CHaSCxr

Center for Health and Social Care Integration @ Rush

CHaSCI Care Model Toolkit

This toolkit includes key concepts and forms
needed to prepare for and work with the AIMS and Bridge models day-to-day
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CHaSCI care model overview

Model steps

- Clinicians implement these key model steps, which build on each other and often overlap:

Referral and pre-
intervention planning

Engagement -<

Assessment -<

Care planning -<

Care management -<

Goal attainment &
loop closure

\

*Review reason for referral
*Review relevant medical history
*Begin to fill out INTAKE form

eDescribe your role

«Enroll in program (as needed, per site protocol)
eDevelop rapport / elicit strengths and preferences
*Assess for immediate needs

*Set expectations for and schedule assessment
eUpdate INTAKE form as necessary

eComplete the assessment and update ASSESSMENT form
eSummarize and discuss the assessment with patient

*Explicitly discuss care plan with patient
eBalance these four elements:
e Patient safety
eReason for referral
ePatient narrative
eClinical judgment informed by assessment
*Stress self-efficacy and close-ended nature of intervention
eEnter goals and into the CARE PLAN form

eExecute CARE PLAN

eReach out to patient at least once per week

*Assess CARE PLAN progress and troubleshoot if necessary

*Make self-efficacy and patient engagement a consistent priority. Ask yourself:
eWhat can the patient address on their own?
eWhat can the patient address with your support?
eWhat must you be the one to address?

eSummarize CARE PLAN progress

*Ensure long-term supports are in place

*Reinforce patient strengths and achievements

*Close the loop with referral sources and other team members
*Explicitly terminate intervention with patient
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Barriers to care plan success

Patient disengagement

Patient ambivalence

Patient priorities / needs change

"Negative" patient experiences

Underlying clinical complexities (behavioral health / cognitive health / trauma)

Complex family dynamics

Provider / Network / Resource limitations

Clinical skills: Non-specific elements & related concepts

eUniversal precautions
*The holding environment
*Use of self

Therapeutic alliance
and rapport building

eMaslow’s hierarchy
«Strengths-based
eCultural humility
eIntersectionality
eImportant to/for

eHealth literacy
eEducation
eHarm reduction

Empowerment

Person-in-
environment
perspective

*Systems theory
eAdvocacy

AP

Clinical skills: Specific elements & related concepts

eRelational cycles
eTransference
eCountertransference

Relational approach

+Cognitive Behavioral Theory cycles
eLooking at thoughts
eRadical acceptance

Cognitive
restructuring and
mindfulness

eChange talk

*OARS

s Ask-tell-ask

*Rolling with resistance
eDeveloping discrepancy

Motivational
Interviewing

PN
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Quality assurance and case review

— Tracking case details and reviewing case notes can help ensure quality, depth, and breadth of the intervention.
Items to monitor in case reviews are described below.

— The CASE REVIEW FORM can be used to note specifics about each case that is reviewed.

MODEL PROCESS ‘

Quality element

Details / evidence

Referral reason

Intake form or case notes stating how the patient was referred and for what

identified
Engagement = Effective rapport development
= Patient values/preferences explored
Assessment = Assessment is as comprehensive as possible (touches on initial assessment domains and
includes strengths & preferences)
= Assessment is also patient-centered and tailored to any specific needs
Care plan = Collaborative goal setting (incorporating patient’s input)

Care plan explicitly documented for reader
Care plan articulates how psychosocial concerns are related to the medical plan of care

Care management

Self-efficacy prioritized
Timely follow-up
Clear timeline of events

Goal attainment &
loop closure

Timeliness and

MODEL MENTALITY ‘

Goal attainment or status documented (no needs left unmet or without explanation)
Longer-term supports explored
Communication to interprofessional team members on case close

Appropriate timeliness of contacts

clinical skills

cohesive * No documented tasks remain unaddressed

communications . . . .
Can identify what is to happen between contacts, thread should continue

Interprofessional = Case notes

collaboration

Use of appropriate = Case notes

Case consultation

References

- National crisis hotlines to be aware of:
— National Suicide Prevention Hotline: 800-273-TALK (8255) or 988

— Crisis Textline: Text “GO” to 741741

— Depression & Bipolar Support Alliance Hotline: 800-826-3632

— National Drug & Alcohol Treatment Hotline (SAMHSA): 1-800-662-HELP (4357)
— National Domestic Violence Hotline: 800-799-7233

— LGBTQ Crisis Hotline (TrevorLifeline): 1-866-488-7386

— Trans* Crisis Hotline: 877-565-8860
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Assessment prompts

CHaSCxr

Center for Health and Social Care Integration @ Rush

This includes suggested assessment prompt questions and observations that can help elicit the patient’s perspective in
order to assess understanding of and ability to self-manage their care in each domain. Make these your own and integrate
them in a conversational manner.

INITIAL ASSESSMENT

Plan of care:
Diagnoses and
related
instructions

Plan of care:
Medications

Plan of care:
Appointments

Plan of care:
Transportation

Plan of care:
Durable medical
equipment

Plan of care:
Home health

Plan of care:
Home- and
Community-based
Services (HCBS)

Financial stability
/ Making ends
meet

What were your after-visit instructions?
Tell me about your medical conditions and how you manage them.
What health issues are most impactful on your life?

Do you have any concerns about managing a condition we did not discuss (such as a special diet,
dialysis, infusions, etc.)?

Walk me through your daily routine.

How often did you visit the emergency department in the last year?

What medications do you take daily?

Do you know why you take your medications?

What concerns, if any, have come up while you’ve taken them?

What is your understanding of how your medications help your conditions?
Do you have any difficulty taking your medications as prescribed?

If yes, have you struggled with taking more or less than prescribed?

Do you have any upcoming appointments?

Do you have a primary care provider (PCP)?

What do you feel gets in the way of you attending appointments regularly?
How do you normally get to and from your medical appointments?

What does the process typically look like for scheduling rides?

What medical equipment do you have in your home? such as walker, cane, wheelchair,
glucometer or bedside commode?

Do you use oxygen?
When there are issues with your equipment, who do you reach out to?

[If part of other assessments at organization]: How have you gone about obtaining equipment in
the past?

Do you have a home health nurse who visits you? Any other in-home health care providers?
How do you reach your home health company when you need them?
Do you anticipate any barriers to letting someone in your home for services?

Who do you receive support from socially and in the community? (e.g., partner/spouse, family,
faith community/organization, friends, other)

Do you have a homemaker? (someone provided through aging or disability services or private
pay, who helps you with things like laundry, housework, and meal preparation)

Who else provides help to you at home if or when you need it? (i.e., informal supports - family or
church)

Would you feel comfortable reaching out to others for support, if needed?

Do you feel like you have enough money to pay for basic needs, such as:

- Food

- Rent/mortgage

- Transportation

- Heat

- Gas

- Electric
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Housing

Insurance /
Affordability
issues

Functional status
(ADLs/IADLSs)

Support system

Mental /
emotional /
behavioral health

Personal safety

Do you have access to stable and safe housing?

Do you have medical insurance?

Do you have concerns about insurance coverage/costs?

Do you have any difficulty paying for your medications?

How do you obtain medications from the pharmacy?

Is there anything that gets in the way of your daily routine?
Do you have any concerns completing the following activities:

- Bathing: - Eating:

- Climbing stairs: - Grooming:

- Cooking: - Managing your medications:
- Doing housework: - Shopping:

- Doing laundry: - Toileting:

- Dressing: - Walking:

- Driving or using public transportation:

Tell me a bit about your living situation (e.g., type of housing, who patient lives with/stays with)
Are you in a long-term relationship? (e.g., single, married, widowed, separated, etc.)

Who else is involved in your care? (e.g., family, friends, paid caregiver, faith community, etc.)

PHQ-4 Depression and Anxiety Scale

Options: Nearly every day (3 points each), More than half the days (2 points), Several days (1
point), Not at all (0 points). Total score of 5-9 indicates mild depression severity, 10-14 moderate,
15-19 moderately severe, and 20-27 severe.

- Over past 2 weeks have you been bothered by feeling nervous, anxious or on edge?

- Over past 2 weeks have you been bothered by not being able to stop or control worrying?
- Over past 2 weeks have you been bothered by little interest or pleasure in doing things?
- Over past 2 weeks have you been bothered by feeling down, depressed or hopeless?

Do you have a history of mental health treatment and/or psychiatric hospitalization?

Have you or are you experiencing any of the following:

- Insomnia/hypersomnia

- Changes in appetite

- Psychomotor retardation or agitation

- Fatigue

- Feelings of guilt, self-blame or worthlessness

- Difficulties concentrating

- Suicidal ideation / homicidal ideation (current or past)

- Other self-harm

Do you feel safe in your relationships?
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COMPREHENSIVE ASSESSMENT ‘

Cognition = Do you have any concerns about your memory? If yes:
- How long have you noticed that you’ve been having difficulty?
- What have you done to cope with memory concerns?
=  Which of the following memory concerns are you experiencing?
- Attention
- Retrieval
- Recall
- Short-Term Memory
- Long-Term Memory
- Repeats Questions
- Forgetfulness
- Word-Finding
- Mix-up words
- Misplacing Items
- Amnesia
- Judgement

- Reasoning
= Care manager observations about cognition

Caregiver burden = Are you involved in caring for someone else? (e.g., spouse, parent, child, friend)

Substance use / = Do you have a history of substance use? (...of tobacco use, alcohol use, marijuana use, etc.)

abuse = |f you are currently using, can you walk me through what that looks like for you?
= Do you have any interest in decreasing or ceasing your use of substances?
Employment =  What is your employment status? If not working, are you seeking work or in process of applying
for disability?
Advance = Do you have a living will, power of attorney, POLST, or other advance directive on file with your
directives provider?

STRENGTHS & PREFERENCES ‘

What is important *® Are there traditions or values that play a role in your decisions about life?
toyou,and what = \What is most important to you in life right now?
kind f’f things,do = What keeps you going during difficult times?
you like to do? Can you walk me through your faith/spiritual traditions or affiliations?
=  What role does faith play in making decisions/coping with difficulties?
= Tell me about your hobbies.
=  What barriers are there to you performing enjoyable activities?
= What would you say are your short-term and long-term goals?
= What gets in the way of what’s most important to you?

Clinician- = Clinician assessment of client strengths, including individual and environmental considerations
identified
strengths
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Example scripting C H d SC ].f

Center for Health and Social Care Integration @ Rush

ENGAGEMENT AND ASSESSMENT

Primary care
Hello, Mr. Jones. My name is Jane - | am a social worker on Dr. Smith’s team. Is now a good time for us to speak for a
little bit? Wonderful, thank you.

Dr. Smith said you had some trouble getting your medications, is that correct? Ok, thank you for confirming. | will do my
best to help you get your medications. Before we address that, I'd like to go through a few more questions to see if there
are any other areas that | can assist with. This usually takes about 10-15 minutes. After that we will come up with a plan
to address what we find.

To start off, are there any other immediate needs that come to mind for you? ...Got it.

Ok, I'd love to start by having you tell me a few things, and then if we find there are some areas that need more attention,
I may ask additional questions. I'll ask you about your health, how you do things during the day, stresses you experience,
your living situation, and what’s important to you. Some of the things we talk about might be going really well and others
might be areas in which you’re facing some challenges. At the end of our time today we’ll review what we’ve discussed
and make some decisions about things you would like to change and how you can take steps to make those changes. How
does that sound?

[Initial Assessment, Comprehensive Assessment if need / time]

Thank you for taking the time to answer all those questions, Mr. Jones! Before we decide together what to work on, I'm
curious to learn more about you and your interests. Can you please share what is important to you and what are some
things that you enjoy doing? I'd like to keep in mind what’s most important to you while we continue to work together
for the next 4-6 weeks.

[Open-ended conversation]

Thank you again, Mr. Jones, that was great! Now let’s roll up our sleeves and see what we can do together.

Transitional care
At bedside visit prior to hospital discharge
Hi, Mr. Jones. My name is Jane and I’'m a social worker on your care team. My job is to support you after you go home
from the hospital. How are you doing today?

I’'m here now to introduce myself and hopefully learn a little bit about you.... As | mentioned, | follow up with individuals
after they leave the hospital for about a month - we call this program “Bridge,” so you can think of me as your “Bridge
Social Worker.”

Sometimes, it can be hard to keep up with everything you have to do after you leave - all the appointments, medications,
even simply adjusting to coming home again - and [this hospital] feels that it is really important for you to have someone
you can turn to with any issues that may come up.

This is where | come in. | will call you a day or two after you come home - whenever it is convenient for you - to ask how
you have been since getting home and to ask a few specific, short questions. | will then help with whatever comes up
within the few weeks after you get home. What do you think about that?

... OK, thank you for listening to me! | know you have so many people coming into your room. Before | go, do you mind if
I ask a little about what you are coming back to? What is it like at home for you - what do you enjoy doing?
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First Call with Bridge
Hello, Mr. Jones. It’s Jane here- | am the social worker you met with the other day at the hospital. | got a chance to learn
about [insert things discussed in bedside visit]. Is now a good time for us to speak for a little bit? Wonderful, thank you.

How are you feeling now that you’re back at home?

You said you had some trouble getting your medications, is that correct? Ok, thank you for confirming - | will do my best
to help you get your medications. Before we address that, I’d like to go through a few more questions to see if there are
any other areas that | can assist with. If we find there are some areas that need more attention, | may ask additional
questions. I'll ask you about your health, how you do things during the day, stresses you experience, your living situation,
and people who are important to you. Some of the things we talk about might be going really well and others might be
areas in which you’re facing some challenges. At the end of our time today we’ll review what we’ve discussed and make
some decisions about things you would like to change and how you can take steps to make those changes. How does that
sound?

This usually takes about 10-15 minutes. After that we will come up with a plan to address what we find.

To start off, are there any other immediate needs that come to mind for you? ...Got it.

[Initial Assessment, Comprehensive Assessment if need / time]

Thank you for taking the time to answer all those questions, Mr. Jones! As | mentioned earlier, we will now decide together
what we should work on, but before we dive into that, I’'m curious about something else. Can you please share what is
important to you and what are some things that you enjoy doing? I'd like to keep in mind what’s most important to you
while we continue to work together for the next 4-6 weeks.

[Open-ended conversation]

Thank you again, Mr. Jones, that was great! Now let’s roll up our sleeves and see what we can do together.

CARE PLANNING

OK! We covered a lot of ground just now! How do you feel? Let me know if you’d like to take a break before we move on
to making a plan. Great, thank you.

First, may | share something about my approach? | would like to stress that my goal is to give you tools to help you take
care of the needs that may come up for you. That means that whenever possible, | will support you in doing something,
instead of doing it for you. This is an important point, because | may not always be available to help. How do you feel
about that?

Terrific, thank you for sharing. I'm glad we are on the same page. Now, let’s see - it looks like this is what came up for
you.... [summarize assessment].

Of all the things we’ve identified as challenges [refer to those identified in assessment summary], which ones would you
like to focus on? How important would you say it is for you to do something about [each challenge identified as most
distressing/bothersome]?

or
These are all very good areas to think about changing. Can | make a suggestion? It sounds like the following things are
making it difficult to manage your health and be the person you would like to be. What do you think about choosing a few

of these to work on together?

It sounds like we have a good plan in place. You/l/we will need a few days to work on your steps. Let’s schedule our next
time to talk about our progress.
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CARE MANAGEMENT

Introduction
Today I'd like to hear how you’ve been doing with making progress on the goal we discussed.
or
Today I'd like to tell you what | learned from the research | did, and I'd also like to hear how it went in following up on the
task you planned to work on.

Highlighting success
It sounds like your trip to the doctor was really frustrating, but you stayed focused on the list of questions we discussed
despite being frustrated. That helped ensure you got the information about your diabetes that you needed.

Exploring barriers
It sounds as if the last few days didn’t go as expected—what’s it been like for you?

or
What I’'m hearing is that while you felt ready to take the next steps towards looking for housing when we last spoke, once
you thought more about it, you realized you may not be ready to leave the house you're in—it’s feeling scary to take that
next step—is that right?

Changing course
Is there anyone in the list of supports we discussed that you think would be willing to go to the public aid office with you
so as to have a bit more support next time you try the trip?
or
How important do you feel it is to make this change now?
How might we know when you are feeling ready?

Considering termination
We are approaching the end of our work together. You've made a lot of progress, and today we came up with some solid
final steps we're each going to take on. | look forward to our last touch-base next week.

GOAL ATTAINMENT ‘

I'd like to review what you’ve been able to accomplish and discuss steps you can take if you encounter a challenge in the
future.

While today ends our work together, | understand that in the future things may change and you may want to talk again
about how you can take steps to handle life’s challenges. If this happens, please do not hesitate to call me. We can talk
about what is going on and sort out if we can work together again.

Notes on phrases & scripting you like ‘
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Intake form

PATIENT INFORMATION

CHaSCxy

Genter for Health and Socisl Care Integration @ Rush

Name:

Birthdate: Age:
Insurance:

Phone:

Caregiver name & phone:

Referral reason:

O Social work assessment and care planning
O Education and self-management support
O Community programs and resources

Immediate needs:

Date of referral:

Gender:

Pt ID #:

Address:

Language:

O Mental health counseling / resources
O Recent hospitalization

O Other:

KEY PROVIDERS

Type Name and contact info

BACKGROUND / CARE HISTORY

Appointment details

Medical history & medications Psychosocial & community resources
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Assessment form C H d SC].f

Center for Health and Social Care Integration @ Rush

Name: Date of assessment:

INITIAL ASSESSMENT

Assessment domain Argas of negd and comments
Including understanding and ability to self-manage
Plan of care

Diagnoses and related
instructions

Medications

Appointments
Transportation

Durable medical equipment

Home health

Home- and community-based
services (HCBS)

Financial stability /

Making ends meet

Housing
Insurance / Affordability issues
Functional status (ADLs/IADLSs)

Support system

Mental / Emotional / Behavioral
health

O O OO0 000 o0oo0oooo o

Personal safety

COMPREHENSIVE ASSESSMENT

Cognition
Caregiving burden
Substance use / abuse

Employment

O O o o 0

Advance directives

STRENGTHS & PREFERENCES

What is important to you, and
what kind of things do you like to
do?

Clinician-identified strengths
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CHaSCxy

Center for Health and Social Care Integration @ Rush

Care plan form

Name: Date of care plan:

Strengths, challenges, & priorities identified in assessment:

T GOAL®) | FOLLOW-UP PLAN ANDLEAD(S STATUS

1.

2,
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Case snapshot form C H aSC].f

Center for Health and Social Care Integration @ Rugh

PATIENT INFORMATION

Patient name: Clinician name:
Patient ID#: Patient also a caregiver? (Y/N)

Referral source / program:

RELEVANT DATES

Referral date:

Case open date:

- T*engagement attempt:

- 2" engagement attempt:
- 3"engagement attempt:
Assessment date:

Care plan date:

Case closed date:

CASE PROGRESS AND REPORTED OUTCOMES

Contacts made with or on behalf of client: #

Minutes spent with or on behalf of client: #

Yes Date / details:
Face-to-face encounter

. Yes Date / details:
PCP appt. scheduled (while case open)

. Yes Date / details:
PCP appt. attended (while case open)

- . Date / details:
Reported ED visit (while case open)

L. . Yes Date / details:
Reported readmission (while case open)

Goal attainment (for at least 1identified Yes  Date/ details:

goal)

OO0 00 OO0 oo oo oo
<
[0
»
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Case review form C H d SC].f

Center for Health and Social Care Integration @ Rush

CASE INFORMATION

Patient name: Clinician name:
Date of case review: Supervisor name:
MODEL PROCESS
Quality element Complete? Notes

Referral reason identified
Engagement
Assessment

Care plan

Care management

Goal attainment & loop closure

MODEL MENTALITY

Timeliness and cohesive
communications

Interprofessional collaboration

Use of appropriate clinical skills
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CHaSCxr

* *
care contanIty call form Genter for Health and Social Care Integration @ Rush
Patient Name: Date:
“Thank you for joining our calll My name is ____ and I’'m the care manager for ____. The purpose of these Care Continuity Calls is for

us to work together to identify longer-term patterns that impact this patient’s hospitalizations and poor health outcomes. Each of
you plays a key role in ’s care, so your input is invaluable.

I'd like to discuss the key drivers behind recent ED visits/readmissions and any preventive strategies we can incorporate into the
care plan to help improve the situation. Would anyone like to start?”

Preparatory notes & who is present on call:

Discussion notes:

ED visit & readmission drivers:

Preventive strategies:
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Case conceptualization form C H d SC“

Genter for Health and Social Gare Integration @ Rush

1. Whatdo I need? (e.g. “Where am | stuck?”)

2. Thumbnail sketch

e Patient goals, values, strengths, and skills e Support system (family, friends, community, etc.)
e Home services (public benefits, non-traditional, etc.) e Other (employment, spirituality, sexual orientation,
e Medical and mental health history, health literacy trauma, relationship with professionals, financial

issues, etc.)

3. Brainstorming preference: 0 Open dialogue O No-question round-robin O Both

4. Listideas (and choose 3 you feel are most helpful)
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Fidelity check CHaSCxr

Genter for Health and Socisl Care Integration @ Rush

The CHaSClI care model fidelity check should be used regularly to assess site progress toward implementing Bridge and/or
AIMS models with fidelity to CHaSCI’s identified evidence-based and consensus-based practices.

Organization name: Date:

ORGANIZATIONAL & ADMINISTRATIVE COMPONENTS Yes No Comments

Stakeholders identified

Stakeholders engaged
(deliverables defined, regular meetings scheduled, etc.)

Patient population defined
Referral mechanism defined
Overhead secured

Staffing secured

Workflows finalized and updated as necessary
(including up- and downstream role clarity)

O OooO0ooo o o
O OooO0ooo o o

Dashboard elements defined

(process AND outcome measures included) O O
Data sources identified - process data . .
(caseloads, contacts, duration, etc.)

Data sources identified — outcome data . .
(readmissions, ED visits, outpatient no-shows, etc.)

Data sources identified — patient information 0
(EMR access; at least discharge plans or face sheets for CBOs)

Dashboards updated and monitored at least monthly

Meetings and huddles scheduled

(including developed standing agendas)

Regular PDSA cycles scheduled . .

(semi-annually or more frequent)
All model step components completed with each patient
INTAKE form, or equivalent, completed for every case
Initial ASSESSMENT domain addressed with every patient

CARE PLAN collaboratively completed with every patient
(no more than 3-4 goals per case)

Goal attainment tracked via site-specific protocols

Case data tracked using CASE SNAPSHOT form, CASE
REVIEW form, RUNNING LIST, or equivalent

O O O 000
O O O 000

Regular clinical supervision or case consultation scheduled
(including standing agendas)

O
O

Regular dashboard reviews in place O O
(process [e.g. caseloads] and outcomes [e.g. readmission])
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