
Disease 
Management: 
Strategies for Success 
September 26, 2014 

Tara Crawford & Natalie Fornelli 

1 



Why is there a Disease 
Management Program? 

 Premature Mortality Rates 
 What is Disease Management? 
◦ Whole Person Approach 
◦ Lewin Study 

 Rehabilitation  
◦ Individualized/Person Centered 
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Presenter
Presentation Notes
Missouri recognized that we had to begin moving toward integrated care. 

We know that individuals with SMI die, on average, 25 years earlier than the general population - due to chronic diseases such as cardiovascular disease and diabetes. 

Missouri started moving toward treating the whole person in order to improve the lives of persons with mental illness.

The Lewin Group study conducted in 2010 discovered that 5% of the MO Medicaid population accounted for 50% of the total Medicaid costs and 85% of those had a mental health diagnosis in their claims history.

Our behavioral health centers were the perfect place to begin the Disease Management Initiative - we were already providing individualized community based rehabilitative services through Community Support Specialists.

Our next step was to reach out to those with behavioral health disorders and chronic conditions who were not being served by our agencies and engage them in services.

The Department of Mental Health, Department of Social Services’ MO Healthnet Division, and Coalition of Community Behavioral Health collaborated together on the Disease Management project to target Medicaid eligible adults with high medical costs, chronic health conditions, and not currently in services with DMH. DMH works to contact individuals identified through this project, provide outreach and engagement, enroll them in a rehabilitation program, and provide necessary services focusing on community support to coordinate and manage their medical and behavioral health conditions. We believed the services would reduce the cost of the state and improve outcomes for these individuals.  



Outcomes 
 Cost Savings 
 Health Outcomes 
 Success Stories 
 Trend Reports 
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Presenter
Presentation Notes
We found the DM projects actually did save Missouri millions in Medicaid costs since its implementation in 2010.

And people are becoming healthier. They are recovering faster, living in stable housing, working, and managing their chronic diseases. 

Here is one example of a success story we have received: 

Jane was outreached and engaged in the DM program. Jane has cancer and major depression. Her CSS realized that Jane was particularly depressed about her appearance - her arm was swollen from her chemo treatments and she had lost all of her hair. The only thing covering her bald head was a worn out wig that was falling apart. Jane was so depressed about how she looked that she did not want to leave the house. So her CSS connected her with the American Cancer Society for a new wig. Not only did Jane get a new wig, she also received information about the swelling in her arm and was connected with a financial assistance resource to help her with her previous hospital bills. 

This CSS took an individualized approach with helping Jane. She was creative and lifted Jane’s spirits as well as linker her to other support and resources. 

Our objective of this presentation is to share with you strategies to locate individuals in the community who are often resistant to outside assistance, and through continued outreach efforts, successfully engage them in services that can transform their lives.



DM Survey Results 

 Similarities 
Creativity 
 Strengths 
Areas for Improvement 
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Presenter
Presentation Notes
We asked the mental health and substance use Disease Management programs to complete a survey regarding team set up, how the program is implemented, and outreach and engagement strategies. Of the 38 surveys, there were several themes; however, there were also very agency specific program implementation. We identified numerous strengths, but also saw room for improvement. As you go through this presentation, if you see you are only doing a few of these strategies or methods, consider trying additional methods noted. Nearly all of the information in this presentation is directly pulled from provider surveys. 



Function in the Agency 

 Separate DM Team 
Only addition is the outreach 

worker 
◦ Peer Specialist/MRSS-P 
◦ Client Volunteer 

Use existing team members 
Hybrid Teams 
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Presenter
Presentation Notes
We asked providers how the Disease Management team functioned within the agency. Some agencies had a completely separate Disease Management team. Some agencies supplemented their teams with simply adding an outreach worker who’s primary responsibility was to outreach and engage individuals who were identified as DM. Other providers, such as Bridgeway, incorporate peers in the outreach efforts. Independence Center added a client volunteer, whom they explain is usually a participant who was enrolled through the Disease Management program. Several providers also used existing team members and added the outreach duties. Several agencies had hybrid teams or teams that had a mixture of the above functional programs. 



                                               





Function in the Agency:  
Hybrid Teams 

 BJC Behavioral Health & Family Guidance 
Center 

 Bridgeway 
 Community Treatment Inc. (COMTREA) 
 Places for People 
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Presenter
Presentation Notes
BJC and Family Guidance Center’s DM teams provide stabilization and case management with the goal of providing services until the consumer’s level of engagement and degree of stabilization is similar to those traditionally served in the rehabilitation programs. In other words, the Disease Management team will provide community support and crisis intervention services to those individuals of the project who tend to be hard to engage, have a higher demand of needs for home based services, or those that would normally be discharged.

Bridgeway’s Disease Management team explained a similar process in which the level of engagement, motivation, and needs determine whether the individual will continue to receive services from the Disease Management team, or will receive services from the traditional rehabilitation team members. 

COMTREA operates their Disease Management team similar to those previously mentioned in that the outreach workers will provide community support services until their engagement level is similar to traditional rehabilitation participants; however, COMTREA will also provide less intensive case management services to Disease Management clients who do not need the more intensive community support services that would occur in the Community Psychiatric Rehabilitation Program or Comprehensive Substance Treatment and Rehabilitation. 

Places for People has distinct and separate outreach teams and disease management treatment teams.




Getting the most out of  
Cyber Access 

 Address 
 Pharmacy 
 Primary Care Physician 
 Health Home 
 Hospitals 

 
 
 
 

 CMHC 
 Ambulance 
 Home Health Provider 
 Specialists 

 

Identify, Locate, Contact 
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Presenter
Presentation Notes
Cyber Access is a health information technology tool which enables providers to view medical and drug claim history for MO HealthNet Fee For Service participants in a HIPAA compliant web-based portal. 

Once in Cyber Access, you can identify the information noted in the slide. Once you are able to identify these providers, you can use the information to locate and make contact with the DM consumer.
 

 



Use of Cyber Access Information:  
Prior to Enrollment 

 Preparation for Outreach 
 Personalize Engagement Efforts 
 Prioritization 
◦ Medical Need/Risk 
◦ Medicaid Costs* 

 Assessment 
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Presenter
Presentation Notes
Prior to a consumer’s enrollment, you can use Cyber Access to help with your preparation for outreach and help you with personalizing engagement efforts. You can get an idea of what needs the person has which can give you an idea of what services you may want to talk about that would be beneficial to the client. Cyber Access helps you to personalize letters or packets you my send the client.

You can also use Cyber Access to prioritize your outreach list. You can prioritize based off of those who have recently been hospitalized, number of hospitalizations, based off of the number of medical needs, gaps observed, or medical severity. 

You can also prioritize outreach lists based off of Medicaid costs although not in Cyber Access, you can get this information from the cohort lists.

You can also gather information for your assessments from Cyber Access.




Use of Cyber Access Information:  
After Enrollment 

 Medicaid & Social Security  
 Monitor client’s health 
◦ Medication Adherence/Patterns 
◦ Major Medical Events 
◦ Use with consumer 

 Care Coordination 
 

https://www.cyberaccessonline.net/cyberaccess/Login.aspx 

9 

Presenter
Presentation Notes
Agencies reported using Cyber access when assisting clients with their annual Medicaid reviews and with their social security applications. 

All agencies should be using Cyber Access to monitor the client’s health. Particularly, you can monitor the client’s medication adherence, or patterns such as substance use. You are able to determine major medical events. Providers have even reported using Cyber Access with the consumer (Direct Inform) to assist them in understanding their own medical needs, diagnoses, procedures, and results. 

Lastly, providers should be using Cyber Access for care coordination purposes. 

When you are providing interventions with consumers during doctor’s appointments you can use the Cyber Access Patient Profile as a reference guide during these appointments. You can also provide this information to the physician. This can assist you and the client to provide recent and past surgeries, procedures, hospitalizations, etc. 




 Identify Gaps 
◦ Drug Interactions 
◦ Patterns 
◦ Appropriate Procedures 
◦ Specialists and referrals 
◦ Coordinating care between providers 

 

Cyber Access:  
Coordinating Care 
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Presenter
Presentation Notes
Agencies report using Cyber Access to identify gaps, like medications prescribed that may interact with each other. Staff can review the best practice in prescribing patterns or inappropriate polypharmacy (Multiple prescriptions to treat the same thing, doses that are higher or lower than recommended, or multiple prescribers of similar medications). Staff members can gain a glimpse of substance use/abuse patterns. One provider noted an example: “Is the client only filling the Opiate pain medication or Benzodiazepine and not filling their asthma, diabetes and psychiatric medications?“. Are there procedures or diagnoses claims that you think you should see, but are not. For example, you can determine diseases or disorders a person may have based on the medications prescribed, but are not seeing follow up lab results that should occur such as metabolic syndrome screenings for Hypertension. Because you are able to identify specialists, you can coordinate care by helping the client understand the differences between a primary care physician, the specialists; what the recommendations are from each provider and assisting the consumer in following those recommendations. Because you are able to identify the major medical events, you can assist in getting the client a referral to see a specialist, if needed. You can coordinate care between providers by helping the consumer ensure all providers they’re working with are aware of the medications the client is being prescribed, what procedures, diagnoses, and services the client is receiving. When a consumer goes to the ER or is hospitalized, you can assist the client in ensuring the consumer’s primary providers are aware of the reason and results of the visit or admission. 



Use of Cyber Access for/during 
Treatment 
 Establishing Treatment Plans Goals 
 Keeping up with medication list 
 Continuity of Care Document 
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Presenter
Presentation Notes
Staff can use Cyber Access to assist in the development of the treatment plan goals, use as ongoing monitoring of medication adherence, and to keep the client’s medication list up to date. Some providers use the continuity of care document to view the patient’s medical information and share with other health providers. 



DM Hospital Certification 
Reports 

 Limitations 
 Actions taken: 
◦ Engage and enroll while hospitalized 
◦ Engage through agency’s Hospital Liaisons 
◦ Coordinate with social workers to engage consumer 
◦ Determine client’s interest through social worker 
◦ Social workers refer patients to agency for follow up 
◦ Visit consumer at hospital to engage 
◦ Outreach/engage consumer via telephone while 

hospitalized 
◦ Follow up with consumer via phone call or home visit 

after discharge 
◦ Contact Information 
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Presenter
Presentation Notes
The DM hospital report is emailed to agencies daily. The report contains Medicaid preauthorized hospital services with certified time period for the service.

Please be aware this report is not a guarantee that the consumer is actually in the hospital on the day of the report or even on each of the dates for which they are certified. 

The data reflects that a request was received and approved by Medicaid for the consumer to be admitted. 

It is realistic that surgery may be rescheduled, cancelled, or postponed, or that a consumer may be discharged, or left AMA prior to the end of the certified time period. The billing may just now be going through even though they were discharged a week ago.

The purpose of the hospital report is to assist you in ways to locate and engage individuals on your DM lists.

You may have more success if you outreach during or directly after a hospitalization. This may also help when you are prioritizing outreach efforts. 






Report use Examples 
 Family Guidance Center: The LPN and 

CSS check the diagnosis column to 
determine if the hospitalization was due to 
mental health or physical health isJanes.   
◦ LPN will outreach if physical health 
◦ CSS will outreach if mental health 

 Places for People: Reviews report weekly 
to prioritize, strategize outreach efforts. 

 Pathways:  Set up appointment to become 
a part of the hospital discharge aftercare 
plan. 
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Presenter
Presentation Notes
Family Guidance Center uses this report to tailor their outreach efforts. 

The LPN and CSS check the diagnosis column on the list. If the hospitalization is due to a physical health condition, the LPN will outreach. If the hospitalization is due to a mental health condition, the CSS will outreach. 

Places for People prioritizes outreach efforts using the report.

Pathways engages the hospital and consumer prior to discharge to become part of the discharge plan.



Report use Examples 
 ReDiscover: Compare DM hospital lists to DM outreach 

lists.  
◦ Outreach case manager visits hospital the same day.  
◦ Talk to the hospital staff and involved parties while you are at 

the hospital with the client.  
 Bootheel: Provide a personalized list of available services. 
◦ Client is more likely to agree to engagement from understanding 

specific ways services will benefit him/her. 
◦ Especially beneficial to clients who have refused or dropped out 

of services in the past.  
 SEMO:  Client has been difficult to locate.  
◦ Contact the hospital and speak to his/her nurse or doctor to 

find out what happened and what orders he/she will be given.  
◦ Speak to the client about how our agency could assist them. 
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Presenter
Presentation Notes
If ReDiscover finds someone from their outreach list on the hospital list, they go to the hospital list that day. They include hospital staff in their engagement efforts.

Bootheel will take a personalized list of services to the client to show them specifically how their services will benefit him/her.

SEMO has found the hospital report helpful in finding difficult to locate individuals. 



Outreach Methods: Steps 

 Contact Person & 
Number 

 Self addressed 
envelope 

 Agency 
information/Brochure 
 

 Consent to 
Treatment 

 Release of 
Information 

 Interest of Services 
Form 
 

Prioritize List 
Develop profiles 

Develop welcome letters/packets 
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Presenter
Presentation Notes
The next several slides will show the different outreach steps that providers report taking. Not all providers complete all of these steps nor do all providers complete their steps in this order.

Some providers start by prioritizing their list whether that be based on medical necessity, ER/Hospital Utilization, Medicaid Costs, recent substance use/abuse claims, etc. 

Several providers develop folders or profiles of each person on their outreach list that includes Cyber Access information, contact information, and other relevant information. 

Most providers send welcome letters and many create a welcome packet for the consumers or packets for the outreach workers to take with them on home visits. These packets usually include contact information of the outreach worker and a self addressed envelope if contact has not been made. Agencies may also include a form that the client can fill out identifying their interest in services and maybe times that are best for the outreach worker to contact them. 



Outreach Methods: Steps 

 Assign Outreach Days & Outreach 
workers 
◦ Geography 
◦ Best team member to outreach 
 Personality 
 Knowledge 

 Research 
◦ Contact/Locate 
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Presenter
Presentation Notes
Many agencies assign outreach workers and outreach days as part of their outreach efforts. These assignments may be based on the client’s residence or which outreach worker will work best with the client while in the outreach status. In other words, it is possible for a client’s outreach worker to change if engagement is not successful. Sometimes agencies will assign an outreach worker based on his/her knowledge such as assigning the nurse to do the outreach instead of the community support specialist or assigning a peer specialist for client’s who have been through the program historically. 

All providers report doing research “or detective work” on the client at some point during the outreach process. 



Outreach Methods: Steps 

 Send welcome letter 
 Phone Calls 
 Field Visits 
◦ Home 
◦ Hospital 
◦ Primary Care Physician 
◦ Community Providers 
◦ Public Service Agencies 
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Presenter
Presentation Notes
The three most common outreach methods reported were sending a letter, calling the client, or conducting home visits to the clients on their respective outreach lists. Other types of visits may occur at the hospital, primary care physician’s office, other community providers, or at public service agencies. 




Example Efforts 

 If not home, leave informational packets 
and contact information 

 Leave list of resources that agency would 
be able to link the client with 

 24/7 call back number-Preferred Family 
Healthcare 

 Personal Care Package-Lafayette House 
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Presenter
Presentation Notes
These are some examples of steps or methods that providers reported doing:

If the client is not home, leave program and contact information at the consumers home. Agencies also reported leaving welcome packets at various places such as the doctor’s office (including the specialty doctors) or the pharmacy. One agency reported that they leave a list of resources in addition to the letter that explains how the agency can assist them with said resources. 

Preferred has a 24/7 phone number included in their letters that go out to clients. Preferred noted “We have to fit in their world  and that doesn’t always mean 8-4 for these people.”

Lafayette House’s outreach worker will provide a personal care package for the individual when attempting to meet for first face to face. The care package is in a nice bag and contains lotion, shower gel, hand sanitizer, shampoo and conditioner and other items that they can use from donations.  They took a blanket and stuffed animal to a woman they located in the hospital as well as the personal care package. If they know the consumers have children and can get the ages, they will take a small toy for the children.





Example Efforts 

 Places for People 
◦ Engage pharmacy to assist in engagement 
◦ Provide multiple options 
◦ Engage with multiple community providers 
◦ All consumers screened for DM status 

 Bootheel 
◦ Preparation for initial direct contact 

 Preferred Family Healthcare 
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Presenter
Presentation Notes
Places for People will ask the pharmacy to pass on a letter offering a time to meet with the individual. They tend to use informal letters and provide multiple options for the client to make contact (come to office during business hours, contact on cell phone, offer to meet at home, or in the community). Their team will get to know the hospitals, shelters, drop in centers, churches, employers, banks, hotels, panhandling spots, grocery stores where they may buy alcohol and lots of other programs with which the person will likely come in contact. Anytime an individual presents in their agency for services that person is screened to determine if the person has been identified as a DM consumer. 

In addition to the common “research”  providers engage in such as reviewing Cyber Access, Bootheel will staff with previous agency providers. One of the examples they noted is asking how the client responded to past services. 

Preferred Family Healthcare recommends waiting for a longer period of time after knocking. Remember there are consumers who may be housebound, immobile, or have a hard time getting around. Also, “don’t count someone out who says “no” right away. They may not be interested at that second, they may simply need some time to think about it, or they may change their mind at a later time especially if they find themselves in a more vulnerable or negative situation such as when they’re in the hospital.



Detective Work 

 Cyber Access 
 Emomed 
 CIMOR 
 EMR 
 Casenet 
 MO DOC Offender 

Search 
 Local newspaper 
 Facebook 
 Google 
 Twitter  

 

 White Pages or phone 
book 

 Mobile Patrol 
 DFS/FSD 
 Local Police Dept. 
 Post Office-good for p.o. 

boxes 
 Mobile Patrol 
 Mapquest/GPS 
 Google earth 
 City or county Maps 
 Friends  

 
 
 

 Family 
 Neighbors  
 Landlords 
 Mailperson 
 whoever happens to 

be outside at time of 
visit, etc… 

 Sex Offenders Registry 
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Presenter
Presentation Notes
These are examples of the various media forms and resources providers use to try to locate individuals. 



Research/More Detective Work 

 Hospitals 
 PCPs 
◦ Call 
◦ In Person 
◦ Letter 
◦ Meet with client 

at appointment 

 
 Jail 
 Pharmacies 
◦ Call 
◦ In Person 
◦ Letter 
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Presenter
Presentation Notes
It is an important tool here to use Cyber Access to see who the PCP is or which pharmacy the individual uses.

North Central located an individual through the ambulance provider that a consumer was using frequently.  

Does the consumer receive Home Health or other in-home services?

Use other service providers as a resource!



Training 
 Minimal Training should include: 
◦ All agency staff 
 Overview-should know background 
 Understand Roles (what to do if determine consumer is DM 3700) 

◦ Direct treatment 
 Overview 
 Outreach/Engagement 

 Motivation Strategies 
 Communication Skills 
 Cyber Access 
 Locating individuals (utilize resources) 
 Outreach Toolkit 
 Essential Learning Recommendations-wellness website 
 Mortality & Morbidity of BH population 

◦ Outreach Worker 
 Investigating 
 Safety  
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CSS Training 
 DM overview  
◦ History 
◦ Eligibility 
◦ HCH if applicable 

 Cyber Access 
 Care Coordination 
 Wellness Coaching 
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Training Outline: Additional 
Ideas 
 TMC: Each member of the DM 3700 team 

has a binder with information explaining the 
initiative and letters for clients and 
providers. 

 Places for People: Training focuses on staff 
using personal skills and strengths to engage 
clients in ways that are most comfortable to 
the staff person. 

 Crider: Builds in competency components 
for wellness coaching and motivational 
interviewing.  
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Presenter
Presentation Notes
This slide provides examples specific agencies are doing as part of their staff training. 




Nurse’s Role 
 Medical evaluation/health screening  
 Help develop treatment goals 
 Metabolic Screenings  
 Medication 
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Presenter
Presentation Notes
On the mental health side, Healthcare Home nurse care managers are typically the nurses that work with the disease management consumers. The nurse care managers usually complete a follow up and medication reconciliation after the consumer has been discharged from a hospital. These nurses also ensure consumers have had metabolic syndrome screenings completed and follow up with them regarding any flagged indicators. They also complete a health screen and assist in the development of treatment plan goals. ReDiscover reported that their HCH physician consultant has accompanied the staff on home visits with their highly medically complex clients. Specifically, ReDiscover stated “His evaluation of the client’s health is very beneficial and assists us in identifying issues we may have otherwise missed.” 

Providers of substance use disorders also reported that their nurses may complete a health screening or evaluation as well as assist in developing treatment plan goals. Both providers of mental health and substance use may also monitor medication adherence, provide education regarding medication side effects and monitor for possible drug interactions and best practices for prescribing. 



Nurse’s Role 
 Training 
 Improve Health Literacy 
 Educational Sessions 
◦ Individual/groups 

 Links to Resources 
◦ Patient assistance programs  

 Make Referrals 
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Presentation Notes
Providers reported that the nurse may provide training to staff regarding chronic health conditions (such as Diabetes, Hypertension, Cardiovascular Disease, Seizures, Infectious Disease, Blood Clot Disorders, Cystic Fibrosis) or other health related trainings that would be beneficial to staff. The nurse may assist in improving health literacy for the clients and staff. For example, they may educate the client about what to ask the doctor, ensure client’s understanding of medications, labs, or diagnoses, expected results and benefits of medications or medical treatment, and help clients who frequently go to the ER or hospital identify differences between crisis situations and those that might be better solved by urgent care or the primary care physician’s office. The nurse often will provide individual or group educational sessions such as understanding blood sugar health concerns or controlling blood sugar levels, diet interactions, smoking cessations, and even environmental concerns. Providers reported that their nurse also links the client to resources such as patient assistance programs and may also make referrals. 





Nurse’s Role:  
Agency Examples 

 Attend appointments 
 Outreach 
 Consult during the outreach process 
 Coordinate care other health providers 
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Presenter
Presentation Notes
This slide provides great examples of how providers are using their nurses. 

Family Guidance Center reported that their nurse may attend a physician’s appointment with the client to assist in treatment recommendations and communication of disease related issues and setting up follow up appointments. Several agencies reported that their nurse may also provide outreach or accompany the outreach worker, particularly if the client is resistant, has numerous medical issues, or was recently hospitalized. A couple of agencies reported their nurse helps staff understand how the medical issues may impact the outreach process. Southeast Missouri Behavioral Health’s nurse provides education and diagnosis and medication information gleaned specifically from Cyber Access to the DM team prior to outreach. One agency highlighted that the nurse can be an important facilitator between the doctor’s offices and hospitals and the disease management teams. This agency also explained that the mere medical background of the nurse has assisted them in getting assistance from the medical professionals.  










Engaging the Resistant 

 Persistence and accountability 
 Get to know your clients 
 Get as many contacts as you can 
 Outreach method 
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Presentation Notes
The next several slides include strategies that providers felt aided in their success in engaging resistant individuals. 

Persistence and Accountability
Actually go back when you say you are going to
Schedule a time to check in with the person and follow up even if the person is not sure about services initially
Keep going back! Keep the communication lines open with information, check ins and follow ups. (Note: acknowledge the difference between outreach and community support when helping consumers. If doing community support, that person should be enrolled.) 
Meeting with potential clients numerous times prior to enrollment in order to build relationship and resolve ambivalence about enrolling in services

Get to know your clients
If they are struggling with anything see what you can do to help (Still be aware of the difference between outreach and community support)
Find out their hangouts and what their habits are
Get to know their family, they may have influence on the person
Really understand the client’s needs
Work to understand what a person might wish to gain from our services; honing in on a client’s own motivations for pursuing treatment at that time
Each time you meet with the client, learn more about them, so you can assess their stage of change and begin using motivation interviewing

Get as many contacts as you can
Family, Friends, Neighbors
Mailperson, landlords, whoever happens to be outside at the time of the visit, etc.

Outreach Method:
We have also found that initial contacts are much more successful when done face-to-face rather than by mail or phone call. 




Engaging the Resistant 

 Timing & Flexibility 
 Build Trust 
 Build Rapport 
 Support Self Efficacy 
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Presentation Notes
Timing
Providers have reported from the beginning. The quicker you can get the person started in services the better chance you have of keeping that person engaged. This means the quicker you make contact once you receive the outreach list, the quicker you enroll, and the sooner they start services the better your chances will be that that person will engage in treatment. Once a person says they are interested in services, enroll immediately -  the same day if possible.
The Outreach Specialist can do the intake right in the moment if the individual is open to it. 
“Roll With Resistance”. “Don’t hard sell them. It is important to remember that we are trying to fit into an already full life.”

Support Self Efficacy
Build off of strengths
Instill Hope
Actively Listen to Needs
A person’s belief in their ability to change a specific behavior strongly predicts their ability to make that change
Helping people master specific skills creates successful experiences and builds the confidence to continue 
Skills are broken down into very small tasks and each task is mastered before adding a new task

Build Trust
Could be anytime that you are needed. Be prepared to help when you are needed - that builds trust. 
Quick response
The Outreach CSS at Hopewell engages the client by leaving contact information and a list of resources that we would be able to link the client with.  When the client finds they need a resource, and it may be 2 months later, they will call the outreach CSS and ask for their assistance.   Once the client is able to see that the Outreach CSS is able to help them meet a need they are usually more receptive to enrolling in the program
Being consistent in showing them our concern for them to have a better life
The CSS at Adapt has taken the individual in outreach to get their medication, food pantry, and places like Family Dollar the day she meets with them to try to engage them.  She can then do their intake afterwards.  She said she has never had this not work as an engagement tool.


Build Rapport
Some of the agencies explained that the relationship between CSS and client is key to a successful episode of treatment. 
Treat the person with respect. Respect their environment, their thoughts, their behaviors even if you disagree
Help clients with their basic survival needs. 
Build rapport slowly; Offer resources which are conducive to the consumer following up on their own; Inquire about the resistance with the practice of compassionate listening techniques
nonjudgmental approach 
ReDiscover remains mindful that it takes time to develop a trust and rapport with most clients - this is part of the outreach process! We cannot emphasize how important this is. It sometimes takes an extended period of time consisting of multiple phone calls and visits for the client to be comfortable with you.  They may be more comfortable with a female/male worker or a different personality type, so several different outreach workers may want to engage with them. Just talk to them about their LIFE, not what you can do for them. Empathize with their situation; we probably have NO idea everything they have been through. Because of their unstable lifestyle, it may take years to locate a client, but it is worth it. There are several clients we have looked for and attempted to engage for 2 to 3 years.  Keep good notes about where you have looked and who you have called so you don’t repeat the same visits and calling the same numbers that are no good. If they tell you no, they don’t need help, don’t mark them off as “refused.” Due to the nature of their illness, their situation will likely change and you should attempt to engage them again at a later time. Discover



Engaging the Resistant 

 Team Approach vs Consistency 
 Cost and Intent of program 
 Holistic & Person Centered Care 
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Presentation Notes
Flexibility:
Meet them where they are and don’t expect a lot of them
Vary the times when you outreach
We have to fit into their world not the other way around.
The best way I have found to engage difficult consumers is the meet them where they are at and to let them tell us what they need. Also being flexible and willing to go into the community is helpful due to lack of transportation or unwillingness to come to the office-Tri County
OS also always makes herself available to assist the individual right in the moment. 


Team Approach vs. Consistency:
Some agency report that switching up outreach workers and community support has been helpful and other agencies have reported that having one outreach and CSS has been helpful in building rapport. Those who report success with changing the outreach workers explain sometimes it takes finding the right personality qualities of an outreach worker and client can make difference. Others noted that sometimes the client may be more comfortable of a certain sex type. It was also reported that it has appeared to be beneficial when the client sees that there is a team that the client can work with versus just one person who may not always be readily available.
I would say if the same worker is not seeing any changes go ahead and change it up but make sure there is consistency in the communication and make sure the client knows regardless of the worker the intention is the same. If you’re finding the person is closer to engaging then keep the same worker. (Not sure if want to say this)

Cost & Intent of the Program:
Services are of no cost to them
Help them find the appropriate medical treatment including obtaining a PCP or specialist if needed
Ensure the consumers understand we are not necessarily providing direct medical services 
The purpose is to coordinate the consumer’s care
Ensuring all of the consumer’s health providers are working together and are aware of what services the other person is providing 
Helping the consumer to understand and find the resources and motivation to follow through with the physicians’ recommendations
Describe the likely benefits of various services that the client might utilize and what the impact might be for the individual and/or family
When the consumer comes upon a topic that shows a need the outreach specialist will provide examples of how the agency could meet that need. 


Holistic & Person Centered Care:
There to help the consumer meet their wellness goals and not just their physical wellness
Ensure the consumer understands services are person centered and individualized, if they choose to enroll
Heartland tries to make sure the consumer has an understanding of where they are in their life for the point at which they are engaged. With a better understanding of each individual, they are able to meet with them where they are-not where they want them to be.
Phoenix Programs tries listening as people tell their story and then reflecting back unmet needs followed by identifying the services they currently off that could have helped to address those needs.
New Horizons thinks they just really focus on having a conversation with the individual and getting them to talk about themselves, so that they can identify areas of need in their life. They then explain to the individual how the services they offer might be able to help address those needs. They believe that personalized approaches and individualized services are key.
An Outreach Specialist explained how impressed she was with Adapt’s CSS and gives her experiences with observing CSSs helping other clients.  She gives case examples without breaking confidentiality of other clients. 





Engaging the Resistant:  
Places for People 

1) individuals reluctant to start services 
 Bad experiences, fear 
 Informal approach, goal not to say NO 
 Begin to build trust 

2) individuals who agree to services but are hard to catch up with 
 Approach-extended and constant assessment 
 Learn barriers and contacts 

 
On top of this, we work hard to make ourselves very accessible. 

Providing cell phone numbers of staff, bus tickets, safe spaces, 
connecting to emergency housing and food pantries all can facilitate the 

helping relationship. 
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Places for People breaks this group into two distinct categories: 

1) Individuals reluctant to start services:
These individuals can be reluctant to agree to services because of bad experiences in the past or fear of professionals that may not have their best interests in mind. In these situations, they try to provide informal, conversational approaches where the goal is to let them not feel pressured to say yes and to attempt to at least have them not say No. If they can get them to agree to keep thinking about it instead of refusing, then there is another chance for me to come out and keep providing that conversational/informal meetings where they might begin to trust our agency.

2) Individuals who agree to services but are hard to catch up with:
These individuals appear to require an approach where a more extended and constant assessment is needed. Discovering the reasons, like unstable housing, or insufficient access to resources such as SSI, transportation, etc. These things may change constantly and it may appear that the person is entirely disconnected from any community networks. It is important for staff to constantly assess the current people who stay in touch with the client - churches, hospitals, family, employers, banks, hotels, panhandling spots, grocery stores where they may buy alcohol and lots of others.

On top of this, it is important to work hard to make your agency very accessible. Providing cell phone numbers of staff, bus tickets, safe spaces, and connecting to emergency housing and food pantries all can facilitate the helping relationship.




Denial of Substance Use Disorders 

 What do you do?  
◦ Introduce your services as health care  
◦ Include the 8 domains of wellness  
◦ Sell your other services (Medication services, 

HCH, community support) 
◦ Build trust 
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If an individual is denying issues with substance use- whether outreached through DM3700 or ADA DM- you must first build trust.

Present your services as “health care.”

Include the 8 dimensions of wellness – remember not to focus on just one area. 
• Emotional wellness
• Spirituality
• Physical health
• Environmental
• Financial
• Social
• Occupational
• Intellectual

Sell your other services! What else do you offer?



Denial continued… 
 Focus on medical issues and connecting 

with primary care  
 Addressing housing instability  
 Advocacy within the legal system  
 Offer co-occurring/mental health services 
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Focus on: 
Medical care
Housing
Legal system issues 
Co-occurring treatments

Again- tailor the services to them to meet their needs!



Denying SUD 
 Lafayette House:  We continue to 

discuss all needs of the individual and 
offer assistance with any of those issues 
the individual is willing to discuss/address. 
◦ Needs of children; child custody 
◦ Housing needs 
◦ Budgeting 
◦ Transportation 
◦ Clothing 
◦ Legal issues 
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Lafayette House discusses children/child custody needs as well as other issues that are common with the women who walk through their doors.



Denying SUD 
 Preferred: Go back over and over; offer 

help in areas other than substance 
use/mental health 
◦ Leave packets in flower pots, inside doors, on 

porches, etc…  
◦ Unless the individual gives us a strong “no” then 

we revisit and encourage the person to hang 
onto the contact information in case they want it 
later.   
◦ We had an individual call almost 3 months after 

we left contact information and is now enrolled 
in CSTAR. 
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Preferred reminds everyone to not give up! Unless it’s a strong no - keep trying. Leave the information no matter what.



Denying SUD 
 Burrell: Focus on the health and wellness aspects of 

the client’s life initially.  
 Then…focus on areas that seem to be less 

threatening than their substance use isJanes 
◦ Filling out simple forms 
◦ Assist with getting basic needs met via resources- food, 

clothing for the kids, school supplies, legal aid, 
transportation 

 Once further rapport has been established focus on 
identifying other needs then point those back to 
underlying issues which could be addressed with a 
counselor  
◦ Assistance in filing an order of protection, weight 

management, tobacco use, self-esteem issues, depression  
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Burrell will focus on the “less threatening” issues first: Health and wellness, meeting basic needs, etc.
Once rapport is built, turn focus back to the underlying issues



Remember… 
 Goal of Outreach is to Enroll 
◦ Enroll ASAP 
 Brief Evaluation/30 Day Extension 

 Care Coordination 
◦ Transfers 

 Key reasons for engagement 
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A few things to remember: 

1.) The goal of outreach is to enroll. Enroll the person as soon as they are agreeable to any services. Policy changes were made to assist in this effort and remove those barriers. Mental health side can use the behavioral instead of completing the full assessment. Substance use disorders now have the 30 day assessment extension. 

2.) When transferring consumers from outreach lists or services, make sure you are coordinating care. This is a key function of disease management. 

3.) Remember, engage a person based on their reasons for wanting services. Always use motivational interviewing and a person-centered approach. 

4.) We need to be sure that we are providing good care coordination when we transfer DM consumers to a new agency. A warm, hands-off approach should occur to ensure that the DM consumer does not become disengaged from services before all of their treatment goals are met.




Example Dialogues 
 Handout #1 - Example dialogues with consumer 

on DM outreach list 
 Handout #2 - Example dialogues with other 

health care providers  
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Two handouts are included that provide example dialogues outreach workers have with consumers and with healthcare providers. 




Questions? 

Tara.Crawford@dmh.mo.gov 
Natalie.Fornelli@dmh.mo.gov  
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