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Barry’s Message

“The sole purpose of human existence is to kindle a light in the darkness of

The “pre-transition” phase is a

AN

> formative one. Earlier phases in care

transitions are intensive and attentive —

activities are intentional and focused. Expect
visits to be frequent with longer duration. Before transition, value
is placed on building aftercare plans, teaching skills to equip
individuals to care for themselves, and

nurturing the relationships one has with

self, others, and the world,

Inpatient teams build the
foundation for eventual success in the
community through tasks like making clinic
referrals and providing seripts. The PH
team participates early so to offer their
expertise in helping avoid known issues and
ensuring the plan is complete and sensible.

When unexpected issues arise related te

transportation, housing, access to services, medication,
socialization and the list goes on - we can offer expertise towards
a resolution,

Together with addressing access to care, we explore the
inner world of individuals when we meet for the first few times. It
is common to observe a variety of conflicting and strong
emotions. Excited yet overwhelmed. Relieved yet anxious. Eager
yet cautious. Hopeful yet skeptical. About the transition and
whether the community supports will be present, responsive,
accommodating, and helpful.

With the knowledge that these feelings are present, we
gently and generously listen to hear people out. We show up,
consistently, when we said we would, and are in no rush to get to
our next meeting. We acknowledge the loss of inpatient suppert,
learn about the severe trauma, and make amends for the
disappointment of previous community providers.

Our remedy is to invest time during the weeks and
months befere the transition, having multiple team members
with a variety of expertise and roles, meet and discover this
person, learn about interests and desires, cultivate a relationship,
and offer unrelenting encouragement.

mere being.” - Carl Jung

We offer up the ingredients that create a trusting
relationship and nurture belief in one’s ability to thrive in
the community.

Once we earn trust and know the individual, a
"prescription for fun” is offered. It is not unusual for me to
hear about the teams' resourcefulness and inventiveness

to use music, art, dance, writing/literature,
drama, play and humor, animal companionship
gardening, and nature experiences to engage
individuals in social and pleasurable

pursuits. Activities usually outside the realm
of case management and healthcare, yet
incredibly therapeutic.

For those still inpatient, something
tangible to engage like an items/activity of
interest will show that we care, are listening,

and are reliable. So, we offer a magazine or book to read. A
cup of coffee or a good meal. For those needing a reason to
get out of bed in the morning, we ask what makes them
laugh or what they do for enjoyment. Then we watch as
their hope reappears, anxiety begins to dissipate, ambition
reveals itself, and confidence rises.

Paying attention to aftercare plans, quickly
resolving gaps in care, and equipping individuals with life
skill tools is fundamental. Equally important is nurturing the
inner selves, through compassion and optimism that all can
live a productive and meaningful life. The period to do this
is early, before the transition, so by the time one is on their
own, they are self-sufficient, capable, and engaged in
community and pleasurable activities.

Warm Regards,
& R
7

Barry Granek

Volume # 2 | Issue# 4 | Coordinated Behavioral Care, Inc.




Pathway Home Article 28 Team

We are happy to announce the award of the Article 28
Pathway Home Team to ( "“For
over 40 years, Community Access (CA) has helped
individuals living with the disabling personal and social
consequences of mental health concerns to acquire the
resources they need to take direction over their
treatment, wellness, and recovery.” Community Access
views all of their work through a Peer Oriented lens and
reports 51% of their own workforce has had an
experience with mental health services. The Article 28
Pathways Team run by Community Access will provide
quick engagement to people experiencing acute
hospitalizations.

CBC looks forward to our partnership with this
population that can greatly benefit from the Pathway
Home services.

Pathway Home Adult Home Teams
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Does Lnnger Inpatient Engagement Lead to Better Qutcomes?
By Jackie Boenisch, LMSW ‘

“Quick, out and go” is usually the slogan most New Yorkers experience in the day to day.

When it comes to our healthcare systems, quick remedies, immediate discharge and repeat for

the next patient seems to be the norm for most inpatient units. Often, this speedy cycle does

not allow opportunities to address imminent barriers and/or thoughtful personalized treatment

prior to community discharge. Pathway Home recently studied 310 individuals who completed services ‘
in 2018, The study was looking at whether time [days]‘ of engagement during pre-transition phase

for those referred from inpatient units is correlated to positive completion of services (“reason for discharge”).

Results show that when individuals are engaged inpatient for 30 days or more by PH, they are 74% likely to complete the
full 6-9 month intervention and graduate successfully from PH. That is a 60% increase from those whe only receive 1-2
days of inpatient engagement. Those with 30+ days of inpatient engagement are less likely to decline services once enrolled,
as the likelihoed of an individual declining services increases by 7x for those with 1-2 days of inpatient engagement versus
those receiving 30 days of inpatient engagement. For those with 60 days or more of inpatient engagement, the success
rate is 79% with another 7% graduating to ACT - totaling 86% successful graduation.

\etion
Grad\,\at'\o\"l cormP

Dechning Services

2018, PH Data RTL, BG LMHC

These preliminary results point to the importance of the pre-transition phase that includes participation in aftercare
planning and relationship building. This is the reason that Pathway Home invests in a speedy response to referrals so that
initial engagement oceurs quickly. In 2018, 95% of referrals received initial in person meeting on average within 2 days or
less of referral receipt.
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Trendsetting with

|npatient Providers

By Elizabeth Carmen

In a new effort to suppert net enly the helping professionals that
we employ, but those that we cellaberate with on a daily basis in
the New York hospitals as well, we would like to take a mement
to step back and recognize the werk that you are all deing and

express our deepest pratitude.

In the spirit of last menth's theme of collabaration, we weould like
to publicly share the stery of a client we were privileged to share
with Long Island Jewish Medical Center's Zucker Hillside
Hospital (LLJ). We met Margaret (name changed for
confidentiality) during her inpatient stay on the psychiatry unit
of LLJ, while she was under the care of social worker, Micale
Medici. Although she was ever 30 years old, she presented like a
young girl. She hesitantly talked with me, with a slight frame,
nervous, almest apologetic for existing. Margaret had spent a
few years in Afghanistan in the army, become a prisoner of war
where she was tortured and raped, and now at 30, she was back
in Mew Yerk, struggling with severe PTSD and depression in the
psychiatry unit at LLJ.

With Nicale's help, warmth and suppert, we were able te engage
Margaret, both in the hospital and throughaut her transition.
Her situation had more challenges than expected and was
anything but smoeth, but Nicele proved to be resilient,
supportive, and incredibly present throughaut: everything we
could ask for in someone modeling mental health to our
clients. “Margret was a very special case, and alse | think at
times, a bit misunderstood.” Said Nicole Medizi, 5SW on
inpatient unit. During ene particular stressful situation where
Margaret had gene missing post-discharge, | found myself
frantic and did semething | don't often de: | called Micele's cell
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phone. | realized that | couldn’t do everything myself and that |
needed to ask for help, even if it was geing to inconvenience ansther
clinician. Micole not enly answered immediately, she amazingly
dropped everything she was deing to help a Margaret, even though

she was no longer technically her patient.

In an ideal world, being part of the helping prefessions should be a
beautiful thing, but reality is often a different story. “The typical care
coordination and treatment that she was set up with in the past was
not encugh to meet her specific needs. | theught that Pathway
Hoemes, in conjunction with her cutpatient treatment and care
coordination already set in place, was that extra support that she

needed and deserved to live the life that she saw for herself.”

What we see in real life is that many clinicians often experience
significant stress, burnout and often become jaded or desensitized
when faced with such significant issues on a daily basis. We want to
thank Micole, as well as the rest of the staff we work with at LIJ
Zucker Hillside, for all of the work they put in, often thanklessly, for
their patients and everyone else invelved. We would alse like to
express this point: stronger clinicians inspire stronger clients. As
clinicians and other professions in the field, we have the power to
support, encourage and collaborate with each other so that we can

come together and create something beyond ourselves.

SW:

Margret,

for not only Margret,

1<
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Building Success: Pre-Transition

DIFFICULT ROADS
OFTEN LEAD TO
BEAUTIFUL
DESTINATIONS.

Just Charlie

By Leslie Chamorro, SMHC

There have been times in Charlie’s life where he has not
always received the support he required. Being an
undocumented immigrant has made navigating the
mental health system and community supports much
more trying, limiting access to financial support, services
provided by city, state, and federal government. Charlie
has spent time inpatient at Manhattan, Rockland, and
Bronx Psychiatric Centers. On June 21st, Charlie was
discharged from Bronx Psychiatric Center to a family
care provider in the community. He was connected with
the White Plains Road Clinic, where he has been
attending biweekly therapy and daily group sessions.

At the time of Charlie’s discharge, he began working
with Pathway Home in the community. He has remained
out of the hospital since June and is establishing positive
relationships. He is active in his church, which he states
is a great support. His work with Leslie, Senior Mental
Health Clinician on the SUS team, has assisted Charlie
in exploring and expanding upon his independence as he

continues to build a life within the community
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Second Chance with Junior

By Jackie Boenisch, LMSW F | N
I S
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Building Success: Pre-Transition

Kelsey’s World

By Enmy Perez, PA

“| love my house so much, | love my dogs,” Kelsey said to
PH Assistant Team Leader, Alison Haan during a tour
through her house. It was Kelsey's first week back home
after remaining inpatient for the past 15 months. Sitting on
the floor surrounded by her two elated dogs, Kelsey, her
family and Alison casually conversed about Kelsey's overall
goals. As a young adult, Kelsey has experienced severe and
traumatic symptomology as a result of her mental
diagneses, but this partial hospitalization was different.
This time Kelsey was eager to re-gain her life back with
Pathway Home's assistance along the way. As Kelsey
became more accumulated to living in the community, she
yearned to be connected to something else. Kelsey
expressed to Alison wanting to join CUNY’s musical
program and needed to audition with her saxophone. She
asked if Pathway Home could assistance in paying for her
music lesson and increase her chances for acing her
audition. Utilizing the Pathway Home funds, Kelsey
continues her music lessons and has re-gain confidence in
her life to live a more meaningful life a part from
treatment.

X
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Meeting Emily

By Elizabeth Carmen

Emily has faced many challenges in her 20 years on this
Earth but does not let the past experiences of abuse define
her. Even though she admits “it is hard for me to open up”,
she found trust in the PH Member Engagement Specialist,
Elizabeth. Emily disclosed some very personal history that
she says “| have never shared with any clinician.” Elizabeth
usually begins engagement in a way that fosters immediate
trust and provides a safe environment for someone to open
up. She describes it best, “| will fecus in on one detail like
that and ask them about it and try to connect with them
on that so that to some extent, they forget they are being
evaluated and it feels more like they're talking to a friend
about something totally normal; not being asked to recite
their symptoms and medications, ete.” After Elizabeth’s

initial session with

“It I1s hard for

”
me to open up.

Emily, she knew that a warm hand off with the right person
would be crucial to continue the level of trust that was
established in this short time together. The right person
would provide space to allow someone to divulge painful
experiences while at the same time, encourage growth and
learning from these challenges. That right person was
Alison, a clinician with extensive expertise in treating
trauma, from our PH Catholic Charities Team.

\

'CL Participant

Alison has been meeting Emily for the past month while
she is inpatient at Creedmare. Alison reports,

“| was able to attend session with Elizabeth, the inpatient
social worker, and client on the unit. At first, Emily was
very bashful to share her experiences with me. With some
time and connections to [Elizabeth and Emily’s first visit],
| was able to connect with Emily on many of her interests
including swimming, music, singing, roller skating, and
Disney movies. Without the help and intreduction, it
would have been challenging to have Emily open up to yet
another person in the system from the beginning.

We now meet weekly and | am an integrate member of
her treatment team. We have bonded the past few weeks
and she often wants to discuss her upcoming discharge
from the hospital, how Pathway Home will be helpful to
her, and hope to trust a provider again. She even uses
words such as ‘| missed you this past week,’ and starts the
session with a hug. | have been able to engage her on
many levels including showing her Disne}f clips from
upcoming movies, playing songs together, and purchasing
her some food to snack on while we chat. Emily is
someone who is benefiting from a slow connection at the
inpatient level, as she prepared to transition back into the
community. This is allowing Emily to build a lasting

relationship and experience the ongoing suppurt.”

Volume # 2 | Issue# 5 | Coordinated Behavioral Care, Inc.




By Angelo Barberio

This past month | had the pleasure of speaking with Leslie Chamarro,
Mental Health Clinician with the SUS Pathway Home Team and decided
to pick his brain a little bit about his background, interests, and overall
thoughts about the Pathway Home Program.

Me: 5o Leslie, How long have you been working for SUS? Pathway
Home?

Leslie: “Well, I've been working with SUS for 15 years and specifically with
the Pathway Home team for the last 2-3 years. | started out working in a
HIV transitional housing setting then as a housing case manager and then
with care coordination with SUS before joining the Pathway team.”

Me: That's awesome! So why did you decide to join the Pathway
Team?

Leslie: “| was actually recommended by one of the Vice Presidents of SUS
to join the pathway team. | don’t regret my decision and haven't looked

[RLEH]

back since!

Me: How do you like working for the Pathway Team?

Leslie: “l enjoy it! If | could describe it in a few words | would say “Fill the
Gaps”. Pathway has given me the opportunity to assist different individuals
in ensuring they get the appropriate level of care and are connected to the
necessary community resources, | say “fills the gaps” because Pathway fills
the gaps in care, especially when hospitals are discharging folks without
proper services in place”

Me: What do you find challenging working in Pathway?

Leslie: “Coordinating with difficult providers who do not collaborate well or
who do not know about Pathway Home program in general. Sometimes |
feel like | must educate providers on our services just, so they can let their
guard down and coordinate with me.”

Me: One lesson you'd give to new pathway members like myself?
Leslie: “Take your time, be open to the pathway program and adopt the
model. Be creative in finding solutions, the Pathway Home model allows us
to think outside the box when problem solving on how to best help our

clients.”
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Member Exclusives

SENIOR MENMTAL HEALTH CLINICAN, SUS

Leslie is a father of 3 children! He has his
LMSW and received his BA and a2 MA from
Lehman college!

He's also in the process of getting his LCSW
in the 2019! (Good Luck Leslie!)

Strengths: “Patience, compassion”

“Knowing when to stop and
recharge to prevent burnout”

Leslie loves spending time
with his family and especially watching his 16
y/o son pitch on his baseball team! He loves
NY based sports and is a big Yankee Fan! He
also uses his spirituality and belief in the
Christian faith to keep himself grounded.

: Empowering and
providing Hope to people for the last 15 years.

: “Yes, you can!”



Staff Spotlight

Nov 2018
Staff Appreciation

We take this opportunity to congratulate Kristen Nocerino (BPC),
David Watson (SUS), Steven Poroski (ICL), and David Nunez
(CCNS) recipients of this month’s Staff Appreciation Award!

David Watson
o ‘! Senior Case Manager

David has been continuously growing
personally and professionally since
his start date. He is about to
graduate with a LMHC degree, and
he was able to successfully juggle

work and school for last few years He has become
proactive and decisive with our clients, taking initiative to
look for housing, community resources and other
opportunities for clients' successful reintegration. He is
exceptionally patient, making the most resistant clients to
warm up to him and to continue to work with us despite
their initial resistance. David also took on collecting and
editing success stories. He’s known for good writing and
diligence in getting them done on time — SA, team leader

David Nufiez
Senior Case Manager

David takes the most assertive

members onto his case load with a
sense of ease. He engages quickly, **
and has been known to travel P
from Far Rockaway to Whitestone

all in one day to meet a member’s needs. No escort is too
much to member in David’s eyes. David has an enormous
sense of humor that keeps the team roaring even when
feeling overwhelmed. David can see the bright side to
assisting most members. He is able to help others find
hope when they haven’t been able to find it before. —JS,
team leader

Awards

Everard Lewis
Peer Specialist

Eddie has grown to be major part of the
team. Since his start with the BPC team,
he has hit the ground running and takes on
any challenge that arises. He has displayed
great passion for the members we serve,

advocating and holding providers
accountable for what is needed for our clients to succeed.

Eddie relates well with each member and never gives up on
them. He is continuously thinking about what he could do to
assist our clients and can always be counted on to change the
tone of a room with his jokes and quick wit. Eddie, your value
to the team and clients is unspeakable. You are appreciated!
— ML. team leader

Steven Pokorski
Assistant Team Leader

Steven is certainly one of a kind. His drive

| and ambition know no bounds. He began
working with the Pathway Home program as
a Social Work intern and was quickly hired as
a case manager. After graduating, he
became our Mental Health Social Worker
then Senior Mental Health Clinician, and now, Assistant Team
Leader. In the almost four years he has been with the team,
Steven has demonstrated such vigor and true compassion. He
works tirelessly for his clients and supports his team however
possible, while still ensuring that he is never late on
documentation. Ever. He continues to grow as both a clinician
and a leader. As of late, Steven has been facilitating trainings
on LGBTQ rights and experiences, for which he is a strong
advocate. One of 5 remaining veterans at Pathway Home, he
assists with maintaining the supportive culture of our team
and we are very grateful. Steven, thank you — AG, team leader
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A LETTER FOR THE BPC PATHWAYS HOME
EMBEDDED TEAM FROM A MEMBER

“T am writing to the BPC Pathways Home Embedded
Team to express my deep appreciation and aratitude
for your support and assistance in wmy recovery
Journey and for encouraging me to improve my life and
ability to one day soon live in the community. Your
support and dedication has allowed wme +o be a better
person v many ways and T am grateful for that,

T would especially like to thavk Kristen Nocerivo,
Senior mental Health Clinician, for her work and
support in helpivg me with my jourvey and preparing
me for life in the community. Kristen's support and
selfless work has allowed me to express my growth v
many areas, including attending Friday classes,
evcouraging me to express myself through my love of
painting, and working with me to reduce the stress
and anxiety that T have felt in wy life. Without the
program and Kristen's care and assistance, T would
not be where T am presently.

T thavk the entire Pathhways team for all their
support and care in my recovery. And a special thank
you to Kristen. Tf T did not get convected to you and
your services T would be lost. Because of you and the
entire team, T have the confidence and ability o
continue my jourvey and attaiv my goals of life in the
community and a life full of hope.”

-V

FV was recently featured in our September

issue!
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Coordinated Behavioral Care Pathway Home (PH) Program OMH Report - November 2018

Community Teams

# SERVED BY PH COMMUNITY TEAMS 2018

U e 153
84

L e }jhY s 185
77

CONS s 172

2018 Demographic Data (Recipients Served)

Age: 18-30 years (27%) & 31-40 (24%) years old
Gender: Male (66%) Female (34%) Transgender (0.5%)
County: Queens (32%) & Bronx (25%)

0 50
= NOVEMBER '18 (N=238)

100 150 200

HJAN - NOV'18 (N=540)

REFERRAL TYPES: ENROLLED RECIPIENTS
JAN - NOV'18 (N=359)
1

0%
28% 12%

7%

42%

State Psychiatric Hospital
H Metropolitan 730 Project
® Community Provider

= Article 28/City
ESOCR

BH APPOINTMENT OUTCOMES JAN - NOV'18
DISCHRAGED RECIPIENTS (N=323)

Attended w/in 7 days meeesss——————— 580,
Attended w/in 30 days
AttendedTotal
Did Not Attend mmmm 16%

1 2%

I 729,

IS 829%,

Attendance Unconfirmed

0% 50% 100%

PCP APPOINTMENT OUTCOMES JAN - NOV'18
DISCHARGED RECIPIENTS (N=323)

28%
69%

3%

m Attended ®mDid not attend Attendance Unconfirmed

HEALTH HOME ENROLLMENT JAN - NOV'18
DISCHARGED RECIPIENTS (N=323)

27%

73%

2018 PH Enrollment & Program Data:

24 Referrals were enrolled in November 2018

4: Average # of days between referral and enrallment
1555: Total # of Services Provided

323: Recipients discharged in 2018

NUMBER OF HOSPITALIZATIONS 2018

25 25

Q3

e Medical === Psychiatric e====Detox/Inpatient Rehabilitation

NUMBER OF EMERGENCY ROOM VISITS 2018

40 31

30 16 4 — 26

20 +8 19

10 13
0

Q1 Q2 Q3 Q4

e Medical ER e Psychiatric ER

DISCHARGE REASONS JAN - NOV'18 (N=323)

63%
14% 14% 10%
- [ | j—
Successful No Longer  Lost Contact Declined
Discharge Eligible for PH Services

B HH Enrolled

Not Enrolled
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Coordinated Behavioral Care Pathway Home (PH) Program OMH Report - November 2018

BPC Embedded Team

2018 Demographic Data
Age: 51-60 years old (29%) and 18-30 years old (24%)

SERVED (Inpatient referral) [y 14 Gender: Male (73%) & Female (27%)

SERVED (TLR referral) -1518 County: Bronx (95%)

0 10 20 30 40 50
mNOVEMBER'18 (N=47)  ®JAN - NOV'18 (N=62) 2018 Enrollment and Program Data:
1: Enrolled into the PH program in MNovember 2018
270: Total # of Interactions November 2018
22: Individuals moved off BPC campus since Oct. 2017
44: Served in community (Inpatient Discharged + TLR)

Attended w/in 7 days 73% 2% Indivi | BPC | .

Attended days 8 - 30  semm— 199 : Individuals returned to BPC Inpatient
Attended Post 30 Days == 49,
Not Attended == 49,

# SERVED BY EMBEDDED TEAMS 2018

BH APPOINTMENT OUTCOMES JAN - NOV'18
INPATIENT REFERRALS ENTERED COMMUNITY (N=26)

Pending 0%
0% 20% 40% 60% 80% NUMBER OF HOSPITALIZATIONS
10
BH APPOINTMENT OUTCOMES JAN-NOV'18 5 4
ENROLLED TLR REFERRALS (N=18) \l/\
94% 0 '
’ Q1 Q2 Q3 Q4
6% e Medical == Psychiatric
® Attended B Pending
NUMBER OF EMERGENCY ROOM VISITS
PCP APPOINTMENT OUTCOMES JAN-NOV'18 15 10 10
ENROLLED RECIPIENTS (N=44)
1 7/ \7
9% 5 ===5 4
73% / 3
0
Q1 Q2 Q3 Q4
18%
== Medical ER = Psychiatric ER
u Attended B Not Attended B Pending
HEALTH HOME ENROLLMENT JAN-NOV'18 DISCHARGE REASONS 2018 (N=18)
ENROLLED RECIPIENTS (N=44) o
50%
93% 22% 22%
] ] -
I
7% Successful Referred to No longer Meets Declined Services
Discharge Community PH Criteria
= HH Enrolled B Pending Services
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Coordinated Behavioral Care Pathway Home (PH) Program OMH Report - October 2018

MET Embedded Team

# SERVED BY MHC EMBEDDED TEAM 2018 2018 Demographic Data
Age: 18-30 (33%) years old and 31-40 (30%) years old

12 (100%) ) ' ‘
# SERVED _ 80 (100%) GEndEr. Male [79@{}) '& FEmaIE‘ {Elib}

County: Brooklyn (30%) & Manhattan (29%)

0 20 0 60 80 100 Housing: 38% with family, 30% Homeless
m NOVEMBER'18 HJAN-NOV'18
DISPOSITION AT COMMUNITY ENTRY / HOSP
DISCHARGED RECIPIENTS IN 2018 (N=78) 2018 prﬂgram Data:
44% 0 L - .
° 1% 80: (100%): Designations enrolled in MET 730 Project
0, a 5
. 5% 10% . 36: Served and discharged by PH Community Team
Connected to Connectedto No Longer  Declined 1: Ave rage number of da}rs for enrollment
PH Other Long-  Eligible for  Services 10: Average days inpatient stay
Community term Services Services .
Team 42: Total # of November 2018 Interactions

I

BH APPOINTMENT OUTCOMES JAN -NOV '18

DISCHARGED RECEIPIENTS-PH (N=36) # OF HOSPITALIZATIONS 2018
6
Attended w/in 7 days [N 36% 4 2 2 2
1
Attended w/in 30 days  EEEG—_—G—_— 550 ? 0 0\2
0 v A\ v
Attended Total NN 58% Q1 Q2 Q3 Q4
0% 20% 40% 60% 80% @ Medical e Psychiatric Arrest Rehab

HEALTH HOME ENROLLMENT JAN - OCT '18 PH
DISCHARGED RECEIPIENTS (N=36)

56% # OF EMERGENCY ROOM VISITS 2018
449%, 5 3

® HH Enrolled Not Enrolled 0 ‘
Q1 Q2 Q3 Q4

PCP APPOINTMENT OUTCOMES JAN - OCT '18 == Medical ER e Psychiatric ER Detox
PH DISCHARGED RECEIPIENTS (N=36)

72%
2018 REASONS FOR DISCHARGE (N=36)
0,
28% 61%
0,
u Attended Did not attend 31% 0
8%
] -
Completion /  No Longer Eligible Declined
Graduation/ACT for Services Services/Loss to

Contact
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