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LEARNING OBJECTIVES

At the conclusion of this session, the participant will be able

A To examine the changing mental health and psychosocial
needs, in the context of a global pandemic, as identified by
solo primary care providers and their patients.
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LEARNING OBJECTIVES

At the conclusion of this session, the participant will be able

A To identify the benefits of a mental health program compo:
of a small, virtual;looated multidisciplinary team and
describe the challenges of building, maintaining, and
expanding such a program.
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LEARNING OBJECTIVES

At the conclusion of this session, the participant will be able

A To understand the importance of evaluating services using
Ql protocol t hat 1 ncl udes
with the service to ensure accessible and equitable care.
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SCOPE:

Seamless Care Optimizing the Patient Experience

SCOPE Is an innovative program suppariing

Small communitased practices in Toronto often deal with specific cultur
linguistic communities.

These practices do not have access to saugpwdrkounselling allied
health staff to help address client needs

. umt % SCOPE




SCOPE:

Seamless Care Optimizing the Patient Experience
SCOPE provides:
* ol 6-0
\ / Psychosocial Suppoyt
S Rapid Access to a Ran
System Navigation of Specialists




SCOPE:

Seamless Care Optimizing the Patient Experience

ASCOPRas founded in 2012 starting with a cohort of 30 practices
who referred to the Toronto Western Hospital by asking primary care
providers what they needed to better manage their patients in the
community. SCOPE has now grown to 950 registered practices across
8 Toronto sites, with plans to expand beyond Toronto

AGrassroots calesign with PCPs, major hospitals, and home and
community care.
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SCOPE:

Seamless Care Optimizing the Patient Experient
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SCOPEeamless Care Optimizing the Patient Experience
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SCOPE Mental Health

Over 10% of all requests to the SCOPE Nurse Navigator
related to a mental health/addiction issue.

This sparked the development of an integrative mental he
program (involving system navigatiotesh@aocial work
support, and psychiatric care) to support this identified ne

Model was loosely adaptedAidi§Advancing Integrated
SCOPE Mental Health Solutions), University of Washington Psych
& Behavioral Sciences.
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SCOPE Mental Health

http://aims.uw.edu/
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SCOPE Mental Health

AIMS CENTER

Advancing Integrated
Mental Health Solutions

IMPLEMENTATION GUIDE

STEP 1: LAY THE FOUNDATION

STEP 2: PLAN FOR CLINICAL
PRACTICE CHANGE

STEP 3: BUILD YOUR CLINICAL
SKILLS

STEP 4: LAUNCH YOUR CARE
STEP 5: NURTURE YOUR CARE
BILLING & FINANCING
RESOURCE LIBRARY

COPYRIGHT PERMISSIONS

RESOURCE LIBRARY

INADI CAACAITATIAAN 1 HNE

UNIVERSITY OF WASHINGTON, PSYCHIATRY & BEHAVIORAL SCIENCES IMPACT
DIVISION OF POPULATION HEALTH -

ABOUTUS RESOURCES TRAINING & SUPPORT  REGISTRIES  COLLABORATIVE CARE ﬂ

IMPLEMENTATION GUIDE
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WELCOME TO THE COLLABORATIVE CARE IMPLEMENTATION
GUIDE

This guide is an introduction to the process of implementing the Collabhorative Care model (CoCM), from the
crucial first step of understanding what it is to monitoring outcomes once it is in place. Each step contains
learning objectives along with materials to help you achieve them.

It's important to understand that implementing CoCM necessitates practice change on multiple levels. It is nothing
short of a new way to practice medicine and requires an openness to deoing things differently. We hope this free
guide helps you understand the scope of work involved and provides you with the tools you need to get started. The
AIMS Center offers in-depth coaching and training that goes far beyond the contents of this guide and we

encourage you to contact us to learn more.

For a printed overview of our Implementation Guide, see our Collaborative Care Implementation Guide.

https://aims.uw.edu/collaboratsare/implementatiauide



SCOPE Mental Health

®
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Frequent Contact

— e | @SS Frequent
SCOPE PCP

Patient W&

“ <
Social Workers
Jamie Smith & Sara Al Qasir

Adapted from AIMS (Advancing Integrated Mental Health Solutions), University of Washington Psychiatry & Behavioral Sciences, Division of Population Health

Psychiatrist
Dr. Blanca Bolea

PCP A SW

AResource finding & referral guidance

Patient A SW

ANeeds assessment
APsychoeducation

AService Navigation/Care Coordination
ABridging Support

ABrief case management

AReferral to other SCOPE services

PCP A SW A Psychiatrist

A Phone or OTN eConsult
A Rapid psychiatric assessment,
follow-up as needed




Ethos of Service

AlLowbarrier access for patients and family doctors

Simple referral pathway

Alnterventions agraetierdledandneedshased

Support level is

SW connects with paerﬂ det er mi

and assesses needEg
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Ethos of Service

We aim to prometriitable cajwith atepped
care approagserving populations that are
vulnerabland have difficulty accessing service:

o
¢




A patient journey through the service: Mr. A

AMr. A has been struggling during the pandemic: he has lost his job
hospitality industry, he cannot visit his family (all live in Cape Verds
feels isolated and recently has been feeling low.

AMr. A has been in Canada for the last 3 years and has a family doc
(PCP) who speaks Portuguese and serves the -Bpetakjngse
communities in Toronto.

AMr. A has a phone appointment with his PCP, Dr. K.
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A patient journey through the service: Dr. K

ADr. K is a solo practitioner, her practice is very busy as she is one of a |
of doctors serving the Portuguese speaking community. She does not |
any allied health staff working with her.

ADr. K assesses Mr. A for depression and anxiety.

ADr. K prescribes an antidepressant and refers-MHSE@9¥@E a note with
patient demographics and a brief description of the problem).
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A patient journey through the service: Mr. A

AThe SCORH social worker contacts Mr. A by phone, they discuss his situati
and an action plan is agreed:

A During SW assessment patient discloses a history of trauma

A SW will help patient to access CERB (Canada Emergency Response Benefit)

A SW discusses with Mr. A several resources in the communitgfee tcan self

A SW will follow up with patient in 2 weeks. Mr. A is welcome to reach out in meantime if

*

S L

SSSSSSSSSSS

ADr. K receives a summary of each interaction with patient.
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A patient journey through the service: Mr. A

AAfter 2 weeks Mr. A has accessed a

peer support group for men with

depression and is on a waiting list for-toaused individual therapy, has

accessed CERB and is compliant wit

ANo further acute support is needed b
In in 4 weeks.

N his antidepressant.

ut SW and patient agree oR a brief

AAt the 4 weeks check in Mr. A is doing well, and the case is provisionall

closed.
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A patient journey through the service: Mr. A

AAfter 6 months, Mr. A reaches out to theVBECS®REhe stopped
his antidepressant because of side effects.

AHis mood has lowered and he expresses suicidal ideation with
intent.

ASW connects with psychiatrist, a video appointment is booked

AAAAAAAAAAAAAAAAAAAAAA
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A patient journey through the service: Mr. A

APsychiatrist assesses patient and suggests a change of antidepressant
with a follow up in 4 weeks.

AAt 4 weeks follow up, patient is doing better, compliant with medication
has started trauma therapy.

APsychiatrist informs Dr. K of progress and gives a provisional discharge

*
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A patient journey through the service: Mr. A

Mr. A can connect directly to SW if he experiences any new sympto
Or concerns

Dr. K can connect directly with the service if any new issue$ arise (¢
consult also available if needed).

I | Low barrier to episodicatynter
the service if necessary

SCOPE

SEAMLESS CARE

OPTIMIZING THE PATIENT EXPERIENCE




SCOPE Mental Health

SCORMH provides:

1- Patient resource navigation X
2- Psychosocial support LA
3- Psychiatric consults =

4-Continuous support to solo family physfé&ehs

A\ 4




CFHA

Level of InterventiQu. sween wac 20mm v 2021, nes

Longeterm Counselling/Case Management

Level 3 _ =
(21.6% with psychiatry involvement)
(Iz_?;laeﬂler?t Care Coordination & Brief Counselling Support

contacts) (9.3% with psychiatry involvement)

Level 1
(O-1 Patient

Case Complexity &

8.6% | Patient Contact Not NeetRstommendations to PCP
9.9% Just Psychiatry (73% Psych assessmesun@3k)E
B e * SCOPE
ASSOCIATION ‘_’—--,_ (




CFHA

Stepped Care Approach

Longeterm Counselling/Case Management
(21.6% with psychiatry involvement)

Level 3
® Rule of least burden

connect people to least (Iz'f:)'fuleﬁ Care Coordination & Brief Counselling Support
Intensive form of supportontacts) (9.3% with psychiatry involvement)
they neéd

@ Support PCP to keep
patient in their care

® Refer to existing servicegevel 1
when needed, SCOPE MiHatien

il bridge he gaps T patent D ottt Coptommendatons 0 PCP

Patient Contact Not NeeRtommendations to PCP

Case Complexity &

Just Psychiatry (73% Psych assessmetip2394)E
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Level of Intervention: Initial OQutcomes

(Referrals between March 202® March 2021, n=523)

Recommendations to PCP (SW-PCP cont
Social Work - Care Coordination/System Na\igem
Social Work - Case Manage s
Social Work - Counselling Su [
Psychiatry - Phone or E-comssis
Psychiatry Assessm
Referral to Other SCOPE Samice
Referral to Hospital ED or Urgent Care
Other m
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SCORHKIH: Flexible & Adaptive Program Develo

Currently servind.®d practicefast expansion Feb. 2021)

AWedl | take any tyﬁﬂ oﬁF ﬂ'ef

and help in some way

ANo screening or specific referral path\‘s 4

AAdjust service deliverables to prioritize quick contact with patients/PCPs.
ALiaise with other SCOPE services and community programs.



SCORHKIH: Flexible & Adaptive Program Develo

Currently servind.®d. practicefast expansion Feb. 2021)

Total Number of Referrals (per year)
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*** Data up to September 30, 2021



SCORKH: And then there iIs COVID

March 2020, service pivoted to an entirely virtua
program (phone, email, and secure video) from

previous hybrid system.

Accessibility to our service
did not change, still low barrier.
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SCORKH: And then there iIs COVID

ANew profile of patient appears with pandemic relate
problems:

ABereavemer@dvierelated deaths)

Almpacted Ipovidrelated restrictions (Social isolation, distanc
from loved ones)

AAnxious patients that were
rel atedd stress.

AOther psychosocial consequences of the pagdishitoss)
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SCORKH: And then there iIs COVID

In the early stages:

AMany mild/moderate patients lost community support as
programs shut down until they could switch to an online
model.

In the late stages:

A Patients that were severe and had been reluctant
to connect with services started accessing care.

SEAMLESS CARE

% SCOPHH b6heldd these patients
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COVID

IS

And then there
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SCORKH: And then there iIs COVID

Outreach to the community:

AFacilitating access to Vaccination Clinics for vulnerable
patients.

AStart conversations with patients around vaccination and o
iInformation in patients that expressed vaccine hesitancy.

SCOPE



SCOPE

SCORKH: And then there iIs COVID

1|

A Outreach to communities who are vulnerable and have lov
vaccination rates:

A Spanish towhall (70% of participants were not vaccinated)

A Several outreach events in Community and CBC radio (Spanist
speakers) promoting vaccination and explaining risksSof Covid

A Several videos made as part
Womenos Coll ege Hospital



SCORKMIH: Where we are now

@
[0 V,0) ACurrently supporting.01
SCOPE PCP family doctors with a team

of three (one psychiatrist
PT, one FT social worker
and one paritime social
worker).

Patient

d

&

Social Workers Psychiatrist
Jamie Smith & Sara Al Qasir Dr. Blanca Bolea

¢



SCOPE Mental Health: Evaluation

Data gatherilag per REIM framework.

Tnumber of patients referred by FPs-egféisell as well as
Increment of referral rate over time.

= proportion of FPs registered that refer patients.

znumber of patients assessed and discharged or
accessing brief counselling or engaging with the SW for other
Interventions.

= referrals accepted and processed as well as tracking

effect of changes implemented after FPs/patient feedback.
(Glasgow et al., 2016)

s ¥ SCOPE



SCOPE Mental Health: Evaluation

Brief Survey

Al- Family doctors.
AQuestionnaire includes items related taTovid

A2- Patients.
AAdhoc patient reported experiential measure.

e g % SCOPE




Timeline of the Project

Evaluation design APQIP (Quality

completed: Entirel improvemerRREB)
virtual and COVID approval obtained

safety compliant Oct. 2020
June 2020

COLLABORATIVE * i
FAMILY HEALTHCARE ﬂ
————
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Obtained $6000 fro
a donor
November 2020

SOP drafted, RA
attached to project,
recruitment started

December 2021




Data collected from
Jan. 2021 to Oct.

2021

Timeline of the Project

Presentation of final Action points Second iteration

findings to team and extracted pending grant fundin

stake holders November Decembe July 2021
December 2021 2021
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Pa.ti e nt De m Og rap h iG&rrals between March 20205 March 2021, n=523)

Diagnosis Age/Gender Distribution

Trauma PTSiDe— 90
Substance Use Disordens 80
Psychotic Disordems 70

Personality Disordem
Other 60

OCD m= 50
Medical Conditionsmmms 40
Learning Developmental 30
Eating Disorder
Diagnosis Other 20
Depressior_ 10 I I I I
Bipolar Disordemss 0 I I
N> o>
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P ati e nt De m Og rap h i%rrals between March 202® March 2021, n=523)

A 72% of patients referre8GORKEH
had more than one psychiatric diagnos;

1 diagnosis
A Comorbidity with medical illnesses is = >1 diagnosi
also common (unfortunately data about

physical comorbidity was not collected).




Resources RecommeREed ween varch 2026 march 2021, n=s23)

Self-help Resources (books, web'ﬁ

apps)
Online MH progranisiis A Communityased counselling
Private Therapy and/or EAPRIEN resources (IEN_DSt or OHIP
. . covered) continues to be most
Community counselling or ob ,
community resources recommended/highest need

Another SCOPE seniite
A Increasing number of

recommendationsdatine
Outpatient hospital-based MH progaiims programs

Other psychosocial servicéss

N/A B

0O 50 100 150 200 250 300 350




SCORHMH over time

As the program progressed the number of referrals has increased stead
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SCORHMH over time

Cumulative Number of Doctors Served
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Keys to Success

AQuick response times by SW.

Almmediacy. Patients can be booked quickly with
psychiatry if necessary.

AStrong collaborative relationship with family doctors
prioritizing shared care.

AWe adapt to individual




Keys to Success

ANo barriers to access by patisotsdrs

AEasy refergathway (no referral forms;dfP®fer in any
waythey prefer), patients selfrefer provided their FP are
registered with us.

ASeveral levels of intervention to serve different nee

AFast pivot to virtual care dGonl
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Keys to Success

AWe can promai@ntinuity of cateough:
A SW bridging support
A Shared care with psychgatigcess for quick consultation
A No formal discharge

A Collaborationith the rest of the SCOPE team

A Continue to strengthelationships with existing hospital &
community services.

COLLABORATIVE
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Keys to Success

AWe strive teduce demand existing services & keep patient:
within care of PCP

A Stepped care approach
A Education:
A Resource materials
A Psychoeducational & skiflsed groups
A SW navigation & care coordination
A Single session, probksiving therapy

COLLABORATIVE
FAMILY HEALTHCARE

I ASSOCIATION



Lessons learned through the pandemic

AThe program was very resilient ~ Challenges:
duringCovid A Need for a continuous strefumdihg.

A SCOPiBcheap, but requires highly skilled
staff.

A Funding of indirect care is lacking.

A Lack of access to rersate resources at
the PCP level

A Patient engageme8bme patients have

_ _ different expectations around their care
ANeed to expand and disseminate A Physician engagemditite collaborative

the model to be able to face the aspect of the model can be challenging f
l ncrease 1 n demandgbhe

AAfter the last wave and during the
reopening, the number of
referrals has increased +hSE@
per week.
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SCOREBOSITIVE

APOSIT\ASychiatric Outreach and Support for
Integrative Interventions and Virtual Engagen

AThe final goal of SGPBBITIVE is to develop a highl
mobile, adaptable and technalelyered intervention

that does not require patients or professionals to m
SCOPE oo quire p P ‘
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SCOREBOSITIVE

ATo preserve the O6grassrt
developed further according to :

AResults of evaluation

Alnput from the patients advisory committee and a physic
advisory committee.

SCOPE



Future Possibilities

AGrowth within the SGRIPEeard two social workers,
two consulting psychiatrists, more swopiort

Alncrease deliverables: nurse practitioner support, e:
brief counselling options, groups

ADevelop indirect care options
AOffer more preventative interventions

SCOPE



Future Possibilities

ASCOPE will expand to a total of 15 sites across Onta
withir2021,with plans to embed the model within Onte
Health Teams provincially

ARight now, there are at least 3 other SCOPE sites the
considering adding a mental health team (at least SV
navigation support)

AThis will create a stronger network/knowledge of mer
health resources across Toronto (and Ontario), as we
SCOPE Improved connections with various hospital programs

L)



But always preserving our eth

1- Lowbarrier access for patients and PCPs

A Simpleeferral pathway
A Interventions gratienled needdased

2- Entirelyirtual intervention
A No disruption during the pandemic

3-We aim to prometpiitable carevith a stepped
care approach, serving populations that are
vulnerablend have difficulty accessing services



