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Executive Summary

SeniorCare builds upon a pilot project begun in 1993, in which physicians and their office staff identify elderly Medicare Risk patients whose non-medical problems are adversely affecting their quality of life and adding to the costs of their medical care, and refers them to Seniors (At (Home, a division of Jewish Family and Children’s Services (JFCS). JFCS sends a social worker to conduct an in-home assessment of the patient’s overall living situation and needs, and makes arrangements for necessary services, through providing social work based case management services.  The project also trains members of physicians’ office staff as Geriatric Resource Persons (GRPs). Initial pilot project data indicate that the costs of these interventions (the case management, training of front office staff and project coordination) were more than offset by a reduction in those patients’ hospital, emergency room, and nursing home costs.

The program has the following elements:

· Risk Screening.  Seniors in need of the program are identified in three ways.  An office staff member, such as an office assistant, receptionist or nurse, from participating physician offices is trained to identify older patients visiting the office who might benefit from case management.  This Geriatric Resource Person (GRP) relies on a screening method developed for the program that includes non-medical reasons and certain chronic diseases that put seniors at-risk for hospitalization. In addition, the GRPs are encouraged to refer based on other cues, such as new or worsening forgetfulness, deteriorating personal hygiene, a pattern of missed appointments, increasingly frequent contacts with the office, or simply “not doing as well as expected.”

· Hospital referral: At the hospital, a geriatric clinical nurse specialist, relying on clinical judgment, assesses all hospitalized enrollees of participating Medicare risk contracts to identify those whose probability of re‑hospitalization could potentially be reduced by additional social services and assistance at home.  Typical examples include an older patient with cognitive impairment or a patient returning home alone after a hip fracture.  At the hospital, social workers and discharge planners also identify patients whom they think could benefit from the program.

· Care Planning. Within 48 hours of referral, a Seniors (At (Home case manager conducts a complete home assessment. After the initial assessment, a written care plan is developed to meet identified problems.  The case manager meets with the senior and the family to review the plan and incorporate their suggestions.  A major goal is to use the senior’s existing informal network whenever possible.

· Case Management. The care plans are reviewed and refined weekly by the case manager and biweekly by a team of case managers. The case manager arranges and coordinates resources until a client’s situation is stabilized. After the situation is stable and goals are met, the services continue but the case management stops.  On average, seniors require case management for an average of two to three months, although ten to fifteen percent of seniors require ongoing case management.  

· Services Provided. Case managers can arrange for a variety of services to be provided, including home companions, personal care aides, light housework, bill paying and money management, and transportation.  If indicated, seniors can also receive home health care.  In response to the high percentage of seniors with depression, mental health counseling can also be arranged for the seniors and also for family members.   Counseling related to bereavement is also available for seniors and their families.

· Volunteer Involvement. Seniors (At (Home arranges for volunteers to provide multiple forms of support, such as companionship, help with out of the home errands, transportation to health care visits, and frequent reassurance though telephone contact.

Physician Involvement
Physicians can participate without charge to their patients if their patients are covered under an at-risk Medicare contract.  They can also refer fee-for-service Medicare patients who pay for case management themselves. Physicians benefit from the arrangement by having to spend less time (either themselves or their office staff) with non-medical issues while ensuring that their patients have access to needed support services.

GRPs are salaried employees of the medical practice and provide ten percent of their time to identify patients for referral and provide the communications link between the Seniors (At (Home and the medical providers. GRP training includes a ten hour class followed by ongoing quarterly educational sessions designed to familiarize the trainees with the potential benefits of case management and to help them recognize patients with increasing frailty or deteriorating health status. They receive a quarterly informational newsletter and a stipend from Seniors (At (Home for their attendance at trainings.

Measured Outcomes:
· Pilot Study: Based on a randomized controlled study, implemented by outside consultants, the mean total health care payments for the period July 1, 1995 through June 20, 1996, including those for Seniors (At (Home case management, were slightly, but not statistically significantly, lower for the experimental group ($3,148 vs. $3,277 per person).  The investigators hypothesized that among high-risk older people,  Seniors (At (Home case management achieved significant cost savings, but they were unable to be evaluate this hypothesis based on the data they had collected.

· Research In Process: A second research study is underway to refine and expand upon the intervention model throughout the Brown and Toland physician group, and, in collaboration with the UCSF Division of Geriatrics. UCSF is conducting a comprehensive evaluation of the program’s impact on costs, patient and physician satisfaction, patient health care outcomes and the unique components of social work based case management and training of front office staff.  The most recent annual patient satisfaction survey (November 1999), conducted by an outside evaluator, indicated that 92% of seniors were satisfied with the services provided by Seniors (At (Home.

· Satisfaction Surveys: The most recent annual survey to evaluate referral source satisfaction (March 1999) indicated that 85% of the physicians wanted Seniors (At (Home to continue to provide case management services to their senior patients.  One hundred percent of the GRPs believed that Seniors (At (Home provides them with more resources and knowledge for accessing care for seniors.  Of the hospital discharge planners surveyed, 80% believed that Seniors (At (Home allows them to feel more secure when discharging frail senior patients and 100% will continue referring to Seniors (At (Home.  

Project Support

The California HealthCare Foundation, the Evelyn and Walter Haas, Jr. Fund of San Francisco and The Retirement Research Foundation of Chicago have provided funding support for this project. 

Project Partners
Brown and Toland Physician Services Organization and the University of California, San Francisco (UCSF) Division of Geriatrics are partners in the research component of the project.

Barriers/Challenges:  

Government funding and reimbursement are not directed towards community-based care, and so the incentive to offer this service is applicable primarily to capitated systems and not to traditional fee-for-service providers. In addition, at this point in time, the Medicare Risk market is changing dramatically. Only time will tell how many HMOs will continue to offer a managed care Medicare product.

For more information

Amy Rassen, Associate Executive Director

Jewish Family and Children’s Services of San Francisco, the Peninsula, Marin and Sonoma Counties

1710 Scott Street

San Francisco, CA 94115

(415) 449-1219

arassen@jfcs.org
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Chapter 1:
The Growing Senior Population

Chapter Objectives:
 To Learn the Aging Demographics

 To Understand Why This Population Will Greatly Affect the Cost of Health Care

During the next two decades, the growth of the elderly population will be the primary driver of the long-term care market.  Fifty-five million people will be over the age 65.  Thirteen million will be over age 85 and will represent the highest potential users of healthcare services.  By and large, these are frail isolated older adults whose medical problems are compounded by resolvable social problems.
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Although most elderly persons are healthy, 7.3 million of them currently require long-term care.  As people age, their need for assistance with activities of daily living (ADLs) expands dramatically.  Almost 13% of seniors aged 65-74, and 46% of those 85 and older, need assistance with ADLs.  Of those over 85, 10% need assistance with four or more ADLs.
  As this elderly population base increases, the need for medical and social 
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support services increases as well.

[image: image3.wmf]Within the larger senior managed care population, a smaller subgroup generates most of the healthcare costs, with 20% of the seniors generating 87% of the costs, and 10% of the seniors generating 75% of the total costs.  The most expensive aspect of care by far occurs during hospitalizations.  Improved medical management has reduced the utilization of acute care hospitals.  In fact, bed days and the costs associated with bed days have decreased significantly.  However, even where good medical management is present, hospitalization may be avoided in 10% of cases by addressing reversible non-medical factors.  Early identification of at-risk seniors whose social problems have resulted in medical service utilization has a high likelihood of additionally reducing medical costs in a very substantial way.

At any given time, more than one-fifth of elderly people require some form of long-term care, usually in their own homes.  Most receive help from their families or friends, but many need to rely on community programs for all or part of the help they need.  Restraints of time, money or knowledge of resources often limit the amount and quality of care seniors receive.  Emergency response systems, home care, durable medical equipment, physical therapy, transportation to and from appointments, home delivered meals, companionship to lessen isolation, long-term care planning – locating and implementing such services can make the critical difference to seniors struggling to remain living independently.  

Chapter 2:
What Is an At-Risk Senior?

Chapter Objectives:
( To Understand the Definition of a Senior At-Risk and Its Connection to Frailty

In order to serve the rapidly growing population of seniors in need, it is necessary to understand how to identify people in need early.  Seniors most likely will not believe themselves to be “at-risk”.  Families and doctors may not immediately recognize a senior who may benefit from services.  In fact, elderly usually only begin receiving services after an incident or medical crisis has occurred.  This is why early identification is necessary in order to intervene before the situation is serious and potentially prevent medical and psycho-social problems.

It is necessary for the service organization and the referral sources to have a clear understanding of what constitutes an at-risk senior in order to make appropriate referrals.  “At-risk” seniors typically fall into one or more of the following categories:

· Isolation/Living alone compounded by age

· [image: image4.wmf]Frequent hospitalization, emergency room, ambulance utilization

· Risk of re-hospitalization

· Significant problems which could prolong a Length of Stay –including cognitive impairment, an aged spouse in the home

· Frequent physician office visits

· Dementia/Alzheimer’s

· Significant cognitive impairment

· Non-compliance with physician orders or medication orders

· Greater than 5 prescribed medications

· History of falls

· Unanticipated weight loss or weight gain

· Lack of motivation or symptoms of depression or other mental difficulties

· Chronic illnesses, such as CHF, CVA, diabetes, COPD, arthritis

· Pre-hospital planning for major surgery, such as elective orthopedic procedures

Seniors (At (Home case management has determined that the typical “at-risk” senior is over 75 and lacks an adequate support system to allow them to live in an independent manner. Of the population 75 and greater, it is expected that case management would be of cost and quality of life benefit to 6-8% of the population.  Therefore, early identification and referral to a case management program will benefit a great many seniors who wish to remain independent in their own homes. 
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Chapter 3:
Identifying At-Risk Seniors and 
Utilizing the GRP

Chapter Objectives:
( To Learn When to Refer to A Case Manager 

( To Learn How to Refer

( To Understand Why to Refer

“At-risk” seniors can be identified and referred by concerned physicians, nurses, friends, family members, neighbors or community members.  Anyone can refer someone in need.  However, the focus of Senior Care is to identify seniors early on utilizing trained medical staff.

[image: image6.wmf]To facilitate timely referrals of seniors in need, the program uniquely trains a member of physician’s front office staff as a Geriatric Resource Person.  The GRP is an office member who communicates with patients via the telephone and in the office.  Geriatric Resource Persons are chosen because they often have knowledge of a patient’s well-being.  GRPs notice if a patient: shows up in disarray, constantly forgets appointments, appears to be confused, or seems to be controlled by the person who brings them in to the office.  It is this Geriatric Resource Person who is trained to understand the special needs of the frail elderly so that they can successfully refer those in need for a home visit by a community-based social worker.  Geriatric Resource Persons are selected from support staff in primary care physician offices and recruited and trained by a Geriatric Nurse Specialist.  The Geriatric Resource Person will continue her regular office duties while allocating time as the human “communication link” among the primary care physicians, case managers and the seniors themselves.  

Geriatric Resource Persons require training by a Geriatric Nurse Specialist in six 90 minute classes.  The training teaches the skills needed to identify at-risk seniors and alert physicians to their concerns.  The training sessions emphasize knowledge, sensitivity and awareness of geriatric issues and recognition of the outward signs of frailty a patient may display in the office or community.  Upon completion of the training, Geriatric Resource Persons have the ability to describe the major normal changes of aging, define and better identify "at-risk" seniors, identify and describe the major indications of cognitive failure, and identify factors related to the bio-psychosocial needs of the elderly, including safety, rehabilitation and nutrition. (See Geriatric Resource and Training Guide)

Geriatric Resource Persons are also educated about support services available to assist seniors, and how to access these services through the contracting service agency case managers or via other community resources.  Ongoing quarterly education sessions are conducted for all Geriatric Resource Persons.  These sessions are one hour and a half long.  They involve case presentations, time for questions and answers and Geriatric Resource Person suggestions, and presentations by experts on specific medical topics, such as Alzheimer’s disease, urinary incontinence, and Parkinson’s disease.  Geriatric Resource Persons receive a $25.00 incentive to attend the sessions.  GRP newsletters are also mailed quarterly to alert GRPs as to news in the field of senior care and to maintain the communication link between the service agency and GRPs.

Chapter 4:
Managing Frailty With Case Management

Chapter Objectives:
( To Learn The Meaning of Case Management

( To Understand How Case Management Helps Temper Frailty

( To Learn the Process of Providing Case Management

Case Management As a Tool to Manage Frailty

Case management has become a common method to facilitate the way in which seniors access increasingly complex systems of healthcare and as a way to control hospital use.
  Seniors (At (Home’s case management is different from traditional case management because it is home-based, provided primarily by social workers and can be initiated prior to hospitalization or catastrophic event.  Case management has been operationally defined in many ways, depending on the setting and needs of the population.  This program’s operational definition is as follows:

Case management is a formal strategy that coordinates and facilitates access to services for frail elderly who need assistance in organizing and managing their care.  It is implemented by a social worker, in partnership with the physician, and includes a standardized process of intake, assessment, care planning, care plan implementation, monitoring, reassessment and discharge/termination.  The goal of case management is to aid physicians in their efforts to manage frailty and to help seniors maintain their independence and ability to remain in their home or community for as long as practical, and to avoid institutionalization.
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Referrals to the program can come from discharge planners, physicians or their office staff, family members, community members/organizations or the elder her/himself.  The service provider’s director reviews all referrals and assigns cases to social work staff based on the patient’s presenting problems.  Within 48 hours of contacting the patient, a staff member must visit the patient at home to assess his or her situation and need for assistance.  

Each individual will show need in her or his own way, and the following are simply a few examples of what has triggered past referrals to Seniors·At·Home  and how case management provided assistance. 

Presenting Facts
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Mrs. F. is a 90 year old female who lives alone who has recently begun to experience significant confusion and signs of dementia.  She is finding it difficult to maintain her home environment and has became increasingly unable to attend to her personal care needs.  In her confusion, she calls her physician’s office five to ten times a day; she also showed up in the ER with stomach complaints over the previous weekend.

How Case Management Helped

The in-home assessment by the Seniors (At( Home social work case manager confirmed that Mrs. F. was a frail elderly person at-risk of hospitalization and in need of assistance.  Her family on the east coast was contacted to begin planning for her future placement out of the home, if needed.  Through case management services, Mrs. F. agreed to the services of a home care attendant seven days a week as well as a visit by an OT to make sure her home was safe for her, including arranging DME for bathroom safety.  Mrs. F. continued to live at home and did not inappropriately access the ER over the next year.

Presenting Facts

Mrs. G. is a 77 year old female who lives alone in a third floor walk-up apartment.  She is unable to walk down the stairs, is not cooking or eating and says she feels depressed.  She is at-risk for malnutrition and dehydration, and has been unable to keep appointments for  office visits to her physician due to her level of frailty.

How Case Management Helped

S(A(H social work case manager immediately arranged for home care for Mrs. G., seven days a week, four hours a day, with instructions to the attendant to shop, cook and aid Mrs. G. with eating.  The case manager also helped Mrs. G. accept referrals for RN and PT evaluations, through VNH.  Counseling for her depression was initiated as were contacts with her family.  Mrs. G. increased her food intake, responded to medication for her depression and eventually moved in with a sister who lived in a nearby community.

Presenting Facts

Mr. P. is an 86 year old man who lives alone, and, according to his physician is diagnosed with chronic heart failure and Osteoarthritis.  His physician says that he “probably needs placement.”  Recently Mr. P lost the person closest to him – his granddaughter who was also his caregiver – when she moved to the East coast.

How Case Management Helped

The social work case manager assessed Mr. P. in his home and found an alert, but depressed older man with no cognitive impairment.  She arranged for DME to insure bathroom safety, referred him for a PT evaluation to increase his gait stability and strength.  She also secured a grant for an emergency response system and worked with IHSS to increase his hours of homecare.  Seniors(At(Home provided counseling regarding the loss of his granddaughter that ultimately enabled Mr. P. to resume participation in a community senior center.

Presenting Facts

Eighty-nine-year-old George L. shared his musical talents for many years at various senior centers and nursing homes, playing the piano and leading music groups for San Francisco elders.  His volunteer music-making and visiting were eagerly anticipated regular activities at two San Francisco Senior Centers.  Unfortunately, poor health now keeps him homebound. Despite his multiple medical problems, Mr. L. has managed to remain living in his own beloved San Francisco home.  However, he can no longer safely manage the stairs from the ground floor up to the main level of the house.

How Case Management Helped
Seniors (At (Home arranged for a volunteer to install a shower in the lower level bathroom for Mr. L.’s daily use, but Mr. L., on a very limited retirement income, was not able to pay the $216 cost of the shower materials.  Knowing of Mr. L.’s years of providing volunteer services for others, his care manager immediately requested assistance from the San Francisco Family Foundation’s special fund to cover these costs.  The volunteer was able to purchase the necessary materials and install the shower.  Mr. L. is now securely settled in his ground floor quarters, greatly relieved to be able to attend to his daily needs while still remaining living independently in his own home.

Presenting Facts

During his seventy years, Joe R. served as a foster parent, assisted at neighborhood school and church activities, and volunteered at the Catholic seminary in San Francisco.  Recently he became terminally ill.  Because he was bed-bound and dependent, his wife was no longer able to manage all the care he needed.  

How Case Management Helped
To provide short-term care for Mr. R. and respite services for his wife, Mr. R.’s care manager requested a $40 grant from San Francisco Family Foundation funds to provide caregiver services.  This support enabled Mr. R. to remain at home, and ensured the safety and comfort of him and his wife.

Presenting Facts
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Robert M. has a long history of volunteering and advocating for seniors in San Francisco.  He helped his church develop a Senior Center and served on the Advisory Council to the Commission on Aging.  Despite his weakened condition, he still attends the Senior Center, with the goal of assisting less fortunate elders.  Now 90 years old, Mr. M. lives with his wife and the teenage granddaughter whom they have raised.  His health has been declining and his wife is overwhelmed with caregiving responsibilities and severe financial problems.  

How Case Management Helped 

The case manager applied for and received a $200 grant from the San Francisco Family Foundation.  Mr. and Mrs. M. have been able to receive four hours a week of home care to help them through this difficult period.  This badly-needed home care assistance that has been a lifesaver to both of them.

At the home visit, professional social work staff must complete a detailed assessment, including Risk Factor Identification and a Mini Mental Status Exam.  In addition, a Health Status Assessment form is completed, documenting the limitations of ADLs and IADLs.  Releases of information are obtained at the initial visit in order to coordinate care with physicians, other involved professionals and the older adult's normal support system.  Case managers also consult with family members as appropriate to ensure that they get support to cope with the problems presented by their elderly relatives.  Social supports are identified and coupled with formal resources as part of the care plan.  Once the patient has been assessed, the case manager will contact the physician and/or referral source to discuss the results of the visit.  A summary of the Risk Factor Identification form that apprises the primary care physician of problems identified and interventions recommended is faxed to the physician’s office for the patient’s chart.

Following the home assessment, development of a written care plan, and determination of level of care, care coordination begins.  Patients are visited at home and receive ongoing telephone contact until their situation is stabilized and the case manager and physician feel that the patient’s frailty is being managed appropriately.  As noted above, the case manager arranges necessary resources, including home care, transportation, meals, therapy, emergency response system, respite, and nutrition services.  Frequently, bill paying or volunteer services are also part of the care plan.  Care plans are fluid and staff is trained to address changing needs as they occur.  The intensity and duration of the case management intervention (frequency of home visits and telephone contacts) is dependent on the level of care deemed appropriate.  

Cases are reviewed weekly in individual supervision and bi-weekly in a group session by the team of case managers.  Support is provided to case managers through regular supervision, off-site trainings, consultation with geriatric specialists, and, most importantly, through opportunities to share and learn from one another.

In summary, working with the service involves the following activities:

· Case finding or screening by the primary care practitioner, medical staff or community representatives to identify seniors who are at-risk.

· Comprehensive assessment by professional staff in the patient’s home to determine non-medical and psycho-social needs of the patient.

· Care planning to decide how best to meet assessed needs.

· [image: image12.wmf]Implementation of the plan by utilizing the vast network of services available through Seniors(At(Home and resources in the community at large.

The service provider utilizes the following Health Status Assessment form, Assessment and Evaluation form, Mini-Mental Exam and Risk Factor form to determine the to insure a complete evaluation of the home, social supports and social, cognitive, physical and functional capacities (ADLs and IADLs) of seniors:   

HEALTH STATUS ASSESSMENT







Seniors(At(Home

A division of Jewish Family and Children’s Services
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CLIENT NAME


DOB
                  AGE

ID#


DATE


PCP



DATE REFRD.
CASE MNGR.
PHONE #.

                   DATE OF HOME VISIT


	1.  ADL’S
	2.  IADL’S
	COGNITIVE /EMOTIONAL STATUS

	Rate from 1-4: 1=independent; 2=minimal assistance; 

3=moderate assistance; or 4=total dependent 

(because of health problems)
	9.  ___  Feels downhearted or blue (Rate 1-4)

1. Never
3.Most of the time

2. Some of the time
4.All of the time

	
___a. Walking across the room

___b. Getting out of a chair/bed

___c. Dressing

___d. Bathing or showering

___e. Using the bathroom

___f. Feeding
	___a. Using telephone

___b. Light housework

___c. Taking medications

___d. Using transportation

___e. Running errands

___f. Preparing meals

___g. Grocery shopping

___h. Paying bills or doing

paperwork

___i. Walking 2-3 blocks

___j. Walking up steps

___k. Lifting / carrying
	10. ___  Anxiety in last month (Rate 1-4)

1. None
3. Some

2. A little
4. A lot

11. ___  Lacks cognitive orientation (Yes = 1; No = 0)

a. Date ___       b. Place ___       c. Person ___

12. ___ Impaired judgement (Yes = 1; No = 0)

13. ___ Memory problems in past month (Yes = 1; No = 0)

a. Short term ___ 
b. Long term ___

14. ___ Mental illness – acute or chronic (Rate 0-2)

(Yes = 1; No = 0; Evaluation = 2)

15. ___ Sleep problems (Yes = 1; No = 0)

16. ___ Suffered losses in past year (Yes = 1; No = 0)

a. Death ____
e. Move  ___

b. Separation ___


c. Divorce ___

d. Retirement ___

	3.  ADL’S
	4.  IADL’S
	HEALTH STATUS

	Unmet needs for formal or informal care and /or equipment

(Yes=1; No=0)
	

	___a. Walking across the room

___b. Getting out of a chair/bed

___c. Dressing

___d. Bathing or showering

___e. Using the bathroom

___f. Feeding
	___a. Using telephone

___b. Light housework

___c. Taking medications

___d. Using transportation

___e. Running errands

___f. Preparing meals

___g. Grocery shopping

___h. Paying bills or

___i. Walking 2-3 blocks

___j. Walking up steps

___k. Lifting / carrying
	17. ___ Health condition (Self report) (Rate 1-4)

1. Excellent  2. Good  3. Fair  4. Poor

For the following: Yes = 1; No = 0

18. ___ Drinks 2 or more drinks per day

19. ___ Nutrition problems

20. ___ Fell 1 or more times within the past month

21. ___ Physical environment unsafe?

22. ___ Needs DME equipment

23. ___ Vision problem unaddressed

24. ___ Hearing problem unaddressed

25. ___ Abnormal + or – of 10 or more pounds

26. ___ Dental problem unaddressed

27. ___ Podiatry services unaddressed

28. ___ Urine problems unaddressed

29. ___ Bowel problems unaddressed 



	SOCIAL AND LIVING SITUATIONS
	

	5. LIVING ARRANGEMENT
	8. SOCIAL SUPPORT 

SYSTEM
	

	Rate 1-3

1. Spouse/partner

2. Others

3. Alone
	Rate 0-2

0. Adequate

1. Has some support

2. Inadequate support
	30. ___ Total number of prescription medications

taken regularly

31. ___ Total number of non-prescription medications

taken regularly 

DPOAHC    Yes _______     No ________

	6. SOCIALLY ISOLATED
	
	

	___ 
Yes = 1; No = 0


	
	

	SUMMARY OF EACH AREA:
	ADL & IADL                                       SOCIAL                       COGNITIVE

HEALTH


Assessment and Evaluation 

(used in conjunction with Health Status Assessment)

· New
(  Reopened

(  Transferred

Date of Assessment:
Date of Reassessment:


1. Identification
Name:

SS#:


Address:

Phone:


Marital Status:
Lives with:


Birth Place:

Year Immigrated:


Male:
(
Female:
(

Native Language:


Religion:

Ethnicity:


2.  Health Care Coverage
Medicare #:

Medi-Cal #:


Other Insurance:


3. Emergency Contact
Name:

Relationship:


Address:

Phone:


Emergency Response System in place?
( Yes
( No


Name: of ERS:


Respondent and Relationship:
Phone:


4. Social Supports

Names
Relationship
Location/Phone

Family:


Nearest Available Person & Phone:


Building Manager Name:


Pets:


5. Legal Planning
POA Health:
( Yes
( No
Agent & Phone:


POA Finance:
( Yes
( No
Agent & Phone:


DPA:
( Yes
( No
Agent & Phone:


Conservator:
( Yes
( No
Agent & Phone:


Will:
( Yes
( No
Location of valuable papers:


Attorney:


Accountant:


Does the client have burial plans?
( Yes
( No
Are they prepaid?
( Yes
( No

Specify:


6. Financial
Income:
Soc Sec:

SSI:

Pension:

Other:



Expenses:
Rent:

Food:

Medical:

Other:



Assets:
Debts:


Anyone currently assisting with money management?
( Yes
( No


Name
Phone:


7. Medical Resources
Referring physician:

Phone:


Address:

Last Visit:


Is this the primary physician?
( Yes
( No
If no, please fill out next part
Primary physician:

Phone:


Address:

Last Visit:


Hospital:


Other physicians (name/phone):


8. Other Agencies Involved

Contact Person
Agency

Phone

10.  Active Medical Conditions
Comments

11.  Mental Health History

Psychiatrist:

Phone:


Therapist:

Phone:



Diagnosis:


12.  Hospitalizations/Place/Dates
Reason

13.  Medications (prescribed and OTC)


Type
Physician
Date Prescribed
Date DC’d

Use Mediset?
( Yes
( No
Who Fills?
Phone:


Problem with Meds:


14.  Developmental History
Childhood traumas/illness:


Education:


Work History:


Veteran?
( Yes
( No


Migrations:


Marital History:


Children/Pregnancies/losses:


Adult traumas:


15.  Sensory/Dental

Good
Fair
Poor

Vision
(
(
(
Glasses?
( Yes
( No

Hearing
(
(
(
Hearing Aid? (    Bi-lat? (
Dentures?
( Yes
( No
Dentist:
Phone:


Client’s description of smell:


Foot care/condition:


Podiatrist:
Phone:


16.  Nutrition (also see nutrition assessment)

Good
Fair
Poor

Appetite
(
(
(


Special Diet:


Allergies:


Unintended weight loss/gain:


Meals on Wheels?
( Yes
( No
Frequency:



Comments:


17.  Tobacco Use
Past?
( Yes
( No

Current?
( Yes
( No
Amounts:



18.  Alcohol/Drug Use

Type of Alcohol/Drug
Amount
History


Comments:


19.  DME/Assistive Devices Currently Used (note if added during case management and date):



20.  Safety
Home/environment:


Stairs:  ( inside   ( outside
Number:


Hazards (e.g. rugs, wires):



History of Falls:


21.  Evaluation of Abuse Potential
Physical signs/symptoms:


Emotional signs:


Financial:


Reports by others:


APS Report filed:
( Yes
( No 
If yes, date:


22.  Social Activities
Work, Volunteer position:


Church/Synagogue:


Senior Center/ Meal Site:


Interests/Other:


23.  Mental Status Assessment

Cognitive functioning (if indicated, see MMSE)

Oriented to Time:
( Yes
( No

Oriented to Place:
( Yes
( No

Oriented to Person:
( Yes
( No

Oriented to Situation:
( Yes
( No

Memory ST
Good
Fair
Poor
(Please circle)

Memory LT
Good
Fair
Poor

Comprehension
Good
Fair
Poor

Judgment
Good
Fair
Poor

MMSE administered?
( Yes
( No
If yes, date:





Score:

Mental/emotional functioning (if indicated, see GDS)
Mood:


Appetite:


Sleep patterns:


Energy level:


Concentration:


Interest in usual activities:


Motivation:


GDS administered:
( Yes
( No
If yes, date:


Behavioral manifestations
Anxiety/fearfulness:


Sadness/tearfulness:


Paranoia:


Hallucinations:
audio:
visual:
olfactory:


Combative:


Speech patterns:
rate:
volume:


Other behaviors:


Suicidal Assessment (if indicated)
Ideation:


Plan:


Intent:
Means:


History of previous attempts:


24.  Recent Losses or Stressors (circle if applies and specify)
Health Changes:


Sensory Losses:


Deaths or Serious Illnesses:


Accidents:


Financial Stress:


Other:


Additional information:


Mini Mental State Examination

Client: _________________

Date:      ____________________


By:         ____________________

Add points for each correct response

	Orientation
	

	1.
What is the:
	

	
Year
	1

	
Season
	1

	
Date
	1

	
Day
	1

	
Month
	1

	
	

	2.
Where are we:
	

	
State
	1

	
County
	1

	
Town or City
	1

	
Hospital
	1

	
Floor
	1

	Registration
	

	3.
Name three objects, taking one second to say each.  Then ask the patient all three after you have said them.  Give one point for each correct answer.  Repeat the answers until patient learns all three.  
	3

	Attention and Calculation
	

	4.
Serial sevens.  Give one point for each correct answer.  Stop after five answers.  Alternate: Spell WORLD backwards.
	5

	Recall
	

	5.
Ask for names of three objects learned in Question 3.  Give one point for each correct answer.  
	3

	Language
	

	6.
Point to a pencil and a watch.  Have the patient name them as you point.
	2

	7.
Have the patient repeat, “no ifs, ands or buts.”
	1

	8.
Have the patient follow a three page command:
“TAKE A PAPER IN YOUR RIGHT HAND.  FOLD THE PAPER IN HALF.  PUT THE PAPER ON THE FLOOR.”
	3

	9.
Have the patient read and obey the following: 
CLOSE YOUR EYES (see attached)
	1

	10.
Have the patient write a sentence of his/her choice.  (The sentence should contain subject and object and should make sense.  Ignore spelling errors when scoring.)
	1

	11.
Ask the patient to copy this design.  (Give one point if all sides and angles are preserved and if the intersecting sides form a quadrangle.)  
	1

	
	

	Total
	30


Client:___________________

Date:____________________

Close Your 

Eyes

RISK FACTOR IDENTIFICATION

Name:
_____________________________________

Case Management:

Date opened:  _______________________________

Level:  Low

(
Client #:  ___________________________________


Moderate
(
Referral Source:  _____________________________


High

(










Homeless
(










Info. Only
(

Referral Only
(
Additional information:  _________________________________________________________________

_____________________________________________________________________________________

Please use this checklist as a guide to determine eligibility for case management in conjunction with the Intake/Assessment Form; information chocked form.

(  1.
Moderate to severe impairment of mental status

(  2.
Moderate to severe impairment of physical health

(  3.
Assistance needed with ADL/IADL - list needs

(  4.
Limited informal support system

(  5.
Isolation

(  6.
Potential abuse/neglect/financial exploitation

(  7.
Substance abuse/alcoholism

(  8.
Recent significant loss or losses


Specify:  _______________________________________________________________________

Date:  _________________________________________________________________________

(  9.  
Recent forced move



Specify:  _______________________________________________________________________

Date:  _________________________________________________________________________

(  10. 
Homeless

(  11. 
Inability to manage money, legal and/or business affairs

(  12. 
Language barrier (accessing services, information, emergency

(  13.
No/Limited family contact

(  14. 
Financial status

(  Fixed income

(  No income

When Reassessing:

(  15. 
Difficulty showing up for appointments

(  16 
Difficulty following up on Case Management plans

Comments:  __________________________________________________________________________

Low: 1-3 Risk Factors

Moderate: 3-5

High: 4+ Risk Factors

Chapter 5:
Levels of Care

Chapter Objective:
( To Connect Protocols with Service Provision

It is necessary to follow the established protocols for assessing risk factors and thus determine the level -- intensity and duration -- of case management services needed to achieve goals that have been agreed upon with seniors and their families or that must be achieved for safety reasons.  As described in the previous chapter, several forms are utilized to determine the status of the senior and thus determine the level of care needed.  The level of care must be fluid; it changes as the needs and status of the senior change.  The following are the levels of care seniors may require:

	Intervention
	Activities
	Time Frame
	# of ADL's and
IADL's Identified
	
Support System
	Cognitive
Functioning
	Mini Mental
Status Exam
	Risk Factors
	Action

	Assessment
	Home visit
within 48 hours of call to patient
	Within 2 days of referral
	N/A
	N/A
	N/A
	Score
assigned
	N/A
	Recommend 
service level as indicated; provide information and solve simple problems

	Low Risk
Case Management
	Up to 3 home visits and calls to the patient, physician and referral source; written report to the physician
	60 days
	Up to 4
ADLs and/or IADLs
	Patient is capable of being responsible
or responsible party fully available
	Able to follow
directions
	25-30
	2 or less
	Provide education and support to the patient; provide resources as indicated in the care plan.

	Moderate Risk
Case Management
	Up to 5 home visits and calls to the patient, physician and referral source; written report to the physician
	90 days
	More than 4
ADLs and/or IADLs
	Inadequate social supports due to caregiver stress or lack of responsible party
	Moderate cognitive impairment
	15-24
	3-5
	Provide education and support to the family; provide resources as indicated in the care plan.

	High Risk
Case Management
	Up to 10 home visits and calls to the patient, physician and referral source; written report to the physician
	120 days
	More than 4
ADLs and/or IADLs
	Inadequate social supports due to caregiver stress or lack of responsible party
	Severe cognitive or emotional impairment
	Less than 15
	Over 5
	Provide education and support to the family; provide resources as indicated in the care plan

	Monitoring for Chronic
High Risk Patients
	Monthly home visits; weekly calls to patient; calls to the physician and referral source; written report to the physician
	180 days
	More than 6
ADLs and/or IADLs
	Inadequate social supports due to caregiver stress or lack of responsible party
	Unstable home situation
	Less than 24
	3 or more
	Provide continual monitoring for change in conditions and assistance as indicated

	Reassessment
	Home visit; written report to the physician
	Contacted within
two days of referral
	N/A
	N/A
	N/A
	Score
assigned
	N/A
	Repeat initial psycho-social assessment; review base line; recommend service level


LEVELS     OF     CARE

Chapter 6:
Outcomes Tracking

Chapter Objective:

( To Learn How To Track Cases
 
From Initial Assessment to Closing

A Health Status Assessment is done at the initial visit and upon the close of the case to measure the success of the intervention. 


Elements that are measured that Seniors·At·Home  can affect are:

· Unmet Activities of Daily Living

· Unmet Independent Activities of Daily Living

· Inadequate Social supports

· Emotional status

· Unaddressed Health issues

· Lack of a health care Power of Attorney

These elements are to be given weighted scores, and a comparison made between the scores at the start of the intervention and at the close of care.

Seniors(At(Home has developed a unique Access-based program that is designed to give real time reporting on the day-to-day operational aspects of the program and to track patient outcomes resulting from the social work intervention.  All patients are registered in the database.  Standard patient demographics as well as physician, diagnosis and results of the Health Status Assessment performed at the time of the initial home visit are stored in the database.  Patients’ ADL and IADL statuses are recorded prior to implementation of service and at the time of closure; comparisons are easily made and the effects of the interventions are noted.  In addition, the database also functions as a “time and billing” program, tracking time spent by staff in carrying out the activities of the care plan.

A relational database that tracks demographic information, risk factors, medical diagnoses, intervention levels and services provided, including reports that help providers better understand which services provided is necessary to tracking the needs of patients. Information in the database is readily available to the staff. Seniors(At(Home’s tracking system generates the following reports:

· Client Care Summary 

· Active, Pending or Closed Clients 

· Closed Clients with MD

· Health Status Assessment Totals Per Client 

· Health Status Assessment Statistics/ Change between Open and Closed/Diagnosis

· Case Manager Hours by Client 

· Case Manager Hours by Level

· Case Manager Hours by Week

· Case Manager Time Sheet

· Referrals by Referral Source 

· Itemization of Services Provided 

Chapter 7:
The Evaluation Process

Chapter Objectives:
( To Understand Why Evaluation Is Necessary

( To Learn Successful Methods of Program Evaluation 

In a diverse community with a constantly changing population, continuous evaluation as to the necessity and efficacy of the services provided is imperative.   Measuring the program’s success at meeting objectives is only one part of evaluation.  Seniors(At(Home also must address the changing needs of the population and alter the services accordingly.  

Initial results of a Robert Wood Johnson study of the SeniorCare program indicated that the program may reduce costs for seniors enrolled in Medicare risk programs.  Surveys of patients and physicians participating also indicated substantial satisfaction with the program.  

Assessing the success of the program and the satisfaction of the clients is necessary to insure that the needs of the clients are being met.  Both four weeks after service is initiated and at the case closing patients and/or their caregivers need to be surveyed by telephone regarding their satisfaction with the services.  Telephone surveys should be used instead of mailed surveys to insure the greatest response.

In addition, an anonymous satisfaction survey for physicians who refer to the program should be mailed annually.  Collection of this survey allows the organization to assess physician’s level of understanding and their impression of the usefulness of case management services provided to their clients.  

As noted above, evaluation of services is an ongoing process.  All open cases are subject to weekly supervision, regular case conferences and quarterly review.  Staff are involved in making alternative arrangements if senior clients become unable to remain living independently.  Once cases are closed, the management information system tracks behavioral objectives set with clients against "goals met."  Outcomes are also monitored through a Client Satisfaction Questionnaire mailed to clients within one month of case closure and to open cases as indicated.   The following are the surveys to be distributed directly and utilized in the assessment and evaluation process:

Survey of Patient Satisfaction

with Seniors·At·Home 

	
	
	Satisfied
	Partly Satisfied/Partly Dissatisfied
	Dissatisfied
	Don’t Know/No Opinion

	
	
	
	
	
	

	1.
	How satisfied were you with the services provided by (insert name) your Seniors(At(Home Social Worker?
	1
	2
	3
	4

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	Very Helpful
	Somewhat Helpful
	Not Very Helpful
	Don’t Know/No Opinion

	
	
	
	
	
	

	2.
	Overall, to what extent do you find (insert name of Seniors·At·Home  Social Worker), to have been helpful?
	1
	2
	3
	4

	
	
	
	
	
	

	
	
	
	
	
	

	3.
	What has been the most helpful thing that (insert name of Seniors·At·Home  Social Worker) assisted you with?



	
	
	
	
	
	

	
	
	Yes
	No
	Don’t Know/No Opinion
	

	
	
	
	
	
	

	4.
	Do you find the services helpful in keeping you at home and out of the hospital?
	1
	2
	3
	

	
	
	
	
	
	

	
	Do you find the services helpful for creating a feeling of safety and security at home?
	1
	2
	3
	

	
	
	
	
	
	

	
	Do you find the services helpful in knowing you have someone to call if you have a problem?
	1
	2
	3
	

	
	
	
	
	
	

	
	Will you call if you need help?
	1
	2
	3
	

	
	
	
	
	
	

	5.
	Have these services helped you to prevent any medical crisis?  
	1
	2
	3
	

	
	What makes you think this?


	
	
	
	

	
	
	Yes
	No
	Don’t Know/No Opinion
	

	
	
	
	
	
	

	6a.
	Have you used the services of other agencies in the past?
	1
	2
	3
	

	
	
	
	
	
	

	
	
	Better
	Same
	Worse
	Don’t Know/No Opinion

	
	
	
	
	
	

	6b.
	How do our services compare?
	1
	2
	3
	4

	
	
	
	
	
	

	
	
	Yes
	No
	Don’t Know/No Opinion
	

	
	
	
	
	
	

	7.
	Are you pleased that your doctor made this help available to you?
	1
	2
	3
	

	
	
	
	
	
	

	
	Are you pleased that your Health Plan offers Seniors·At·Home  service?
	1
	2
	3
	

	
	
	Yes
	No
	Don’t Know/No Opinion
	

	8.
	Would you recommend (insert name) and the Seniors·At·Home  service to a friend?
	1
	2
	3
	

	9.
	What did/do you like most about the services you receive?


	
	PHYSICIAN SATISFACTION SURVEY

Seniors·At·Home 

Seniors·At·Home is a program offering outpatient social work assessment and case management for geriatric patients.  Your practice has referred patients to the program. We would like to assess your satisfaction with the program and it's communication to you, as well as to solicit your input for any changes or modifications that you feel would be helpful.


	

	
	
	
	Strongly 

Agree
	Agree
	Disagree
	Strongly

Disagree
	

	1.
	The Seniors·At·Home program assists me in managing my senior patients.


	
	
	 
	 
	
	

	
	
	
	
	 
	 
	
	

	2.
	I am familiar with the "Health Status Assessment Form" that is faxed to my office.
	
	
	 
	 
	
	

	
	
	
	
	 
	 
	
	

	3.
	The "Health Status Assessment Form" assists me in managing the care of my senior patients.
	
	
	 
	 
	
	

	
	
	
	
	 
	 
	
	

	4.
	I am familiar with the "Closing Form" that was faxed to my office.
	
	
	 
	 
	
	

	
	
	
	
	 
	 
	
	

	5.
	The "Closing Form" provides me with useful information in managing the care/oversight of my patients.
	
	
	 
	 
	
	

	6.
	Seniors·At·Home  staff is knowledgeable, accessible and efficient.


	
	
	 
	 
	
	

	
	
	
	
	 
	 
	
	

	7.
	I would like Seniors·At·Home  to continue providing community-based social work case management to my senior patients.


	
	
	 
	 
	
	

	8.
	Do you have any suggestions or comments for improving Geriatric Programs or Seniors·At·Home  services to your patients?
	


Chapter 8:
Collaborative Intervention

Chapter Objectives:
( To Learn How the Comprehensive Collaboration Functions

( To Understand the Effects of Intervention 

SeniorCare relies on the combination of referral of at-risk patients by Geriatric Resource Persons and the comprehensive case management.  Once at-risk patients are identified, social workers intervene to provide the necessary services and support to keep the senior independent and safe in her/his home.

The process of patient identification, referral, authorization, outcome tracking and payment has followed the pattern of Medicare HMO reimbursement.  Where hospitals, medical groups and HMO’s together share risk, the operational responsibility of the program traditionally lays with the medical group who is usually delegated the responsibility of medical management, including utilization management, quality assurance, service authorizations, and payment. As these risk agreements have declined in California, the operational responsibility has shifted to the HMO themselves as they reassume the role of medical management of their enrollees. 

The process of patient identification has also shifted, adding new elements.  Early Identification is the program goal, and this can be done either through the GRPs, the physicians, the hospital discharge staff, or through data searches by either the medical group or the HMO’s looking to identify enrollees with medical utilization patterns that indicate social work intervention would be of assistance.   

Identifiers of patients in need of social work assistance can then be used as critical indicators for new enrollees or those who begin to show similar medical service utilization patterns.  In a SeniorCare study, a significant decrease in costs of medical services prior to the program’s intervention and after show the financial benefit of the intervention.

In addition, SeniorCare is beneficial to the process of evaluating services.  Working with medical groups allows the collection of client health and cost data prior to the intervention (initial assessment and case management) and continuous data collection throughout the intervention and closure of the case.  The data is turned over to the third collaborator, the unbiased research branch, to examine and analyze the data.  This collaboration allows the program unique access to comprehensive client data that can be utilized to determine efficacy of the service provided and potential service gaps.

Chapter 9:
Adaptability

Chapter Objectives:
( To Understand The Flexibility of the Program

( To Learn When the Program will Suit Your Organization

Seniors (At (Home is self-sustaining.  Medical groups/IPAs/HMOs – whoever carries the financial risk – contracts with Seniors (At (Home for case management.  Services are purchased on a case rate basis, and expenditures are made based on authorized levels of care.  Case rates need to be kept modest to allow for the greatest participation by the medical groups without concern for the impact on their declining capitated dollars.  The medical groups also bear the cost of training and supporting the physicians’ front office staff, something they believe adds value to their members’ practices.

This model of intervention is offered “as is” to seniors enrolled in all Medicare risk programs.  The case management intervention strategies and methods are the same for each Medical Group of HMO contract; methods of communication, forms, materials, and outcome reports are tailored to the needs of each payor.  These other entities are interested in this model because it helps them to manage their financial risk and quality of life frail elderly in their care.  

Service providers, like Seniors(At(Home, may also want to provide the same service to fee-for-service Medicare recipients upon request.  Many physicians have said they wished the service were available to all their patients.


Seniors(At(Home case management has already had great success with this program.  They received the 1999 "Managed Care and Aging: Recognizing Innovation and Quality” award from the American Society on Aging, a competition honoring excellent managed care programs for seniors.   

Chapter 10:
Research Results and in process

Chapter Objectives:
( To use research results and research in process to plan for the future

I. Pilot Study: The Effect of Case Management on the Costs of Health Care

for Enrollees in Medicare HMOs (published in the Journal of the American Geriatric Society, August, 2000)
Abstract: 

· Objective: to measure the effects of case management on an older population’s costs of health care.

· Design: one-year randomized controlled trial

· Setting: multiple sites of primary care in San Francisco, California.

· Participants: patients age 65 or older of primary care physicians in a large provider organization that bore financial risk for their care (n=6,409).

· Intervention: screening for high risk and provision of social-work based case management to frail elders by a community-based agency, Seniors·At·Home , a division of Jewish Family and Children’s Services of San Francisco, the Peninsula, Marin and Sonoma Counties. Services were provided at home and involved seniors’ formal and informal networks.

· Outcome measures: volume and cost of hospital, physician, case management and other health-related services.

Results: 

The experimental group used more case management services than the control group (0.09 vs. 0.02 months per person, p < 0.001).  The experimental groups’ average total payments for health care were lower ($3,148 versus $3,277, p = 0.40) by $100.

Conclusion:
This study showed that providing case management to frail elders saved $100 per participant and is at least cost neutral. Given the satisfaction level of participants and the cost savings, it is therefore of benefit to enrollees, physicians and health plans.  It should also be noted that the results show no statistically significant evidence that social-work oriented case management reduces the use or the cost of health care for high-risk older people. 

II. Study in Process

A second study is being conducted by UCSF Division of Geriatrics in collaboration with Brown and Toland Physician Services Organization and Seniors(At(Home to evaluate the impact of the model described within this manual on costs, patient and physician satisfaction, patient health care outcomes and the unique components of social work based case management and training of front office staff.  

The research is a randomized control trial with12 matched pairs of primary care practices. The sample consists of 1,487 community dwelling seniors enrolled in Medicare-risk products. Two groups of subject are identified: high risk (N=848) with the comprehensive questionnaire and low risk (N= 639) with the brief version of the questionnaire. D 

We hope to determine the following:

(
Effects of SeniorCare on comprehensive health outcomes

(
Effects of SeniorCare on satisfaction of patients and providers, including enrollment and disenrollment rates

(
Role of Geriatric Resource Person (front office staff)

(
Role of Seniors(At(Home and relationship between case management and medical care costs and patient outcomes

(
Effects of the model on utilization 
Results will be available in late 2001.
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�By the year 2030, there will be about 70 million older persons, more than twice their number in 1995.�
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�80% of seniors’


injuries
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result from falls.
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According to the American Association of Retired Persons, 85% of seniors want to live independently in their own homes for as long as possible.
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13% of seniors aged 65-74, �and 46% of�those  85 �and older, need assistance with ADLs.  Of those over 85, 10% need assistance with four or more ADLs.





�Only 5% of all seniors live in nursing homes!
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An estimated 449,924 elderly persons, aged 60 and over, experienced abuse and/or neglect in 1996.








Between 1994 and 1999, prices          for the �top 50


drugs�seniors�use jumped 25.2%.





According to the Alzheimer's Association, the number of Americans with Alzheimer's


disease will more than quadruple in the next 50 years.




















PICTURE





Age is opportunity no less


Than youth itself, though in another dress,


And as the evening twilight fades away


The sky is filled with stars, invisible by day
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