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BACKGROUND

®m Non-medical (social needs)

= Access to health care

= Access to medication

= Mental / behavioral health services

= Transportation, etc.
m Patients see primary care physicians (PCPs) when non-medical needs

turn into physical needs

= Yet, most PCPs not confident in addressing their needs (RWJF - “Blind side” study)

®m Chronic conditions open door for more psychosocial issues, as well

(Commonwealth Fund - Health Care in America project)

People with serious illness experience distress over and above
the physical symptoms of their specific condition

62% 48% 32%

feel anxious, have emotional or reported feeling left out,
confused, or psychological problems lacking in companionship.
helpless caused by their condition or isolated from others
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MOVING TOWARD A MEDICAL HOME MODEL

m Patient-Centered Medical Home (PCMH): A model of
comprehensive & coordinated primary care

= Various accreditation bodies (e.g. NCQA, JCAHO, HRSA), varying levels
of recognition

m Key functions and attributes:
= Enhanced access & continuity

ldentify & manage patient populations

Plan & manage care

Provide self-care support & community resources

Track & coordinate care

Measure & improve performance
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AN OPPORTUNITY TO CONTRIBUTE

m Social workers can help primary care be more comprehensive,
patient-centered, and effective by addressing barriers to
health, such as:

= Personal choices in everyday life

Social isolation, family structure/issues, caregiver needs

Environment - home safety, neighborhood

Economics - affordability, access

Gaps in care due to fragmentation or complex systems to navigate

Self-management and health literacy challenges

m Social workers addressing these barriers can also help PCMHs
meet their requirements

The A’i‘“s Model



AIMS: AN INTERPROFESSIONAL MODEL

m Care management model integrated into primary and specialty
care clinics

m Delivered by master’s level social workers

> > Engagement >

> Assessment and Care Plan >

> Case Management >
> Goal Attainment >

v

> Ongoing care as needed >
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COMPLEX SKILLS SOCIAL WORKERS USE

THROUGHOUT CARE MANAGEMENT

Assessment

* Biopsychosocial-spiritual assessment
* Mental health diagnosis
*Triage

Intervention

* Problem-solving

* Psychoeducation
* Crisis intervention
* Harm reduction

* Behavioral and psychotherapeutic interventions
(more details next slide)

Evaluation

e Evaluate and document health outcomes
* Administer validated measures to assess progress

Source: Rowe, Rizzo, Guthrie, Vail, Kang, Golden (2018)

Health risk assessment
Health literacy assessment

Interprofessional communication /
collaboration

Patient-centered care planning

System navigation / community referrals

Assess goal achievement
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TYPES OF BEHAVIORAL AND PSYCHOTHERAPEUTIC

INTERVENTIONS

Cognitive behavior therapy

* Reframing, behavioral activation

Acceptance and commitment therapy

* Cognitive diffusion, values assessment, mindfulness

Relational / psychodynamic

* Use of self/countertransference

Dialectical behavioral therapy

* Distress tolerance, emotional regulation, mindfulness

Motivational Interviewing

* Reflection, developing discrepancy, exploring ambivalence

Source: Rowe, Rizzo, Guthrie, Vail, Kang, Golden (2018) The JARIMS Model



OTHER SOCIAL WORK CONTRIBUTIONS

® Framework for working with m Reframing non-compliance

patients = Getting to the root cause

® Person in environment

perspective = Advocating for patient

= Cultural humility perspective to care team

= Trauma-informed approach = Ensuring patients’ preferences,

= Recognition of stages of change goals, and support needs are
taken into account

m Fngaging challenging patients

in their care m Building external partnerships
= Psychoeducation and = Strengthening networks of
motivational interviewing services and supports for
patients

The A’i‘“s Model



AIMS RETROSPECTIVE UTILIZATION STUDY

m AIMS patients served between March 2010 and February 2014
(n=640)
= Age: 60 and older

= Referral from one of 16 primary care provider clinics within the Rush
network of doctors

m Utilization in following metrics at 6 months post-AIMS
intervention (Triple Aim Arm: Lower Cost)
= Hospital admission rates: Number of times
= 30-day readmission rates: Number of times
= Emergency department usage: Number of times
m Compared AIMS rates with Rush general and older adult
general population rates
= Based on EMR records, AIMS SW case notes, literature
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SAMPLE (N = 640)

Age
Female
Male

Race/Ethnicity
White
African American
Hispanic

Payer
Medicare
Commercial/Private
Medicaid
Duals

Cognitive Status

Functional Status
ADL Impairments
IADL Impairments

72.8 (8.6)
399 (62.3%)
241 (37.7%)

255 (39.8%)
238 (37.2%)
110 (17.2%)

374 (59.1%)
200 (31.3%)
30 (4.7%)

8 (1.3%

136 (21.2%)

The J¢ “s Model



FINDINGS - AIMS PARTICIPANTS, WITHIN 6

MONTHS OF INTERVENTION (N = 640)

Hospital Admission 599 0-12 0.51
SUREY 581 0-7 0.15
Readmissions

ED Visits 599 0-5 0.10

The A “s Model
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FINDINGS — COMPARING AIMS PARTICIPANTS

VS. SIMILAR RUSH POPULATION

Admissions, 30-day readmissions, and ED visits were significantly lower in AIMS
participants

Hospital Admission 0.51 2 1.0*

30-day

. 0.15 0.7 0.35*
Readmissions

ED Visits 0.10 1.9 0.95*

*Statistically significant using one-sample t-test
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FINDINGS — COMPARING AIMS PARTICIPANTS

VS. GENERAL OLDER ADULT POPULATION

30-day readmissions and ED visits were significantly lower in AIMS participants

than general older adults

Hospital Admission

30-Day
Readmissions

ED Visits

31
0.51 (National; AHRQ, 2011)
4.9
0.15 (Chicago; Brennan, 2012;
Gerhardt et al., 2013)
bl
0.10 (National; Albert, McCaig,

& Ashman, 2013)

*Statistically significant using one-sample t-test

16"

2.45"

.26*
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TRANSLATION

m Organizational cost savings translate into public cost savings
= Fewer Medicare dollars
= Fewer Medicaid dollars
= Fewer health care provider dollars

®m Triple Aim Arm: Lower Costs
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AIMS FORMATIVE EVALUATION STUDY

m ] - year quasi experimental study to assess impact of AIMS
= 50 years +
= 3 > chronic health conditions
= English speaking
= Cognitively intact
= Patient Health Behaviors
= Depression

» Health Risk
= Other outcomes

The ABMIS Model



FORMATIVE EVALUATION
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SAMPLE - INTERVENTION GROUP, N=170

Age

Female

Male

Married

College or Higher

Unemployed

Chronic Conditions (Range 3-35)
Depression (Range 0-30)

63.5 (8.44)
129 (75.9%)
41 (24.1%)
94 (65.3%)
96 (67.1%)
108 (75.5%)
3.9 (1.31)
10.41 (7.03)
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ANALYSIS

m |V
= AIMS - Units
m Change in DV baseline to 6-months
= Logistic Regression
= Health Risk

= | inear Regression
= Depression
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RESULTS - DESCRIPTIVE STATISTICS

DEPRESSION

10.41 (7.03) 9.58 (7.16)

Depression was measured using the CESD-R 10. Scores
of 10 and above indicate clinical depression.
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RESULTS - LINEAR REGRESSION

DEPRESSION

~045 (-22, .13) .09 61
2.48 (-.96, 5.92) 1.71 15
-38(-11, .35) 36 30
-79(-3.91, 2.31) 1.55 .60
-1.52 (-5.25, 2.20) 1.86 41
48 (-.62, 1.59) 55 38

55 (.35, .74) 10 <.001
~08 (-10.15, .02) 37 81
5.06 (~23, -.02) 2.54 .05
- 13 (~.03, 4.52) .05 .02
2.24 (.04, 8.35) 1.14 .05
4.15 (-9.93, 12.71) 2.09 .05
1.39 (-.83, .65) 5.65 .80
3.48 (-13.97, 20.94) 8.71 .69

44

Note: Cl: 95% confidence interval; SE: standard error The #K MS Model



RESULTS - DESCRIPTIVE STATISTICS

HEALTH RISK

Baseline Post Baseline Post Baseline Post
59 (40.97) 85 (7b5.22) 42 (29.17) 0] 43 (29.86) 28 (24.78)

Health risk was measured using the Health Risk Assessment, which was
developed and tested by Rush University Medical Center to identify high risk
patients in the medical home setting.

The ABMIS Model



HEALTH RISK

.97 (.89, 1.06)
.08 (.01, .90)
.76 (.49, 1.16)
.39 (.08, 1.79)

1.88 (.96, 3.65)

1.92 (.36, 9.24)
.61 (.07, 4.65)

1.50 (1.00, 2.25)

.81 (.05, 11.60)

1.06 (1.00, 1.11)

.26 (.07, .85)

3.18 (.30, 32.92)

.03(.001, 31.46)

RESULTS - LOGISTIC REGRESSION

42 .54
.10 .04
A7 21
.30 .23
.64 .06
1.51 46
.63 .63
31 .04
1.10 .87
.03 .03
16 .03
3.80 33
10 32

.26%*

Note: OR: odds ratio; Cl: 95% confidence interval; SE: standard error; onﬂinﬁge |
was omitted due to the limited number (n=7) Model

The



DISCUSSION

m Components of AIMS have positive effect

® More units of AIMS
= Patient Engagement (Step 1)

= Case Management (Step 3)
= Contribute to better outcomes

m Addressing social and psychosocial needs as part of primary
care

= May lead to better long term outcomes
= Cost savings and quality measures

The A’i‘“s Model



LOOKING AHEAD: IMPROVING PRIMARY CARE

“Our study presents novel findings that identify specific primary care tasks that, when
performed by PCPs without reliance on their teams, are associated with PCP burnout.
Specifically, intervening on patient lifestyle factors and educating patients about
disease-specific self-care activities were significantly associated with PCP burnout.
These findings expand the current literature by providing evidence linking behavioral
counseling and self-management education provided by PCPs with PCP burnout.”

* Kim et al, Primary Care Tasks Associated with Provider Burnout: Findings from a Veterans Health Administration Survey, Journal of General
Internal Medicine, 2018

“Experience from successful PMCH practices suggests that additional staff with
necessary expertise and training will be required in order to achieve [PCMH] goals... We
recommend increased staffing in the forms of care managers, behavioral health/social
workers, pharmacists, health educators, nutritionists, and data analysts.”

» Patel et al, Estimating the Staffing Infrastructure for a Patient-Centered Medical Home, American Journal of Managed Care,
2013
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DISCUSSION

®m Findings regarding value of AIMS

= Used to support hiring of additional social workers to address patient
needs in primary care

m Support for interprofessional teams

m Provide support for policy
= Fee for service reimbursement
= Value-based payment models
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HELPING INTEGRATE CARE ACROSS COUNTRY
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® Purple pins:
= Community-based organizations trained in AIMS, using to partner with local provider groups

m Blue pins:
= Landmark Health using AIMS in contracts with Medicare Advantage companies
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LEARN MORE: WWW.THEAIMSMODEL.ORG

V2181105 A

The AQ“S Model

AIMS WHYADOPT ABOUT OUR ARTICLES
e THE AIMS MODEL? TRAINING & RESOURCES
CONTACT Q

AIMS MODEL

The AIMS model, developed at Rush
University Medical Center, assesses the
needs of complex patients and then
provides risk-focused care
coordination by master's prepared
social workers guided by a
standardized protocol. The AIMS social
worker assists people with the
biopsychosocial and functional issues
impacting their medical care plan
adherence or physical condition.

The intervention follows a five step
process:

@ PATIENT /CAREGIVER ENGAGEMENT:

The AlMS social worker contacts the patient/caregiver to explain the intervention and
schedule full assessment, The goal of the contact is to develop rapport and trust, ensure
the patient/caregiver understands the rationale for the intervention, and begin to identify

Pagelat s




REFERENCES

Albert, M., McCaig, L. F., & Ashman, J. J. (2013). Emergency Department Visits by Persons Aged
65 and Over: United States, 2009-2010. Washington, DC: Centers for Disease Control
Retrieved from http://www.cdc.gov/nchs/data/databriefs/db130.pdf.

Agency for Healthcare Research and Quality. (2011). Healthcare cost and utilization project
(HCUP) facts and figures: Statistics on hospital-based care in the United States, 2009.
http://www.ncbi.nlm.nih.gov/books/NBK91984

Brennan, N. (2012, June 24). National Medicare readmission findings: Recent data and trends.
Paper presented at the Academy Health Annual Research Meeting 2012, Orlando, Florida.

Gerhardt, G., Yemane, A., Hickman, P., Oelschlaeger, A., Rollins, E., & Brennan, N. (2013). Data
shows reduction in Medicare hospital readmission rates during 2012. Medicare & Medicaid
Research Review, 3(2), http://dx.doi.org/10.5600/mmrr.5003.5602.b5601.

Robert Wood Johnson Foundation. (2011). Health care’s blind side: the overlooked connection
between social needs and good health.
http://www.rwjf.org/content/dam/farm/reports/surveys_and_polls/2011/rwjf71795. Accessed
August 5, 2014.

Rowe, J., Rizzo, V., Guthrie, D., Vail, M., Kang, S., & Golden, R. (in press).The Electronic Heath
Record: Documenting the Unique Contributions of Social Workers. Health & Social Work.

The A’t“s Model


http://www.cdc.gov/nchs/data/databriefs/db130.pdf
http://www.ncbi.nlm.nih.gov/books/NBK91984/
http://dx.doi.org/10.5600/mmrr.5003.5602.b5601

REFERENCES

Rowe, J., Rizzo, V., Kang, S., Kukowski, R.*, Newman, M., Ewald, B. & Golden, R.
(in press). Time Contribution of Social Workers in Care Management: Value for
Older Adults. Professional Case Management.

Rowe, J., Rizzo, V., Vail, M., Kang, S., & Golden, R. (2017). The role of social
workers in addressing non-medical needs in primary health care. Social Work in
Health Care, 56 (6), 435-449. doi: 10.1080/00981389.2017.1318799. .

Rowe, J.M., Rizzo, V., Shier Kricke, G., Krajci, K., Newman, M., Rodriguez-
Moralez, G. & Golden, R. (2016). The Ambulatory Integration of the Medical and
Social (AIMS) Model: A retrospective evaluation. Social Work in Health Care,

55 (5), 1-15. doi: 10.1080/00981389.2016.1164269.

Rizzo, V., Rowe, J., Shier Kricke, G., Krajci, K., & Golden, R. (2016). AIMS: A care
coordination model to improve patient health outcomes. Health & Social Work,
41(3), 191-195. d0i:10.1093/hsw/hIw029

Shier, G., Ginsburg, M., Howell, J., Volland, P., & Golden, R. (2013). The care
span: Strong social support services, such as transportation and help for
caregivers, can lead to lower health care use and costs. Health Affairs, 32, 544-
551. doi: 10.1377/hlthaff.2012.0170

The A’i‘“s Model



RESEARCHERS & AFFILIATIONS

Victoria M. Rizzo, PhD, LCSW-R

University at Albany, John A. Hartford Geriatric Social Work Faculty Scholar

Jeannine M. Rowe, PhD., MSW

University of Wisconsin-Whitewater, John A. Hartford Doctoral Fellow

Suk-Young Kang, PhD, MSSW

Binghamton University, John A. Hartford Geriatric Social Work Faculty Scholar

Michelle Newman, MPH

Rush University Medical Center, Program Manager, Social Work and Community Health

Matthew Vail, LCSW

Rush University Medical Center, Social Worker, Social Work and Community Health

Bonnie Ewald, MA

Rush University Medical Center, Associate Director, Center for Health and Social Care Integration

Rebekah Kukowski, LCSW

Binghamton University, Doctoral Candidate

Woojae Han, PhD, LMSW

Binghamton University, Assistant Professor

Robyn Golden, LCSW

Rush University Medical Center, Associate Vice President

The A’i‘“s Model



	Leveraging social work in primary care: The Ambulatory Integration of Medical and Social (AIMS) Model
	Background
	Moving toward a Medical Home model
	An Opportunity to Contribute
	AIMS: An Interprofessional Model
	Complex skills social workers use �throughout care management
	Types of behavioral and psychotherapeutic interventions
	Other social work contributions
	AIMS Retrospective Utilization Study
	Sample (N = 640)
	Findings – AIMS Participants, within 6 months of intervention (n = 640)
	Findings – Comparing AIMS Participants vs. similar Rush population
	Findings – Comparing AIMS Participants vs. General older adult population
	Translation
	AIMS Formative Evaluation Study
	Formative Evaluation
	Sample – Intervention group, n=170
	Analysis 
	Results – Descriptive Statistics�Depression 
	Results – Linear Regression�Depression
	Results – Descriptive Statistics�Health Risk  
	Results – Logistic Regression�Health Risk 
	Discussion 
	Looking ahead: Improving primary care
	Discussion
	Helping integrate care across country
	Learn more: www.theaimsmodel.org
	References
	References
	Researchers & Affiliations

