact should not be the standard and should reflect a lower level of service delivery for individuals who are stabilized and who would normally have been transferred to a lower level of case management service. Many will need contact weekly or more frequently consistent with the standards set forth in the ICM regulations. If the consumer cannot be contacted face-to-face, the attempt to contact shall be documented. In situations where numerous attempts have been made, the case manager should utilize assertive and creative means to contact the consumer, including utilizing family and natural supports. The provider shall establish protocols to ensure that the blended case management staff attend orientation, state mandated core case manager training, and ongoing training sessions. Providers shall ensure that the principles established by the Pennsylvania Child and Adolescent Service System Program (CASSP) are followed in providing services for consumers who are children or adolescents and their families, and that Recovery as well as Community Support Program (CSP) principles are followed in providing services for adult consumers.
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