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THE PERSON-CENTERED OUTCOMES APPROACH TOOLKIT

There is broad agreement that individuals’ priorities and health goals should guide their care, especially among adults with
complex needs who face trade-offs in determining the right course of treatment. The National Committee for Quality Assurance
(NCQA) joined forces with individuals and families, research experts, and care organizations, with support from The John A.
Hartford Foundation (JAHF) and The SCAN Foundation (TSF) to develop the person-centered outcomes approach and measures
to improve and incentivize care for the large and growing group of people with complex health status by capturing and
measuring outcomes that matter to them.

Implementation of the person-centered outcomes approach requires multi-stage practice change, including training team
members on the approach, adapting workflows and using quality improvement methods to achieve practice change and
develop documentation structures. This toolkit is designed to support the implementation of the person-centered outcomes
approach in organizations that care for people with complex health status. Each module outlines the steps needed to implement
the person-centered outcomes approach successfully.

®  Module 1 introduces the person-centered outcomes approach and measures.

®  Module 2 summarizes the goal setting process and how clinicians can identify what matters most to an individual
through a values conversation.

®  Module 3 describes the goal attainment scaling method and how clinicians can use goal attainment scaling to track
progress on a goal identified as most important to an individual.

®  Module 4 provides background on PatientReported Outcome Measures (PROMs), the second method for tracking
goal progress, and how clinicians can use PROMs to assess if an individual is progressing on their identified goals.

®  Each module has a resource section that contains forms and resources to support implementation of the person-
centered outcomes approach.

More efficient,
effective and equitable
health care for people

with chronic and
complex needs
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MODULE 1:
The Person-Centered Outcomes Approach

In this module, you will learn:

» The person-centered outcomes approach.
> The steps for implementing person-centered outcome goals.

» The person-centered outcomes measures.

Measuring quality.
Improving health care.
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The person-centered outcomes (PCO) approach is an iterative, incremental process for goal-based
care. The steps outlined below represent its general framework. An important component of the
PCO approach is measurability. A measurable outcome ensures that an individual can identify
progress toward achieving a goal.

Measure 1 Measure 2 Measure 3
w

Document
achievement

&,

Identify what Document Create plan
matters and track to achieve
PCO goal PCO goal

of PCO goal

¥ R 2

Patient-Reported Goal Attainment
Outcome Scaling (GAS)
Measure (PROM)

STEP 1:

Identify what matters.

The clinician and the individual (and/or care partner) talk about the individual’s values and collaborate on what matters
most to the individual.

STEP 2:
Document and track the PCO goal.

The clinician and individual (and/or care partner) choose one of two approaches—goal attainment scaling (GAS) or a
patientreported outcome measure (PROM)—to document and track the goal.

e GAS (Module 3): The individual and clinician define what it means to achieve the goal, using a continuum of five
possible outcomes: worse, current state, realistic goal, stretch goal and super stretch goal. They use this scale to
monitor the goal over time to see if the individual is improving on the outcome identified as most important.

*  PROMs (Module 4): Standardized questionnaires that allow individuals to report on how they function or feel with
respect to their health, quality of life, mental well-being or health care experience. PROMs generate a score that
can be used to monitor change over time.! The individual and clinician identify a PROM from a bank of potential
PROMs and review the score over time to see if the individual is improving.

' Lavallee, D.C., Chenok, K. E., Love, R. M., Petersen, C., Holve, E., Segal, C. D., Franklin, P.D. (2016). Incorporating patientreported outcomes into
health care to engage patients and enhance care. Health Affairs, 35(4):575-582
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STEP 3:
Create a plan to achieve the PCO goal.

Once a goal is set, the clinician works with the individual to develop a
plan to achieve it, including steps the individual, care partner and/or
clinician must take. Creating a plan helps the individual understand what
steps need to be taken to achieve the goal.

STEP 4:
Reassess the PCO goal.

After a defined period, the clinician and the individual jointly reassess
progress on the goal, using either GAS or by readministering the
original PROM, to determine if the individual is on track. This is also an
opportunity to revise a goal, if necessary. Reassessing progress is an
opportunity for continual appraisal and feedback that can be adapted
throughout an individual’s care.

STEP 5:

Document and assess achievement of PCO goal.
Goal achievement is the expected outcome of the PCO approach. If

GAS is used to document and track the goal, it is achieved if both the
individual and the clinician score progress at a O or above. If PROMs

are used, there must be meaningful change between the baseline and
follow-up scores to achieve the goal. (Refer to Module 3: Goal Attainment
Scaling and Module 4: Patient-Reported Outcome Measures for details on
assessing goal achievement.)

The whole point of my goal was
to be able to get out and be more
physically active, to the point
where it doesn't feel like a chore
anymore.

I’'m not struggling to get out and
be functional. And it's amazing.
Because going from not being able
to do anything at all, to slowly
starting to feel like my old self
again, is kind of a miracle. | was
able to play with my nieces and |
was actually able to keep up. | feel
better.

Individual — 38-year-old, White,
non-Hispanic female
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THE PERSON-CENTERED OUTCOME MEASURES

NCQA developed three measures for assessing an organization’s implementation of the PCO approach. Measures are
designed to help organizations evaluate how well they help individuals and their care partners identify and achieve
what matters most to them.

& 13 T

Goal Identification: Goal Follow-Up: Goal Achievement:

Percentage of individuals 18 Percentage of individuals 18 Percentage of individuals 18
years of age and older with a years of age and older with years of age and older with
complex care need who had a a complex care need who a complex care need who
PCO goal identified, resulting received follow-up on their PCO achieved their PCO goal within
in completion of GAS or a goal within two weeks to six two weeks to six months of
PROM and development of an months of when the goal and when the goal and GAS or
action plan. GAS or PROM were identified. PROM were identified.

EXPERIENCE WITH THE PERSON-CENTERED
OUTCOMES APPROACH

Although most individuals with complex care needs and clinicians have positive experiences using the PCO approach,
it requires changes in workflow and practices. These modules incorporate best practices learned through testing, as
well as observed challenges.

The MAIN BENEFITS observed were:
* Individual and care partner engagement in care. Individuals and care partners appreciate being asked what
matters most to them; for some, it was the first time a health care professional had ever asked. Individuals
mentioned that the approach offers accountability for their progress toward reaching a goal.

* Improved quality of care discussions. Many clinicians feel the PCO approach improves the quality of care
they provide. Some clinicians find the PCO approach is more person-centered than standardized assessments
because it starts with what matters most to the individual and helps the clinician better tailor their care to the
individuals identified needs.

Through his own efforts, the man lost 18 pounds in the process of this project. It helped to put his goal
and plan within a structure. He took his goal and ran with it, which is why this is extremely valuable,
because so much of medical care is reactive—responding to an indicator of how you’re unhealthy versus
promoting a healthy practice. Now he believes that he can do something about his health.

Something very inspiring about this work and something also very surprising is that we don’t ask patients,
“What's something that's really important that we can do that’s positive, proactive; something that’s

important to you2” And that’s when there’s a win for the patient and a win for the medical provider.

Clinician—Home-based medical group
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MODULE 2:
Getting Started With Goal Setting

In this module, you will learn:

> How to identify what matters most through a values discussion.
» Common types of goals.
> How to develop a SMART goal.

> How to support goal achievement.

NCQA

Measuring quality.
Improving health care.



OVERVIEW AND IMPORTANCE OF
GOALS IN CARE

Individuals and clinicians might not be used to discussing
goals during visits. Many individuals expect their clinician
to tell them what they need to do for their health or current
needs. Sometimes they say what they think the clinician
wants to hear: “I know | should lose some weight” or

“I really need to quit smoking.” This type of goal might
reflect what an individual thinks is important for them,

but not what is important to them. The person-centered
outcomes (PCO) approach gives individuals the chance to
think about something they want to achieve.

Goals—clinical and nonclinical—are highly personal.
Each individual has unique values and motivators. To

help an individual reach their goal, a clinician must first
understand what is most important to the individual. Use
the following steps to help guide a discussion about goals.

a

Identify what Document Create plan
matters and track to achieve
PCO goadl PCO goal

Patient-Reported Goal Attainment
Outcome Scaling (GAS)
Measure (PROM)
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| don't think you’re going to
improve unless you have goals,
and then you have to work up to
those goals. For instance, you've
got to do your exercises, 10
repetitions or 20 repetitions, and
then you try to increase them, and
that's the only way you’re going to
get better.

Individval —89-year-old, White
Non-Hispanic, male

Document
achievement
of PCO godl
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IDENTIFY WHAT MATTERS MOST

Values Discussion

First, get to know an individual through a values discussion. Values are the things that really matter to an individual. They
help clarify and articulate what matters most in life, and how our actions are in service to those values. Identifying values
creates a sense of meaning and purpose in this process. Understanding an individual’s history and current circumstances
can help guide them through this conversation and to a goal they want to focus on. For example, family, relationships,
social activities and physical and mental well-being give meaning and purpose.

This conversation is easier when there is an established relationship—for example, during a second or third encounter—
and is most successful when the individual trusts the clinician. Once trust is established, people tend to be more open to
discussing their values and objectives. Using motivational interviewing techniques to understand why a goal is important
to an individual and acknowledging that the individual is the expert about what is important to them, can also support
the conversation.

For some clinicians, clarifying values might be unfamiliar or difficult to include in their current workflow.
(Refer to Table 1 and Resources 1-7: Person-Centered Outcomes Approach — Goal Conversation Starters for suggestions.)

Table 1. Conversation starters to help clarify values

“What does a good day look like2 What does a bad day look like2 What needs to be in place for you to have a
good day?”

“What does it mean to you, to say you're ‘doing well’?2 When did you last feel this way?2”

“Is there anything in your life you'd like to change that could help you get closer to doing well2 In terms of your
health, socially or in other ways2”

“In our care visits, you're used to me telling you what to do, but maybe it's time for me to listen to what you want/
need. What are your goals2”

“What is most important to you in your life right now2 What brings you joy2”

“What would you attempt if thoughts of failure didn’t deter you?”

“How would you act differently if X (e.g., symptom/condition) were no longer an obstacle2”
“What projects or activities would you start if your time and energy weren’t consumed by X2”
“What relationships would you build or want to build and with whom if X wasn't an issue?”
“What are the actions you take on an ongoing basis in service of2”

“If you no longer struggled with X, how would your life be different?2 What would you be doing2”



TOOLKIT

Value Domains

There are generally four value domains' 1.) Connection—family, relationships,
community, religion; 2.) Enjoyment—personal growth, hobbies, recreational
activities; 3.) Health—symptom and health diagnosis management, quality of life;
and 4.) Function—independence, being able to live at home, dignity. To understand

what matters most to an individual, it's important to understand the value domain
most important to them, or the value they want to focus on. What domain impacts
their daily life2 Do they value one domain over another? This will help narrow the
focus and get closer to creating a goal.

Going From a Value to a Goal

What's the difference between a value and a goal? A value is the anchor for a goal. Values help an individual focus on
what matters most to them. The goal may need to change, depending on an individual’s current health, function or life
circumstances, but values will likely stay the same. A goal is an action that reflects an individual living their values, or
aspects of them, at a point in time. Unlike a value, a goal can be achieved.

During value conversations and goal selecting, it's important to identify what is important to the individual versus what
is important for them. The clinician’s ideas and goals for the individual to achieve can be shared but are not the focus
of these conversations. The focus should be on identifying what motivates the individual every day. Why do they want
what they want? Why do they do what they do? The clinician must understand an individual’s abilities, needs and
supports, as well as what they expect from their care team. This is the first step in developing a trusting relationship with
the individual.

Goal Domains

Based on extensive review of goals developed by individuals and care partners, it has been found that goals typically fall into
12 domains. The list in Table 2 can be used to help an individual and/or their care partner identify the goal they would like to
work towards. It is beneficial to track goal domains to help understand the type of goals that are being set in a population as
well as to identify that a goal conversation has been completed. (Refer to Resource 8: Goal Domain Definitions and Examples
for additional detail.)

Table 2. Goal Domains

Access to Services Caregiver Needs
& Supports & Concerns
Independence Managing Conditions Medication Management
& Symptoms
Improving Health . . . o Emotional &
& Wellness Physical Function Social & Role Functioning Mental Health

Goal Inventory
Identifying a goal based on a value may take time. Sometimes the word “goa

|II

doesn’t resonate with an individual, so
having concrete examples can help them think of options and potential goals to work on. A “goal inventory” —a list of
suggested goals—can support this conversation. Goal inventories are available for individuals, care partners and with
a focus on behavioral health. All goal inventories are available in multiple languages. (Refer to Resources 9 — 29 for the
goal inventories.)
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COMMON GOAL TYPES

Clinical recommendations may sometimes differ from an individual’s goals, or an individual’s goals may seem
unrealistic. Clinicians can help individuals identify goals that are safe and attainable with available resources, making
sure their voice is heard.

Process vs. outcome goals

Goals can address processes or outcomes. For example, if an individual’s goal is to reduce the number of times they
fall, this can be operationalized as an outcome (the number of falls) or as a process (removing fall risk hazards in the
home; attending an exercise program to improve balance). It's best to avoid combining outcomes and processes in the
same goal.

Individual- vs. clinician-actionable goals

Some individuals want to engage in an activity that the clinician can influence; for example, by arranging
transportation or a referral for a service such as physical therapy. These goals focus on achievement (e.g., being willing
to leave the house, showing up for appointments on time).

Using language that continues the conversation (“Why is this goal important to you?2”; “Does this goal capture what
matters to you?2”) can lead an individual from a clinician-actionable goal (ex. control blood pressure with medication) to
an individual-actionable goal (ex. walk around the block once a week). If the individual and clinician work together, a
larger, clinician-actionable goal can be broken into smaller, individual- actionable goals that are both more meaningful
to the individual as well as in the individual’s control.

Unrealistic goals

At times, an individual’s desires or priorities may not be immediately attainable—or attainable at all—or may differ
from those of family, care partners or clinicians. For example, someone with dementia wants to drive, or someone

who uses a wheelchair due to advanced frailty wants to walk unassisted. Individuals might not understand how a new
diagnosis or a recent change in prognosis will affect their goals. This can be addressed by discussing expectations and
setting realistic goals, focusing on what is important; perhaps saying, “I want to set you up for success.” A clinician
who respects and accepts an individual’s goal without judgment can suggest changes that are likely to be interpreted as
supportive and person-centered. Explore why the original goal is important (e.g., “Being able to walk would let me be
more independent/relieve burden on my care partner”) and identify a goal that relates to that issue or need.

If an individual still wants to set an unrealistic goal after this conversation, the request can be honored and a note made
fo review expectations at a follow-up meeting.

S M A R T

Specific Measurable Attainable Relevant Time-bound

SETTING SMART GOALS

Goals may be documented in the individual’s words or paraphrased by the clinician. Using an individual’s own words
when documenting goals can help ensure that the goals truly reflect what matters most to the individual, but may make it
more difficult to measure progress if key elements for a measurable goal are missing. To balance the need for accuracy
in understanding what's most important to the individual and the need to measure progress on the goal, clinicians can
help an individual recast ideas and concepts into the SMART format (Specific, Measurable, Attainable, Relevant, Time-
Bound). Research has shown that when goals are SMART, individuals are more likely to achieve them.
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Specific

Individuals sometimes start with broad goals that can be refined into more specific goals that are measurable and
attainable. Setting goals about general states of health or well-being, such as “I want to feel better” or “I want to be in
better health,” should be avoided, if possible, since these may be difficult to measure and attain. Asking the individual,
“What does being in better health look like2” or “What does ‘feel better’ mean to you?” is a good way to elicit specific
goals. Its important the goal is specific to just one thing or topic. If a goal has multiple parts, how would you rate
progress if the individual is successful for one part of the goal but not the other?

Measurable

When a goal is measurable, it ensures that the goal has some benchmark to monitor progress that includes either a quantity
or operationalized behavior. This allows for both you and the individual to have the same definition of success and clearly
defines how the goal will be accomplished. Some examples include distance walked in steps, blocks or miles, a certain
amount of money saved, the frequency in which some activity is conducted or the number of pounds for weight loss or gain.
Asking probing questions to understand how the individual will mark the achievement of their goal can help to quantify

the goal.

Attainable

Some individuals will identify unrealistic goals, and might not want to change to a more fitting goal. Their perspective
and perception of what is attainable may be different from the clinician. Be prepared to discuss and negotiate this
mismatch.

Relevant

The goal should reflect something that is important and relevant to the individual’s life. Sometimes an individual doesn't
have a specific goal other than to keep living the way they are currently living. Ask what they like about how things are
now and use this status as the expected outcome.

Time-bound

Some individuals like to set shortterm goals; others focus on the long term. Create goals that can be followed up on
based on the cadence of visits. Goals should be able to be completed in 6 months or less. If a goal will take longer to
achieve, consider how it can be broken into smaller pieces. For example, “How will you know by our next visit if you
are making progress toward your longerterm goal2”

COMMON DIFFICULTIES WITH GOAL SETTING

Changing goals. An individual who has chosen a primary goal might articulate a different goal. This might be
because they are still defining what is most important to them. Be patient with the process.

e The goal has too many parts. Sometimes individuals have difficulty focusing on one goal. If there are too many
parts to a goal, it may be difficult to measure achievement if one part is met but another is not. Consider splitting
complicated goals into two or more simpler goals, and let the individual choose one goal to reach first.

e  Godls are specific to the care partner. Individuals might feel guilty choosing care partner-specific goals. Assure the
individual that it's okay to have goals that focus on care partners. There are options for setting care partner goals;
for example, the care partner and the individual choose a goal for the individual to work on; the care partner is the
individual’s proxy and sets the goal for them; the care partner sets a goal for themselves. (Refer to Resource 23-29
for examples of goals for care partners.)
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SUPPORTING GOAL ACHIEVEMENT

Once goals are established, clinicians can help individuals sustain motivation and the desire for change by discussing

how progress will be measured. Identifying facilitators and barriers to goals can inform changes to the care plan.

Reaching goals can be a challenging process, yet rewarding when the individual is working toward what matters most
to them.

Support goal achievement

Identify and address potential barriers to achieving a goal. For example, if the goal is “Walk three times a week,”
ask if there are alternative places to walk in bad weather.

Set expectations and assign responsibilities to support plans to achieve a goal. If an individual needs physical
therapy to strengthen their legs, for example, ensure that they understand that a plan to engage a physical therapist
is part of the goal.

Identify how to measure improvement or success. Individuals may set a process goal that is too broad or takes too
long to reach, but can be broken up into smaller, actionable steps. Discussing this as the goal is set may prevent
disappointment or lack of achievement later.

Review and update goals

Regularly review goals, including progress and barriers. Ensure that there is a visit schedule or a means of
communication that allows adequate support and provides time for discussing progress. Regardless of when visits
are held, it's a good idea to establish clear expectations about what will be reviewed.

» "By the next time we meet, you will be walking one mile every other day.”
» “I'm going to check in with you every 4 weeks to see how you are doing on your goals.”

Documenting conversations about goals in the individual’s health record is essential to follow-up and to
managing progress.

Retire or modify goals once they have been achieved or are no longer desired. An individual’s priorities or health
concerns may change over time. Focusing on what matters to the individual should drive the goal-setting process.

@,

| think that the person-centered outcomes approach helped us make sure we're having the conversation
about goal setting. We thought we were doing this all the time, but we weren't really doing it as
frequently, as consistently, as we thought we were. | think it also helps us raise the definition of person-
centered care. A lot of people purport that they do person-centered care, and we also have been saying
that for a very long time, but this has brought a little more discipline to that conversation.

Administrator— Geriatric primary care setting
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RESOURCE 1:
Person-Centered Outcomes Approach—Goal Conversation Starters —English

Identifying the Value

It's important to discuss an individual’s values, and transition from values to goals. Start the process with a conversation

about what values matter most to the individual. This helps identify an actual goal to work toward. Use this conversation

to better understand the primary goal on which the individual wants to focus.

It may help to first assess the value domain (connection, enjoyment, health, function) that is most important to the individ-

ual by asking, “On a scale of 0 to 10, where O is not important at all and 10 is extremely important, how important is
connection/enjoyment/health/functiong”

Below is a list of conversation starters about values (depending on the individual).

How would you act differently if X (e.g., depression, anxiety, pain, health condition) were no longer an obstacle?

What projects or activities would you start if your time and energy weren’t consumed by X (e.g., depression,
anxiety, pain, health condition)?

What would you do if X (e.g., condition) were no longer an issue?

What would you attempt if thoughts of failure didn't deter you?

What sort of relationships would you build, and with whom?

What changes would you make in your work?

If you no longer struggled with X, how would your life be different2 What would you be doing?
What's the worst thing for you about being X2

What in life is so important to you that you would be willing to experience difficulty/pain to get ite

Identifying the Goal

Below are conversation starters to use when identifying an individual’s goals. They are derived from the experience of

clinicians and individuals who participated in the PCO approach.

“What does a good day look like2 What does a bad day look like2 What needs to be in place for you to have a
good day?”

“What does it mean to you, to say you're ‘doing well’?2 When did you last feel this way?2”

“As my patient, you're used to me telling you what to do, but maybe it's time for me to listen to you and what you
want/need. What are your goals2”

“We're trying to make health care more person-centered. We want to help you achieve these goals. We will do
this exercise to help you plot a plan and achieve this goal.”

“I want to hear your goals rather than tell you what to do...”

“We want to find out what is the most important goal to you. How can we make things better2 We're going to
focus on your top goal, what's important, and how you are going to achieve it.”

“These are your top goals, and we want to see how we can make your top goal better...”
“I'm thinking along the lines of... would you agree or disagree?”

“Is that appropriate?”

“Am | completely off, or wrong?”

“Is that reasonable?”



Module 2: Getting Started With Goal Setting | TOOLKIT

RESOURCE 2:
Person-Centered Outcomes Approach—Goal Conversation Starters — Arabic

Identifying the Value

You first start the process with having a conversation about what values matter most to the individual. Starting with values
helps place the goal in a context that can be used to identify an actual goal to work towards. You will use this conversation
to better understand the one goal the individual will want to focus on. It is important to discuss an individual’s values and
then transition from values to goals.

It may be helpful to first assess which value domain (connection, enjoyment, health, function) is most important to the
individual by asking “how important on a scale of O to 10 where zero is not important at all and ten is extremely
important is connection, enjoyment, health, and function2”

Below is a list of conversation starters you may want to use to start the discussion around values depending on the
individual.

flaile clalal J<E) (Aumaal) Al 5 A1 5 S 5 QLY Jie) X 2xy ol 13 @l puai Calits aa gl ) o
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A Jidd (dpuayall el (JU Jnes o) X 23 a1 1Y) Jritis i€ 13le @
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?OA&A}L@M&&H\Q&M\&}I—A °
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Identifying a Goal

Below are conversation starters that you may want to use when identifying goals from individuals. These are derived from
the experience of clinicians and individuals who participated in the person-centered outcome approach.
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dule 2: Getting Started With Goa

RESOURCE 3:
Person-Centered Outcomes Approach—Goal Conversation Starters —Russian

Identifying the Value

You first start the process with having a conversation about what values matter most to the individual. Starting with values
helps place the goal in a context that can be used to identify an actual goal to work towards. You will use this conversation
to better understand the one goal the individual will want to focus on. It is important to discuss an individual’s values and
then transition from values to goals.

It may be helpful to first assess which value domain (connection, enjoyment, health, function) is most important to the
individual by asking “how important on a scale of O to 10 where zero is not important at all and ten is extremely
important is connection, enjoyment, health, and function2”

Below is a list of conversation starters you may want to use to start the discussion around values depending on the
individual.

e Kak nHauve Obl Bbl cebsi Benu, ecnin 6bl coctosiHue X (Hanpyumep, Aenpeccusi, Tpesora, 601b, npobnemsl co
300poBbeM) BorbLUe He NPeACTaBnANo NpensTcTBme?

o K kakum npoeKkTam Unm 3aHATUAM Bbl Obl npuctynunum, ecnm Obl Bawe BpemMa 1N 3Heprna He nornowanucb
cocTosiHMeM X (Hanpumep, Oenpeccuen, TpeBoroi, 6ombko, Npobnemamm co 30opoBbLEM)?

e Y710 6bl BbI caenanu, ecnu 6bl coctosiHue X (Hanpumep, NpobnemMbl co 340poBLeM) GosbLue Bac He 6ecrnokonno?
e Y10 Gbl BbI MONbITANUCEL caenatb, ecnu Gbl MbICNY O HEYAaYe He OcTaHaBnMBanu Bac?

e Kakue oTHoLLEeHUs Bbl Obl MOCTPOUIN U C KEM?

e Y10 Obl BbI U3MEHMIN B CBOEW paboTe?

e Ecnu 6bl Bbl 60nbLue He 60ponnch ¢ cocTosiHMEM X, Kak Obl M3MEHMNach Balla xu3Hb? Yem Obl Bbl 3aHMManNmnchL?
e Yo Ans Bac camoe xygLuee B KWU3HU C COCTOsIHMEM X?

e YTO B XXM3HM HACTOMbBKO Ba)KHO AJ151 BAC, YTO Bbl FOTOBbI UCTbITbIBATh TPYAHOCTW/G0Sb, YTOObLI 40OUTLCS 3TOr0?

Identifying a Goal

Below are conversation starters that you may want to use when identifying goals from individuals. These are derived from
the experience of clinicians and individuals who participated in the person-centered outcome approach.

o «Kakum Bbl MpeacTaBnseTe xopowuni AeHb? Kakum Bbl npegctaBnsgeTe nnoxon AeHb? YTo HyXHO AnS Toro, 4ToObl y
Bac Obin XopoLnin AeHb?»

e «YTO ANA Bac 3HA4YUT cKasaTb, YTO y Bac ,Bce xopolwo“? Koraa Bbl B NOCneHWI pa3 Tak cebs 4yBCTBOBann?»

e «Kak MOW naumeHT, Bbl NPMBBLIKMN K TOMY, YTO 51 FTOBOPIO BaMm, YTO AenaTb, HO, BO3MOXHO, MPULLINIO BPEMS BbICMyLIATE
BacC 1 y3HaTb, Yero Bbl XOTUTE M B YEM HyxaaeTecb. KakoBbl BaLy Lenn?»

e «Mbl cTpemmmcs caenatb MeguumHckoe obcnyxunsaHve 6onee nepcoHanMavpoBaHHbIM. Mbl XOTUM MOMOYb BaM [0CT
3TUX Lenen. Mbl BbINOMHUM 3TO ynpaXHeHne, 4Tobbl MOMOYb Bam paspaboTaTtb NiaH u 4OCTUYb 3TON Lienn».

e« xody y3HaTb BalLM Lienu, @ He roBOPUTb BaM, YTO Aenatb...»

e «Mbl XOTUM BBISICHWUTb, YTO ANS Bac ABMASAETCA CaMOWN BaXHON Lienbto. Kak Mbl MOXeM ucnpasuTb cuTyaumio? Mel
COCPeAOTOMMMCS Ha BalLen rmaBHOM Lenu, Ha TOM, YTO A4S Bac BaXHO, U HA TOM, Kak Bam AOCTUYb XENnaemoro.

e  «3TO BalW rMaBHble LEenu, N Mbl XOTUM MOHATb, KaK MOXHO UX YIYYLUNTb...»

e« MbICAIO B TAKOM KIltoYe... Bbl cormacHbl unu HeT?»

e  «YMECTHO N 3T0?»

e «51 coBcem npomaxHyncs u owmbarch?»

e «HaxoguTe nu Bbl 3TO LienecoobpasHbIM?»
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RESOURCE 4:
Person-Centered Outcomes Approach—Goal Conversation Starters
—Simplified Chinese

Identifying the Value

You first start the process with having a conversation about what values matter most to the individual. Starting with values
helps place the goal in a context that can be used to identify an actual goal to work towards. You will use this conversation
to better understand the one goal the individual will want to focus on. It is important to discuss an individual’s values and
then transition from values to goals.

It may be helpful to first assess which value domain (connection, enjoyment, health, function) is most important to the
individual by asking “how important on a scale of O to 10 where zero is not important at all and ten is extremely
important is connection, enjoyment, health, and function2”

Below is a list of conversation starters you may want to use to start the discussion around values depending on the
individual.

o WURX (lhn, AR, FERE. . EESIRIL AFBONER—ANER, BRBUEREARTE)?

o IRIERIN RIS JJRE X (BN, A0, FIE. . ERIRAL WHRER, o T ibeeni B a5l ?
o HWURX (Hlfn, JORDL ARR AR, St

o MRRMHI &R A LIRS, Bzl 4

o RBVATARHIRR, SUERIIXERR?

o FETAEPES ML ?

o WIREAHULTX, BHAFSAEMAR? EIAESTEMEAT A2

o WKL, BAXRFEEHREGE R A?

o EWETAHANERGEAFEE, UETRIEELINAENRE £FEE?

Identifying a Goal

Below are conversation starters that you may want to use when identifying goals from individuals. These are derived from
the experience of clinicians and individuals who participated in the person-centered outcome approach.

CSEIFH— R ARER) 7 REEER) — R AR R, AR — RTEREH A%

o CULH OISR, MECRUWEWE A EHJa— H M A A x? 7

o YYENIRMERE, ORI T REREIZEAM, (AWVFREAEIRGTER O, Wi AR L A/ 2Lt
41 B HRRAT AT

o CBANIES ERT BN A . AR B G IUX L H bR . AR BRI AR SR B i) & — AN
FHFIIEA HAx. "

o CHARWTITEN HbR, MAREIREEMA AL

o CBATARREEX EOR VR EE W B AR 4. BATERA BT UAS HL? BATH HAE RN EZ H bR, B2
FICL L T S H e 7

o CIXEEREHIEEB IR, A E VI A REE S IE R T bR

o CHMBHIML. . ERREREAFEZ?

o XHAEW?”

o WIEAMMEEET Y7

o CXFEHN?”
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RESOURCE 5:
Person-Centered Outcomes Approach—Goal Conversation Starters —Spanish

Identifying the Value

You first start the process with having a conversation about what values matter most to the individual. Starting with values
helps place the goal in a context that can be used to identify an actual goal to work towards. You will use this conversation
to better understand the one goal the individual will want to focus on. It is important to discuss an individual’s values and
then transition from values to goals.

It may be helpful to first assess which value domain (connection, enjoyment, health, function) is most important to the
individual by asking “how important on a scale of O to 10 where zero is not important at all and ten is extremely
important is connection, enjoyment, health, and function2”

Below is a list of conversation starters you may want to use to start the discussion around values depending on the
individual.

e ;Cémo actuaria de forma diferente si X (por ejemplo, la depresién, ansiedad, dolor, estado de salud) dejara de
ser un obstaculo?

e 5Qué proyectos o actividades iniciaria si su tiempo y energia no estuvieran consumidos por X (por ejemplo, la
depresién, la ansiedad, el dolor, la enfermedad)?

*  Qué haria si X (por ejemplo, la enfermedad) dejara de ser un problema?

*  ;Qué intentaria si no le disuadieran los pensamientos de fracaso?

* ;Qué tipo de relaciones entablaria y con quién?

* ;Qué cambios haria en su trabajo?

* Siya no tuviera problemas con X, 3en qué cambiaria su vida? 3Qué haria?

* 5Qué es lo peor para usted de ser X2

* Qué es tan importante para usted en la vida que estaria dispuesto/a a experimentar dificultades o dolores para
conseguirlo?

Identifying a Goal

Below are conversation starters that you may want to use when identifying goals from individuals. These are derived from
the experience of clinicians and individuals who participated in the person-centered outcome approach.

e "3Cémo es un buen dia? 3Cémo es un mal dia? 3Qué tiene que suceder para que tenga un buen dia?".

e ";Qué significa para usted decir que le va bien? 3Cudndo se sintié asi por Gltima vez2".

e "Como paciente mio, estd acostumbrado a que le diga lo que tiene que hacer, pero quizé ha llegado el momento
de escucharle y saber lo que quiere o necesita. 3Cudles son sus objetivos?"

e "Estamos intentando que la atencién médica se centre mds en las personas. Queremos ayudarle a conseguir estos
objetivos. Haremos este ejercicio para ayudarle a trazar un plan y alcanzar este objetivo".

e "Quiero escuchar sus objetivos en lugar de decirle lo que tiene que hacer".

e "Queremos saber cudl es el objetivo mds importante para usted. 3Cémo podemos mejorar las cosas? Vamos a
centrarnos en su objetivo principal, en lo que es importante y en cémo conseguirlo".

e "Estos son sus obijetivos principales y queremos ver cémo podemos mejorar su obijetivo principal”.

e "Estoy pensando en algo como... zestd de acuerdo o en desacuerdo?".

e "sle parece apropiado?".

e ";Estoy completamente equivocado?".

e "sle parece razonable?".

20 WWW.NCOa.0rg
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RESOURCE 6:
Person-Centered Outcomes Approach—Goal Conversation Starters
—Traditional Chinese

Identifying the Value

You first start the process with having a conversation about what values matter most to the individual. Starting with values
helps place the goal in a context that can be used to identify an actual goal to work towards. You will use this conversation
to better understand the one goal the individual will want to focus on. It is important to discuss an individual’s values and
then transition from values to goals.

It may be helpful to first assess which value domain (connection, enjoyment, health, function) is most important to the
individual by asking “how important on a scale of O to 10 where zero is not important at all and ten is extremely
important is connection, enjoyment, health, and function2”

Below is a list of conversation starters you may want to use to start the discussion around values depending on the
individual.

o WURX (Biltn, HEE. FERE. PO EDIRUD AR ERE R, e R R ATE)?

o IURBERRERIAE A X (Flan, 1. fRE. ORI ERGIRDD THAER, e HEATIRLIE H BiE S
il ?

o WERX (B, KRV AR, e

o WRAKRMIMIGHIRA EEIRN, aE st

o IEBEENAERMER, MRS R R?

o TELARrP Rt mpLs s

o WERIEAFAERX, EHAEFEAIAR? EHE T E?

o WK, BAXEMERLNFHERAE?

o EWETHMHEEEARARE HE, USERERELRERN SR SERE?

Identifying a Goal

Below are conversation starters that you may want to use when identifying goals from individuals. These are derived from
the experience of clinicians and individuals who participated in the person-centered outcome approach.

o R RAAERRK? MR — RRAT AR ? WIEAGR, HEA R — R R R 7

o CHRHCHARE, BHEARERRRE B EHRR KA BT R AT E R ? 7

o CIEAIINESE, BOKEE T IRETREZEEM, BRI RER R 0, BRI AR S B
BT . B HRRE? "

o CRMIESIIMERBE BTN U ZA . AR B ST IS L H AR, BRAPDRAEIEIE 18 51 2 B B 2 — {1
AP BUE E H AR,

o CRABHETEEMHAR, MmARGREEMAE...

o CIRPTARFIIEFHEAR R E B AR AR . JRAVERA RESETE DU A LT 7 AR BB 00 2 AR
HERIHEU AT B AR,

o TSRS, R BRI R L
o CRIELTRE.. EFAEEERRR? "
. CEHAMTE?

o C“IRyEAfmBEmiEH TG
o CIEEREHNG?

WW.Ncga.org 2]
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RESOURCE 7:
Person-Centered Outcomes Approach—Goal Conversation Starters—
Vietnamese

Identifying the Value

You first start the process with having a conversation about what values matter most to the individual. Starting with values
helps place the goal in a context that can be used to identify an actual goal to work towards. You will use this conversation
to better understand the one goal the individual will want to focus on. It is important to discuss an individual’s values and
then transition from values to goals.

It may be helpful to first assess which value domain (connection, enjoyment, health, function) is most important to the
individual by asking “how important on a scale of O to 10 where zero is not important at all and ten is extremely
important is connection, enjoyment, health, and function2”

Below is a list of conversation starters you may want to use to start the discussion around values depending on the
individual.

o Néu X (vi du: trdm cam, lo lang, dau dén, tinh trang strc khde) khong con la tré ngai niva, ban sé hanh dong khac di
thé nao?

« Néu thoi gian va nang lugng clia ban khong bi X (vi du: tram cam, lo 1ang, dau dén, tinh trang strc khoe) choan hét,
ban sé bat dau nhirng dy an hoac hoat déng nao?

e Né&u X (vi du: tinh trang strc khde) khéng con la van dé niva, ban sé lam gi?

o Né&u nhirng suy nghi vé that bai khéng lam ban nan léng, ban sé thv lam gi?

e Ban sé xay dwng nhitng méi quan hé nao va véi ai?

e Ban muén c6 nhitng thay di nao trong coéng viéc ctia minh?

o Néu ban khéng con phai vat 16n v&i X niva, cudc sdng clia ban sé khac nhw thé nao? Ban sé dang lam gi?

o Ddi voi ban, diéu téi té nhéat khi la/bi X 1a gi?

o Diéu gi trong cudc séng quan trong véi ban dén mirc ban sdn sang trai qua khé khan/dau khé dé cé dwoc?

Identifying a Goal

Below are conversation starters that you may want to use when identifying goals from individuals. These are derived from
the experience of clinicians and individuals who participated in the person-centered outcome approach.

e "Mbt ngay tét dep 1a nhw thé nao? Mot ngay tdi té 1a nhw thé nao? D& ban c6 mot ngay tét dep, can cé nhivng diéu
gi?

o “Nai rang ban ‘dang 6n’ nghia la gi déi v&i ban? Lan cudi cling ban cam thay vay |a khi nao?"

e “Labénh nhan cua téi, ban da quen voi viéc toi béo ban viéc can lam, nhwng c6 1& da dén Iuc t6i IAng nghe ban va
nhirng dieu ban mong mudn/can. Nhirng muc tiéu cta ban la gi?”

e “Chung téi dang nd lwc dé dich vu cham séc stre khde xoay quanh con nguwdi nhiéu hon. Ching téi mudn gitp ban
dat dwgc nhirng muc tiéu nay. Chung t6i sé thyc hién hoat dong nay dé giup ban lap ké& hoach va dat dwoc muc tiéu
nay.”

e “Tdi mudn lang nghe muc tiéu ctia ban thay vi bdo ban viéc can lam...”

e “Chung t&i mudn tim hiéu muc tiéu quan trong nhat déi véi ban 1a gi. Ching ta c6 thé lam thé nao dé cai thién tinh
hinh? Chuing ta sé tap trung vao muc tiéu hang dau ctia ban, didu gi la quan trong va cach dé ban dat dwoc muc tiéu
de.”

e “Day la nhirng muc tiéu hang dau clia ban va ching t6i mudn xem lam thé nao dé cé thé hoan thién thém muc tiéu
hang dau cta ban...”

e “Tdi dang nghi theo hwéng...ban cé ddng y hay khong?”

e “Diéu d6 c6 phu hop khong?”

e “T6i co néi chua chuén I&m hay sai khong?”

e “Didu dé c6 hop ly khong?”

22 WWW.NCqa.org
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RESOURCE 8:
Goal Domain Definitions and Examples for additional detail

ame

Housing

Access to
Services &
Supports

Caregiver Needs
& Concerns

End of Life

Independence

Legal

Managing
Conditions &
Symptoms

Goals related to individuals’ place of
residence.

Goals focused on the ability to access,
afford, and utilize appropriate health
and community resources including
access fo transportation, stable food
resources, assistance with financial
concerns.

Goals expressed by and for caregivers
that focus on caregiving responsibilities
and skills, finding respite care, and
receiving social support.

Goals related to end-of-life care and
desires.

Goals that center on living one’s life
independently without help or assistance
from others.

Goals related to legal issues or legal
involvement.

Goals related to health care received
or desired and to experiences with
providers and the health care system.

Choice of residence/acceptable housing

Be able to stay in your home for as long as possible
Live in the most integrated sefting appropriate fo needs
Obtain housing

Access transportation services

Have access to reliable food resources

Apply for and/or receive utility support

Apply for and/or receive financial support

Gain access to adequately trained paid caregivers and
community resources

Receive respite care
Improve confidence with caregiving

Manage end-ofife care preferences
Reduce burden on family or others
Get finances in order

Retain or regain independence in daily life
Continue to drive or use transportation
Maintain household and self-care management
Gain employment

Receive legal support

Prevent recidivism

Manage child custody issues

Designate a legal proxy, guardian, medical power of
attorney

Develop an Advanced Care Directive

Manage physical symptoms of illness, including pain,
sleep, and bodily functions (e.g., incontinence)
Maintain comfort while managing physical symptoms or
a chronic condition

Manage multiple providers, medical resources, and
finances

Manage mental health symptoms, including depression
and anxiety

Manage substance use symptoms, including reducing or
eliminating illicit drug/alcohol use
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ame

Medication
Management

Improving Health
& Wellness

Physical Function

Social & Role
Functioning

Emotional &
Mental Health

Goals focused on the ability to manage
medications.

Gouals related to developing, improving
and maintaining positive health and
wellness habits.

Goals related to managing physical
functioning, physical symptoms

or conditions and improving or
maintaining the ability to participate in
physical activities.

Goals focused on engaging in
meaningful activity like work, hobbies,
or social interaction with family and
friends.

Gouals related to managing mental
health symptoms or participating in
activities that impact emotional aspects
of quality of life.

Eliminate or reduce medication side effects

Reduce the number of medications taken

Understand the purpose of each prescribed medication
Take medication as prescribed

Access needed medication

Maintain or improve health and quality of life

Maintain adequate nutrition, quit smoking, exercise and
physical activity, and maintain a healthy weight
Maintain or improve sleep hygiene

Improve mobility

Improve or maintain physical health

Increase or maintain physical activity

Perform self-care and household activities
Improve physical safety such as avoiding falling

Continue educational studies, including technology
training

Attend specific life events, or have everyday outings
Obtain or maintain employment or volunteer
opportunities

Maintain positive, healthy connections with life partner,
family and friends

Fulfill family role function, including parenting

Maintain a positive affect

Maintain or improve relationships with others, including
family members, friends, and romantic partners
Incorporate or maintain religious and spiritual goals in
daily life

Participate in activities fo decrease and/or manage
anxiety, depression, mental health symptoms



RESOURCE 9:
Behavioral Health Goal Inventory —English

Behavioral Health Goal Inventory: What Matters Most

Select a goal you would like to work on with your care team. You can change these goals or write your own.
Mark an “X” next to the area that is most the most important to you.

Improve or maintain my mental health (for example, manage depression, grief, anxiety, anger)

TOOLKIT

My Priority ‘

Get specific care or services (for example, medical procedure, join a peer support group, schedule doctor
appointment)

Avoid treatments | don’t want when | am in crisis—develop a psychiatric advance directive

Stay out of the hospital

Go to the hospital /doctor/therapist when | need to

Reduce or eliminate substance use

Manage medications or prescriptions

Care for myself (for example, dressing, bathing, cooking, shopping, finances)

Be physically active (for example, walking, swimming, physical or occupational therapy exercises)

Do recreational activities (for example, hobbies, community events, travel, volunteer)

Continue to work or volunteer, find a job

Save up money or get financial support/services

Spend time with friends and family

Practice religious or spiritual life

Pursue educational activities (for example, obtain GED, enroll in college, secure professional accreditation or
license)

Get legal support (for example, assistance with child custody, psychiatric advance directives, other legal
services)

Avoid involvement with the justice system (for example, finish probation, stay out of jail)

Maintain safety

Move to a different home, find stable housing (for example, move in with family, find independent housing)

Receive services and support (for example, enroll for government benefits such as food resources, social
service resources, fransportation services)

Receive support in coping with my chronic condition and care needs

Write your own:
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RESOURCE 10:
Behavioral Health Goal Inventory — Arabic
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RESOURCE 11:
Behavioral Health Goal Inventory —Russian

Bbibop uenen gns noBegeH4YecKoro 340poBbA. UTo BaxHee Bcero?

TOOLKIT

Bbl6epVITe Lenb, Hag KOTOPOW Bbl XOTENU Obl pa60TaTb BMECTE CO CBOEWN KOMaHAOoM Nno yxoay. Bbl MOXeTe N3MEHUTb
3TV Uenu unm gobaenTtb cBom cobCTBEHHbIE. [MocTaBbTe «X» HanpoTmne Hanbonee BaXkHOW ANs Bac chepbl.

CoxpaHuUTb UMK YNyYLLNTL COCTOSIHME MOETO MCUXMYECKOro 300POBbsA (HanpuMep, B CBA3M C Aenpeccuei,
ropem, TPEBOXHOCTBLIO MM M3BLITOYHON arpeccuei)

[na meHa B

npuoputete

MonyyaTb 0cobbIv yxo4 unu ycnyru (Hanpumep, NPUCOeaNHUTLCS K rpynne B3aumoronnep:kku, nonyyarb
MeAMLMHCKME NpoLeaypbl UMK 3an1cbiBaTbCA Ha NPUeM K Bpady)

M3beraTb He ycTpamBaloLLMX MEHs1 CNOCOBOB rneveHns B KPU3MCHOM cocTosiHMK. PaspaboTtaTb
npenBapuTenbHOe NCMXMATPUYECKOE pacnopsiKeHne

He noxutbcs B 6oMbHULY

Ob6pallatbes B 60nbHULY/K Bpayy/k TepanesTy npu He0bXo4MMoCTH

COKpaTI/ITb nUnn NCKNYNTb yn0Tpe6neHv|e NCUXO0aKTUBHbIX BELLECTB

Bectun y‘-IéT CBOUX NeKapcCTB 1 peLenToB

OcywecTBnsTh yxo4 3a cobon (Hanpumep, o4eBaTbCsl, KynaTbCsl, FOTOBUTb, AeNaTb NOKYMKW, 3aHUMaTbCSt
duHaHcamm)

BecTun akTBHbIV 06pa3 xu13HW (HanpyuMep, 3aHMMaTbcst Xoabbon, NnaBaHem, nevebHon uskynbTypon
Uy peabunuTauMoHHOW Tepanven)

MpoBoauTb cBOGOAHOE BpeMs (Hanpumep, 3aHnmMasicb X060u Unu BONOHTEPCTBOM, MOCELLAA MEepPONpUsaTUs
UM NyTeLlecTBys)

Mponomxate paboTaTtb UMM 3aHUMATLCS BONIOHTEPCTBOM, HAUTW paboTy

OTknagbiBaTb AEHLIV UMK NoryYaTb (PUHAHCOBYIO NOAAEPXKKY/YCnyri

MpoBoanTb Bpems ¢ Apy3baMu U Cemben

MpoaomkaTh XUTb MO CBOEN BEPE U MPUAEPKMBATLCA PENUIMO3HLIX YOexaeHnn

3aHnmaTbCca 06pasoBaTenbHOM AeATENBHOCTLIO (HanpUMep, NONyYnTb aTTecTaT obLlel SKBUBANEHTHOCTH
(GED), noctynuTb B KONneax, nony4mTe NpodeccnoHanbHyo akkpeauTaumio Uinm NnuUeH3unio)

MonyunTb topuanMYeckyto nogaepxky (Hanpumep, NonyYeHne NOMOLLM B ONeKe Had AETbMMW, COCTaBMNEHNM
npeaBapuTENbHOTO NCUXUATPUYECKOTO PACMOPSPKEHUS UMW MOMNyYeHUe OPpYrMX PUANYECKMX YCIyr).

MN36exaTb CTONKHOBEHUSI C CUCTEMOW NpaBOCYAUst (Hanpumep, yCcreLwHoe 3aBepLUeHne UCTIbITaTENIbHOMO
Cpoka, n3bexaHve TIopbMbl)

MopaepxuBath 6e3onacHoCTb

MepeexaTb B OPYroe umbe, HanTh NOCTOSHHOE MECTO XUTENbLCTBa (HanpuMep, nepeexars K
POACTBEHHMKAM, HANTN OTOENbHOE XUIbe)

Mony4yatb ycnyrn n nogaepXxky (Hanpumep, 3anMcatbCsi Ha NonyyeHne rocyaapCTBEHHbLIX NOCOOMI Ha
NPOAYKTbI MUTAHUS, YCNYr1 CoLMarbHbIX CIYyX0, TPAHCMOPTHLIE YCIyrn)

ﬂOJ'Iy‘-IVITb nogaepXky B npeoaoneHnn np06neM, CBA3aHHbLIX C MOUM XPOHUYECKUM 3aboneBaHneM 1
nony4vyeHmem OOJIKHOrro yxoga

HanuwwuTe cBOW BapuaHT:




TOOLKIT

RESOURCE 12:
Behavioral Health Goal Inventory —Simplified Chinese
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TOOLKIT

RESOURCE 13:
Behavioral Health Goal Inventory —Spanish

Lista de objetivos de salud conductual: Lo que mas importa

Seleccione un objetivo en el que le gustaria trabajar con su equipo de atencion. Puede cambiar estos
objetivos o escribir los suyos. Marque con una "X" al lado del area mas importante para usted.

Prioridad para
mi
Mejorar o mantener mi salud mental (por ejemplo, depresion, dolor, ansiedad o ira)

Obtener atencion o servicios especificos (por ejemplo, procedimientos médicos, unirme a
un grupo de apoyo, concertar una cita con el médico)

Evitar los tratamientos que no deseo cuando estoy en crisis, elaborar directivas
psiquiatricas anticipadas

Permanecer fuera del hospital

Ir al hospital, médico o terapeuta cuando lo necesito

Reducir o eliminar el consumo de sustancias

Gestionar medicamentos o recetas

Cuidar de mi mismo/a (por ejemplo, vestirme, banarme, cocinar, hacer compras o manejar
mis finanzas)

Estar fisicamente activo/a (por ejemplo, caminar, nadar, hacer ejercicios de terapia fisica u
ocupacional)

Realizar actividades recreativas (por ejemplo, pasatiempos, eventos comunitarios, viajes o
voluntariado)

Continuar trabajando o hacer voluntariado, encontrar un empleo

Ahorrar dinero u obtener ayuda o servicios financieros

Pasar tiempo con amistades y familiares

Llevar una vida religiosa o espiritual

Realizar actividades educativas (por ejemplo, obtener el GED, matricularme en la
universidad o conseguir acreditacion o licencia profesional)

Obtener apoyo legal (por ejemplo, ayuda con la custodia de los hijos, directivas
psiquiatricas anticipadas u otros servicios legales)

Evitar verme implicado/a en el sistema judicial (por ejemplo, terminar la libertad condicional
onoira la carcel)

Mantenerme seguro

Mudarme a un hogar diferente, buscar una vivienda estable (por ejemplo, mudarme con la
familia, buscar una vivienda independiente)

Recibir servicios y apoyo (por ejemplo, inscribirme para recibir beneficios del gobierno
como recursos alimentarios, recursos de servicios sociales, servicios de transporte)

Recibir apoyo para hacer frente a mi enfermedad crénica y a mis necesidades de cuidados

Escriba una prioridad suya:




TOOLKIT

RESOURCE 14:
Behavioral Health Goal Inventory —Traditional Chinese
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TOOLKIT

RESOURCE 15:
Behavioral Health Goal Inventory —Vietnamese
Danh sach muc tiéu strc khde hanh vi: Diéu quan trong nhat

Chon mot muc tiéu ma ban muén thwc hién véi doi ng( cham séc clia minh. Ban cé thé thay déi nhi*rng muc
tiéu nay hoac viét muc tiéu cta riéng ban. Banh dau “X” bén canh phan quan trong nhat déi véi ban.

! ) i i Uu tién cua toi
Cai thién hoac duy tri strc khde tdm than cuta t6i (vi dyu: tram cam, dau buon, lo lang
hoac tlrc gian)

Nhan dich vu hoc cham séc cu thé (vi du: tha thuat y t&, tham gia nhém hé tro dong
dang, Ién lich hen v&i bac sT)

Tranh cac phuong phap diéu tri ma t6i khong mudn khi dang khiing hoang - 1ap
chi thj trwdc vé cham séc sirc khde tam than

Khong phai dén bénh vién

Dén bénh vién/bac si/chuyén gia tri liéu khi can

Giam ho&c ngtrng str dung chat kich thich

Quan ly thuéc men hodc don thube

Cham séc ban than (vi du: madc quan 4o, tam rtra, nau an, mua sam hodc tai chinh)

Tich cwec van dong thé chéat (vi du: di bd, boi 16i, thue hién cac bai tap tri liéu vat ly
hoac tri liéu chtrc nang hoat déng)

Thwe hién cac hoat dong giai tri (vi du: s& thich, sw kién cong déng, du lich hoac tinh
nguyén)

Tiép tuc lam viéc hodc tham gia hoat dong tinh nguyén, tim mét viéc lam

Tiét kiem tién hodc nhan hd tro/dich vu tai chinh

Danh thoi gian véi ban bé va gia dinh

Thuc hanh d&i séng tén gido hodc tam linh

Theo dudi cac hoat dong giao duc (vi du: lay bang GED, dang ky hoc dai hoc hoac lay
chrng nhan hay giay phép hanh nghe)

Nhan hé trg' phap Iy (vi du: hé tre nudi con, chi thi treéc vé cham soc strc khde tam
than, hoac cac dich vu phap ly khac)

Tranh lién quan dén hé thdng tw phap (vi du: hoan thanh thai gian thir thach, tranh bi
vao tu)

Gilr an toan

Chuyén dén moét ng6i nha khac, tim noi & 6n dinh (vi du: cung gia dinh chuyén dén noi
& mai, tim nha & doc lap)

Nhan djgh vu vé‘su hé tro (vi du: dang ky nhan ca’c,phlJc loi ctia chinh phl nhw nguf‘)n
thwe pham, nguon dich vu xa héi, dich vu van chuyen)

Nhan sw hd tro trong viéc xt ly tinh trang man tinh va dap (rng nhirng nhu cau cham
soc cla toi

Viét muc tiéu cua riéng ban:




TOOLKIT

RESOURCE 16:
General Goal Inventory —English

Goal Inventory: What Matters Most

Select a goal you would like to work on with your care team. You can change these goals or write your own.
Mark an “X” next to the area that is most the most important to you.

Control symptoms (for example, fatigue, pain, nauseq, sleep, shortness of breath, depression, anxiety)

Get specific care or services (for example, medical procedure, wheelchair, transportation or doctor’s
appointment)

Avoid treatments | don’t want

Get treatment to keep me alive as long as possible

Go to the hospital when | need to

Stay out of the hospital

Avoid accidents, such as falls

Care for myself (for example, dressing, bathing, cooking, shopping or finances)

Be physically active (for example, walking, swimming, doing physical or occupational therapy exercises)

Do recreational activities (for example, hobbies, community events, travel or volunteer)

Continue to work or volunteer, find a job

Spend time with friends and family

Attend an important event (for example a wedding, graduation, work event, take a trip)

Practice religious or spiritual life

Keep memory sharp

Improve or maintain my mental health (for example, depression, grief, anxiety or anger)

Continue to live at home

Move to a different home, find stable housing (for example, move in with family, assisted living)

Manage end-of-life affairs (for example complete a will, advance directive, or other financial or legal affairs)

Receive support in coping with my chronic condition and care needs

My family members/friends receive support in coping with my chronic condition and care needs

Write your own:




TOOLKIT

RESOURCE 17:
General Goal Inventory — Arabic
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TOOLKIT

RESOURCE 18:
General Goal Inventory —Russian
Bbi6op uenen. Yto BaxkHee Bcero

BbibepuTe uenb, Hag KOTOpor Bbl XoTenu 6bl paboTaTb BMECTE CO CBOEWN KOMaHAoM no yxoay. Bol
MOXeTe U3MEHUTb 3TN Lenn unm aobaesuTtb cBom cobcTBEHHbIE. [TocTaBbTe «X» HAaNnpoTUB Hanbonee
BaXXHOW AnA Bac cdepsbl.

[nsa meHs B
npuoputeTe

KoHTponb cuMNTOMOB (Hanpumep, ycTanocTb, 605b, TOWHOTA, COHNMBOCTb, OAbILLKA,
[enpeccusi, TPeBOXHOCTb)

MonyyaTb KOHKPETHbIN yxoa (HanpuMep, MeauuuHcKas npoueaypa, Kpecno-konscka,
opraHusauusi TpaHcnopTa Unu 3anucb Ha NPUEM K Bpayy)

M3beratb cnocoboB nevyeHnst, KOTopble MEHSI HE YCTpanBaroT

I'Ionyanb ie4yeHne and npoaneHund MOEW XM3HN HA MaKCUMarnbHO BO3MOXHbIN CpPOK

OTtnpaBnsaTbcs B 60MbHULY, KOoraa MHe 3To Heo6xoanMo

MN36eratb 6onNbHULLbI

M3beraTb HeCYaCTHbIX cny4aeB, Takmx Kak nageHusa

Yxop 3a cobori (Hanpumep, oaeBaHue, KynaHue, NPUroToBNeHNe MULLK, NOKYMKA 1
d1HaHChbI)

BecTtu aktuBHbIN 06pa3s xu3Hu (Hanpumep, xoapba, nnasaHue, 3aHATUS NedebHoNn
PU3KYNbTYPON nnmn peabunutaumoHHON Tepanmnen)

Opranusaums gocyra (Hanpumep, xo60u, 0BLLECTBEHHbIE MEPONPUATUS, MYTELLECTBUSA UMK
BOJIOHTEPCTBO)

MpopomkaTb paboTatb UNK GbITb BONTOHTEPOM, HaNTK paboTy

MpoBoanTL Bpemsi C ApY3bsAMU U CEMbEN

MoceTuTb BaxkHOE MeponpusaTue (Hanpumep, ceaabby, BbliNyCKHOW, paboyee meponpuaTue,
NpeanpuUHATb NOe3aKy)

MpoaomkaTh XNUTb COFMacHO MOEN BEPE UMW PENUIMO3HBIM YOEXAEHUSM

CoxpaH1Tb XOpOLLYIO NaMsATb

CoxapHUTb N yNyYLWNUTb COCTOSIHUE MOETO MCUXMYECKOTO 300POBbs (Hanpumep, B CBA3U
C Aenpeccuen, ropeM, TPEBOXHOCTbIO UMW M3BbITOYMHOW arpeccuen)

Mpogomkatb XuTb goma

lMepeexaTb B Apyron AOM, HAWTU MOCTOSIHHOE XWrbe (Hanpumep, nepeexarb K CEMbe,
NPOXWUBAHWE C YXOO0M)

3aBepUJVITb BaXXHble gena (Hanpmmep, COCTaBJ1eHue 3aBellaHnA, 3a6naroapemeHHoe
pacnopsaXxeHue unun gpyrue (brHaHCOoBLIE UMW lOpUANYECKME /J,ena)

MonyunTb NogaepKKy B NPEOAOSIEHMM MOErO XPOHMYECKOro 3aboneBaHns, a Takke
OOJDKHBIN YX0[, CBA3AHHbLIA C HAM

UT06bI MOV POACTBEHHUKW/APY3bsA NOMYYNNM NOAAEPXKKY B CBA3N C MOUM XPOHUYECKUM
3aboneBaHMeM ¥ NOTPEBHOCTAMU B yxoae

Hanuwwre cBov BapuaHT:




TOOLKIT

RESOURCE 19:
General Goal Inventory —Simplified Chinese
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TOOLKIT

RESOURCE 20:
General Goal Inventory —Spanish

Inventario de las metas: Lo que més importa

Seleccione una prioridad en que le gustaria trabajar con su equipo médico. Puede cambiar estas metas o escribir los suyos.

Marque con una “X” al lado de las dreas que son mds importantes para usted.

‘ Prioridad para mi ‘

Controlar los sintomas (por ejemplo, fatiga, dolor, nduseas, suefio, dificultad para respirar o estrefiimiento)

Obtener atencién o servicios especificos (por ejemplo, procedimiento médico, silla de ruedas, transporte o
cita con el médico)

Evitar los tratamientos que no quiero

Recibir tratamiento para mantenerme con vida el mayor tiempo posible

Ir al hospital cuando lo necesito

Permanecer fuera del hospital

Evitar accidentes, como caidas

Cuidar de mi mismo (por ejemplo, vestirme, bafiarme, cocinar, hacer compras o manejar mis finanzas)

Estar fisicamente activo (por ejemplo, caminar, nadar, hacer ejercicios de terapia fisica u ocupacional)

Realizar actividades recreativas (por ejemplo, pasatiempos, eventos comunitarios, viajes o voluntariado)

Continuar trabajando o hacer voluntariado o encontrar trabajo

Pasar tiempo con amigos y familiares

Asistir a un evento importante (por ejemplo, una boda, una graduacién, un evento de trabajo, un viaje)

Practicar la vida religiosa o espiritual

Mantener la memoria aguda

Mejorar o mantener mi salud mental (por ejemplo, depresién, dolor, ansiedad o ira)

Continuar viviendo en casa

Mudarse a un hogar diferente o encontrar un hogar més estable (por ejemplo, mudarse con la familia,
vivienda asistida)

Gestionar asuntos relacionados con el final de la vida (por ejemplo, completar un testamento, instrucciones
anticipadas u otros asuntos financieros o legales)

Recibir apoyo para enfrentar mi enfermedad grave y mis necesidades de atencién

Que mis familiares y amigos reciban apoyo para hacer frente a enfermedades y necesidades de atencién

Escriba una prioridad suya:




TOOLKIT

RESOURCE 21:
General Goal Inventory —Traditional Chinese
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RESOURCE 22:
General Goal Inventory—Vietnamese

Danh sdch Muc tiéu: Nhitrng diéu Quan trong Nhat

TOOLKIT

Chon mdt muc tiéu ma ban muén thyc hién véi nhém cham séc clia minh. Ban cé thé thay d6i nhitng muc tiéu nay hodc viét

muc tiéu cla riéng ban. Danh dau “X” bén canh phan quan trong nhat d6i véi ban.

U'u tién cha toi

Ki€m sodt cdc triéu chitng (vi dy, mét mdi, dau, budn nén, gidc ngl, thd déc, tram cam, lo &u)

Nhan dich vu hodc su chdm séc cu thé (vi dy, thl thuét y t€, xe lan, dich vu dua dén hodc cude hen véi
bdc si)

Trénh céc phuong phép digu tri ma téi khéng mudn

Nhan phuong phép diéu tri dé gitp t6i song cang l&u cang 16t

D&n bénh vién khi téi can

Khéng phai dén bénh vién

Trénh gdp tai nan, chang han nhu té ngé

Chéam séc ban than (vi du, mic quan do, tdm rira, ndu &n, mua sdm hodc tai chinh)

Hoat dong thé chat (vi dy, di b, boi 16i, thuc hién cac bai tap tri liéu vat ly hodc tri liéu chirc néing hoat dong)

Thuyc hién cac hoat ddng giai tri (vi du nhu cdc sé thich, sy kién cong déng, di du lich hodc lam tinh nguyén)

Tiép tuc lam viéc hodc tham gia hoat ddng finh nguyén, tim mét viéc lam

Danh thoi gian vdi ban bé va gia dinh

Tham duw mot su kién quan trong (vi du nhw dém cudi, & 16t nghiép, su kién & noi lam viéc, di du lich)

Thyc hanh doi séng tén gido hodc tam linh

Rén luyén dé tri nhé dwgc minh man

Cai thién hodc duy tri strc khoe tinh than clia t6i (vi du nhu trdm cam, dau bubn, lo 13ng hodc tirc gian)

Ti€p tuc séng & nha

Chuyén dén mot ngdi nha khdc, fim noi & 6n dinh (vi du, chuyén dén séng cling ngudi than, co s& hd trg
sinh hoat)

Quan ly cdc cong viée & giai doan cudi doi (vi du, hoan thanh di chic, chi dn trwéc hodc cdc cong vide vé
tai chinh hodc phdp ly khéc)

Nhan duoc sy ho trg trong viéc xt ly finh trang man tinh va dép (rng nhitng nhu cau cham séc cla t6i

Ngooi than/ban bé clia t6i nhan dugc sy hd trg trong viéc xt ly finh trang man tinh va dép ng nhitng nhu

A ~ ’ ? A
cdu cham séc clia téi

Viét muc tiéu cla riéng ban:




RESOURCE 23:
Goal Inventory for Care Partner—English
Care Partner Goal Inventory: What Matters Most

Select a goal you would like to work on with your care team. You can change these goals or write your own.
Mark an “X” next to the area that is most the most important to you.

Goal Examples

Help the person | care for...

TOOLKIT

My Priority

Control symptoms (like fatigue, pain, insomnia, shortness of breath, nausea, constipation)

Get specific care, service or equipment (for example, a wheelchair, transportation services, doctor

appointments)

Reduce medications they take

Avoid treatments they do not want

Stay out of the hospital or emergency department

Go to the hospital when they need to

Get treatments to stay alive as long as possible

Avoid accidents (for example, falls) or household hazards

Be physically active (for example, walking, exercise, physical or occupational therapy)

Care for themselves (for example, dressing, bathing, cooking, shopping, finances)

Do recreational activities (for example, hobbies, travel, volunteer)

Attend an important event (for example, a wedding, graduation, work event, trip)

Keep their memory sharp

Improve their mental health (for example, manage depression, anxiety, stress)

Continue to live at home

Move to a different home (for example, move in with family, assisted living)

Continue to work

Spend time with friends and family

Practice religious or spiritual life

Manage end-of-life affairs (for example, complete a will, advance directive, other financial or legal affairs)

Help me...

Receive support in coping with caregiving

Receive support in coping with the illness of the person | care for

Have more free time for myself outside of caregiving

Receive help in managing my own health care needs

Minimize family conflict about caregiving

Add custom goal:
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RESOURCE 24:
Goal Inventory for Care Partner—Arabic
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RESOURCE 25:
Goal Inventory for Care Partner—Russian

Bbi6op uenen naptHepa no yxoay. Yto BaxHee Bcero?

TOOLKIT

BbiGepuTe Lenb ansi YenoBeka, 3a KOTOPbIM Bbl yXaxuBaeTte, Unu Lenb, Hag KOTopol Bbl XoTenu bbl paboTaTtb
BMECTe C KOMaHZOoM Mo yxoay. Bbl MoXxeTe 3MeHUTb 3Tn Lenun nnm obaentb CBoU cOGCTBEHHbIE. MNocTaBbTe
«X» HanpoTUB Lienu, SBNsoLLENcs Hanbornee BaXxxHOM A1 YernoBeka, 3a KOTOPbIM Bbl yXaxuBaeTe, U ANns Bac.

Ons meHna B

npuopurteTe

Momoub YeJsioBeKy, 3a KOTOPbIM A yXaXuBalo...

KoHTponupoBaTe CUMNTOMbI (HAanpuUMep, yCTanocTb, 60sb, 6ECCOHHMLY, OAbILLKY, TOLLUHOTY, 3anop)

MonyyaTtb cneunduyeckunii yxoa, ycnyrv nnu obopyanosaHue (Hanpumep, KPecno-Komnscky,
opraHu3auuio TpaHcnopTa UM 3anncb Ha NpUeM K Bpady)

COKpaTVITb KOJMM4eCTBO NpuHMMaeMbIX nekapcTse

Msberatb neveHns, KOTOporo oH/oHa He xo4eT

He noceluatb GONMbHULY UNW OTAENEHNE HEOTMOXHON NOMOLLM

MocewaTtb GonbHMLY NpY HEO6XOAMMOCTH

I'Ionyanb neyeHne, YToObI XNTb KaKk MOXHO AOfbLUE

M3beratb HeCHaACTHbIX Chny4yaeB, Takux Kak nageHunsa nnun ObITOBbIE TpaBMbl

BecTun akTnBHbIN 06pa3 xu3Hu (Hanpumep, aenas PUandeckne ynpaKHeHUsa Unu 3aHnMmasch
xoabbon, neyebHon PUsKynbTYpPOr Unn peabunuTalmoHHOM Tepanuen)

YxaxumBaTb 3a cO60l (Hanpumep, o4eBaTbCsl, KynaTbCs, FOTOBUTb, AernaTtb NOKYMKW, 3aHMMaTbCS
duHaHcammn)

MpoeoanTb cBOGOAHOE BpEMS (Hanpumep, 3aHUMasiCb X0661, BONIOHTEPCTBOM UMK NyTeLlecTBys)

MoceTnTb BaxkHOEe MeponpuaTue (Hanpumep, ceaabOy, BbinyckHOW, pabodee meponpusitme,
COBEpLUMTb MOe3aKy)

CoxpaHsATb XOpOLLYH NaMsTh

YRyywnTb cBOE Ncuxuyeckoe 340poBbe (Hanpumep, CNpaBnsTbCa C Aenpeccuen, TpeBoron,
cTpeccom)

MpogomkaTb XnTb goma

MepeexaTb B Apyro oM (HanpuMep, nepeexatb K POACTBEHHUKAM UK B XXWUMbE C YXOLOM)

MpopomkaTb paboTaTb

lMpoBOANTL BpeMs C APY3bsMU U CEMbEN

MpogomkaTh XUTb NO CBOEW BEpE U NPUAEPKMBATLCS PEMUMMO3HbIX YOeXxXaeHU

PelleHre BONpocoB, CBA3aHHbLIX C OKOHYaHWEM XW3HU (Hanpumep, cCocTaBneHue 3aBeLlaHuns,
3abnaroBpeMeHHOro pacrnopspKeHNs UK peLleHne ApYrmx UHaHCOBBIX 1 IOPUONYECKUX Oer)

MHe Hy>XHa nomoLyb U noaaepxka...

YTto6bl npeogoneTb NpobnemMsl, CBSA3aHHbIE C YXOA0M 3a GOSbHbIM

YT0obbI CnpaBUTbCA CO CTpeCCOM M3-3a 6onesHn Yenoseka, 3a KOTOPbIM A yXaXnBaro

YTto6bl meTb 6onblue cBob6oagHOro BpemeHmn A cebs, He CBA3aHHOIo C YX040M

YTto6bI 06ecneunTb CBOM MeguLUHCKNE I'IOTpe6HOCTVI

YTto6bl cBECTM K MUHUMYMY cemMeliHble KOH(bJ'IVIKTbI, CBA3aHHbIE C YXO40M

HanuwwuTte cBOW BapuaHT:
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RESOURCE 26:
Goal Inventory for Care Partner—Simplified Chinese
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RESOURCE 27:
Goal Inventory for Care Partner—Spanish

Lista de objetivos de la persona cuidadora: Lo que mas importa

Seleccione un objetivo para la persona a su cuidado o en el que le gustaria trabajar con el equipo de cuidados.
Puede cambiar estos objetivos o escribir los suyos. Marque con una "X" al lado del area mas importante para
usted.

Prioridad
para mi

Ayudar a la persona que cuido a:

Controlar los sintomas (como fatiga, dolor, insomnio, dificultad para respirar, nauseas, estrefiimiento)

Obtener cuidados, servicios o equipos especificos (por ejemplo, una silla de ruedas, servicios de
transporte o citas con el médico)

Reducir la medicacion que toma

Evitar tratamientos que no desea

Permanecer fuera del hospital o de la sala urgencias

Acudir al hospital cuando lo necesite

Recibir tratamientos para mantenerse con vida el mayor tiempo posible

Evitar accidentes como caidas o peligros domésticos

Mantenerse fisicamente activo/a (por ejemplo, caminar, hacer ejercicio, hacer terapia fisica u
ocupacional)

Cuidar de si mismo/a (por ejemplo, vestirse, bafiarse, cocinar, hacer compras o manejar sus finanzas)

Realizar actividades recreativas (por ejemplo, pasatiempos, viajes, voluntariado)

Asistir a un acontecimiento importante (por ejemplo, boda, graduacion, evento laboral, hacer un viaje)

Mantener agil la memoria

Mejorar su salud mental (por ejemplo, depresién, ansiedad, estrés)

Continuar viviendo en casa

Mudarse a un hogar diferente (por ejemplo, mudarse con la familia, a una vivienda asistida)

Continuar trabajando

Pasar tiempo con amistades y familiares

Llevar una vida religiosa o espiritual

Gestionar asuntos relacionados con el final de la vida (por ejemplo, completar un testamento, realizar
instrucciones anticipadas u ocuparse de otros asuntos financieros o legales)

Ayudarme a:

Recibir apoyo para hacer frente a los cuidados

Recibir apoyo para hacer frente a la enfermedad de la persona a la que cuido

Disponer de mas tiempo libre para mi fuera del cuidado

Recibir ayuda para gestionar mis propias necesidades médicas

Minimizar los conflictos familiares relacionados con los cuidados

Escriba una prioridad suya:
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’ RESOURCE 28:

Goal Inventory for Care Partner—Traditional Chinese
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RESOURCE 29:
Goal Inventory for Care Partner—Vietnamese

Danh sach muc tiéu cta déi tac cham séc: Diéu quan trong nhat

Chon mét muyc tiéu cho nguwdi ma ban cham séc hoac ban mudn thwe hién voi doi ngl cham séc. Ban cé thé thay
ddi nhirng muc tiéu nay hoac viét muc tiéu ctia rieng ban. Danh diu “X” bén canh mét phan quan trong nhét dbi
v&i ngwdi ma ban cham séc va ban.

WUu tién
cla toi

Giup ngwoi téi cham soc...

Kiém soat cac triéu chirng (vi du: mét méi, dau dén, mat ngu, khé thé, budn nén, tao bon)

Nhan dich vu, thiét bi hodc sw cham séc cu thé (vi du: xe 1an, dich vu dwa dén hodc cudc hen véi
bac si)

Giam dung thudc

Tranh cac phwong phap diéu tri ma ngudi 4y khéng mong muén

Khéng phai dén bénh vién ho&c di cap clru

DPén bénh vién khi can

DPuoc diéu tri dé duy tri sw song lau nhat cé thé

Tranh gap tai nan, nhw té nga hodc mdi nguy hiém trong gia dinh

Tich cwc van dong thé chat (vi du: di bd, boi 16, trj liéu vat ly hoac trj liéu chirc nang hoat déng)

Tw chdm séc cho ban than (vi du: mac quan 4o, tdm rira, ndu &n, mua sam hodc tai chinh)

The hién cac hoat dong giai tri (vi du: s thich, du lich, tinh nguyén)

Tham dw mét sy kién quan trong (vi du: dam cuéi, 1& tot nghiép, sw kién & noi lam viéc, di du lich)

Duy tri tri nhé minh man

Cai thién sirc khde tam than (vi du: tram cam, lo lang, cang thang)

Tiép tuc sébng & nha

Chuyén dén mét ngéi nha khac (vi du: ciing gia dinh chuyén dén noi & méi, co s& hd tro sinh
hoat)

Tiép tuc lam viéc

Danh th&i gian voi ban be va gia dinh

Thuc hanh ddi séng tén gido hodc tam linh

Quan ly cac cong viéc & giai doan cudi d&i (vi du: hoan thanh di chuc, chi thi trwéc, hodc cac cong
viéc ve tai chinh hoac phap ly khac)

Gidp toi...

Nhan sy hé tro dé dwong dau véi cong viéc chdm séc

Nhan sw hd tro dé dbi phd véi bénh tinh clia ngudi téi chdm séc

C6 nhiéu thoi gian rdnh hon cho ban than ngoai cong viéc cham séc

Nhan sw tro gidp trong viéc quan ly nhu cau cham séc strc khde clia ban than toi

Giam thiéu xung dét gia dinh vé cdng viéc cham séc

Viét muc tiéu cua riéng ban:
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MODULE 3:
Goal Attainment Scaling

In this module, you will learn:

» What goal attainment scaling is and its importance in practice.
> How to use goal attainment scaling.

> Common approaches to scaling goals.

» Common difficulties when implementing goal attainment scaling.

» Tips on following up with individuals using goal attainment scaling.

Measuring quality.
Improving health care.



OVERVIEW AND IMPORTANCE OF
GOAL ATTAINMENT SCALING

Goal attainment scaling (GAS) is a structured approach to
goal-setting that was originally developed for use in mental
health settings' and has been widely used in rehabilitation??
and geriatrics.*> Using a continuum of five possible outcomes
(worse, current status, realistic goal, stretch goal, super stretch
goal), an individual works with their clinician to define what
it means to achieve the goal. The scaled goal is then used to
develop a plan detailing the actions necessary to achieve it.
At follow-up, the goal is reviewed, progress toward the goal
is monitored and the goal is revised, if needed or desired.
This process provides an opportunity for continual appraisal
and feedback that can be adapted throughout an

individual’s care.

USING GOAL ATTAINMENT SCALING

Goal attainment scaling takes practice. It can take 8-10 times of going
through the process before feeling comfortable with it. Clinicians are
encouraged to adapt this process to fit their existing workflows and

e 3: Goal Atainment Scaling | TOOLKIT

£

These goals are very important for
me. | learned to cope with my pain,
learned different directions to keep
myself busy from the pain. After

the first year | started to look on the
other side, like wow, | can do this!
I'm reminded every day when my
caregiver comes in and says, “You
want to go for a walk, or you want
to go to the store2” | went four years
without even going into a store, and
just had a ball going fo the store

the first time. So yeah, they're very
important to me.

Individual —57-year-old White, Non-
Hispanic, female

procedures. The steps in the person-centered outcomes (PCO) approach can take place over multiple visits, and can

occur in person, over the telephone or virtually, but at a minimum, there is:

¢ A baseline visit to identify and document the individual’s goal, scale the goal and make a plan to achieve the goal.
e A follow-up visit to evaluate the individual’s progress, based on the scale developed during the baseline visit.

This structure can be adapted to fit the needs of an organization. In many organizations, there are opportunities for
multiple follow-up visits, where progress can be evaluated and the individual can be engaged in discussions about
barriers and successes. Goals can be changed or revised at follow-up visits, as well.

' Kiresuk, T. J. (1968). Goal attainment scaling: A general method for evaluating comprehensive community mental health programs. Community
Mental Health Journal, 4(6), 443-453.

2 Bovend'Eerdt, T. J. (2009). Writing SMART rehabilitation goals and achieving goal attainment scaling: a practical guide. Clinical Rehabilitation,
23(4), 352-361.

3 Turner-Stokes, L. (2009). Goal attainment scaling (GAS) in rehabilitation: a practical guide. Clinical Rehabilitation.
4 Morrow-Howell, N. Y. (1998). A standardized menu for goal attainment scaling in the care of frail elders. The Gerontologist, 38(6), 735-742.

5 Rockwood, K. S. (1993). Use of goal attainment scaling in measuring clinically important change in the frail elderly. Journal of Clinical
Epidemiology, 46(10), 1113-1118.
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BASELINE VISIT

STEP 1:

Make sure the goal is SMART
(Refer to Module 2 for details on developing a SMART goal.)

Here's an example of a SMART goal: The individual wants to walk around the block two times per week by the follow-
up visit.

This goal is specific because it focuses on one item to work toward (walking around the block twice per week). The
goal is measurable because it is quantified (two times per week). When determining if the goal is attainable, ask, “Is
this goal achievable for the individual to work toward, based on their current situation/diagnosis/condition Can they
walk around the block twice a week? Is that too much? Too little” Is the goal relevant? Does this goal capture what
matter most to the individual? Is their focus to become more mobile, or get out of the house more, and does the goal
help them achieve that? And finally, the goal must be time-bound, focused on what can be done in a specific time (by
a future follow-up visit). Based on the individual’s condition, sometimes a follow-up is in four weeks, other times it may
be in three months. The goal must be able to be accomplished, or progress made, by the follow-up date agreed on
with the individual.

S M A R T

Specific Measurable Attainable Relevant Time-bound

Walk around the block 2 times per week by follow-up

Specific Time-bound
Measurable

Attainable

Attainable? Relevant?
Does the goal make sense for the individual to Is the goal about being more mobile?
work towards based on their current situation/ Do they want to get out more? Is this

diagnosis/condition? what matters most to them?@

48 WWW.NCQa.org
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STEP 2:
Scale the goal

Worse Current Status Realistic Goal Stretch Goal Super Stretch Goal
(-2) (-1) (0) (+1) (+2)
Where do t,h Y What would be What is the best
What would be worse?  Where are they now? want to be in X . )
a little better? possible outcome?
weeks/months?

J—

Start by having the individual describe their current state. Place the “current status” description in the -1 box.

III

Identify the “realistic goal” outcome. Document this in the 0 box. Ensure that the outcome is measurable.

Identify the “stretch goal” outcome and document this in the +1 box.

|II

Identify the “super stretch goal” outcome and document this in the +2 box.

O~ v

Identify the “worse” outcome and document this in the -2 box.

Example of Scaled Goal

Worse Current Status Realistic Goal Stretch Goal Super Stretch Goal
(-2) (-1) (0) (+1) (+2)

Within the next two

- ths, not wak t
. Wake P 34 Within the next two Within the next two o o 101 VAK€ UP @
times a night and Wake up 3-4 i | L ths ot wak . all during the night
not fall asleep Hill times a night monihs, only wake up . monms, NOtwake up At 4nd get a full 8 hours

once a night all during the night

after midnight of sleep

STEP 3:

Create a plan to achieve the goal and address potential barriers
to achievement

1. Develop a plan to achieve the goal with the individual. It can include actions the individual needs to take, actions
the care partner needs to take (if applicable), actions you as the clinician need to take or actions other members of
the care team need to take.

2 Optional: Share a copy of the goal, the scaled outcomes and the plan to achieve the goal with the individual. The
plan can be printed to send home with the individual or mailed after the encounter. (Refer to Resource 4 Baseline
Goal Attainment Scaling Example.)
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COMMON APPROACHES TO SCALING GOALS

There are many approaches to scaling a goal. Here are some reallife examples. (Refer to Resource 1: Goal Attainment
Scaling Examples for additional examples of goals being scaled using goal attainment scaling.)

OPTION 1: Scale the time frame for achieving a specific state.
When scaling time frames, it is often best to use a time range so follow-up can be rated if an exact timepoint is not
achieved.

GOAL: Obtain a personal care assistant to provide care pariner respite in 1-2 months.

Worse Current Status Realistic Goal Stretch Goal Super Stretch Goal
(-2) (-1) (0) (+1) (+2)
No personal care
attend and lose help No personal Obtain personal care ~ Obtain personal care

Obtain personal care . . . :
from daughter on care attendant oHain p assistant in 2 weeks-1  assistant in less than 2
assistant in 1-2 months

weekends month weeks

OPTION 2: Scale the scope of achieving a specific state using a range of numbers.

When scaling activities, it's best to use a range of numbers so it's clear which outcome has been achieved, to avoid the
possibility of two outcomes applying simultaneously. Each section of the scale should be mutually exclusive so it is clear
which box should be checked, to avoid the possibility of two boxes applying simultaneously.

GOAL: Walk one block by the end of the month.

Worse Current Status Realistic Goal Stretch Goal Super Stretch Goal
(-2) (-1) (0) (+1) (+2)
Able to get out of
Not able to get out of = house, but not able to Able to walk Able to walk Able to walk more
house at all in walk to the end of the 1 block by the 2 blocks by the than 2 blocks by the
the month block by the end of end of the month end of the month end of the month
the month

OPTION 3: Scale the scope of completing a specific activity by adding activities.

When scaling activities, each box should build on the other box (achieve the realistic level of achievement and stretch
goal). Also consider how to scale the goal at follow-up if one activity is achieved in the “super stretch goal” but a
“realistic” activity goal is not achieved.

GOAL: Create a resume within the next month to apply for jobs.

Worse Current Status Realistic Goal Stretch Goal Super Stretch Goal
(-2) (-1) (0) (+1) (+2)
No iob: only have Create a resume and Create a resume,
Homeless because they o lh rrlmoney o ba Create a resume within  find 5 jobs to submit  find and submit 5 jobs
can’t pay their bills vg v 1o pay the next month an application in the applications in the

more months of rent
6 more months of re next month next month
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OPTION 4: Scaling a large goal into more manageable actions.
Sometimes an individual’s top priority is to remain in their home. This can be difficult to scale because there might be no
immediate impediment to this goal. Consider how to scale what would make living in the home easier or more assured.

For example, if the goal is to remain at home for as long as possible for an individual at risk of falls, scale a goal
specific to addressing safety issues in the home.

GOAL: Remain living at home for as long as possible by reducing fall risk in the next 3 months.

Worse Current Status Realistic Goal Stretch Goal Super Stretch Goal
(-2) (-1) (0) (+1) (+2)
Individual/care partner Individual/care partner  Individual/care partner
does not review Individual/care partner ' Individual/care partner reviews bathroom reviews bathroom
bathroom safety with does not review reviews bathroom safety with safety with
occupational therapist  bathroom safety with safety with occupational therapist  occupational therapist
in the next 3 months  occupational therapist  occupational therapist ~ and makes at least 1~ and makes at least 2
and individual slips inin the next 3 months in the next 3 months improvement in the improvements in the
the bathroom next 3 months next 3 months

OPTION 5: Scaling goals that are not related to a health condition, disability or a medical issue.
Sometimes goals are about doing something that brings an individual pleasure or purpose. Here is an example of a
goal for a woman near the end of her life.

GOAL: Present a slide show of previous work in Africa to fellow residents in assisted living within 2 months.

Worse Current Status Realistic Goal Stretch Goal Super Stretch Goal
(-2) (-1) (0) (+1) (+2)
Cannot remember Too weak fo perform Present slide show to a  Present slide show to a = Present multiple slide

small group within the ' larger group within the = shows within the next

tent of slid the d f the sh
content ot stides on fhe day ot fhe show next 2 months next 2 months 2 months
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COMMON DIFFICULTIES WITH GOAL ATTAINMENT SCALING

e The goal has too many parts. Sometimes individuals can have a goal that is too broad. If there are too many parts
to a goal, it may be difficult to measure achievement if one part is met but another is not. Consider splitting compli-
cated goals into two or more goals; ask the individual which goal they want to work on first and scale that goal.

e Completing all goal attainment scaling boxes. It can sometimes be difficult to fill all five points on the GAS, espe-
cially the endpoints. An individual who can't fill in the endpoints should talk more about their goal; extract parts
from what they say. Guide the individual or suggest what to include, using known information such as their clinical
history, their experience with previously set goals or what is currently happening in their lives. Think “baby steps.”
Ask, “How can this be a little bit betterg”

»  One technique is o use frequencies, or amounts of time, to achieve the goal. For example, if the expected
outcome is to get dressed independently within 3 months, a “stretch goal” outcome could be to get dressed
independently within 6 weeks and a “super stretch goal” outcome could be to get dressed independently within
2 weeks.

FOLLOW-UP VISIT

STEP 1:
Have a discussion to assess progress on the goal

- No P Achieved Did Better Did Much Better
Things Got Worse ?)n rgg:i:ss Realistic Goal Than Expected Than Expected
(-2) (-1) (0) (+1) (+2)
RED FLAG GOAL ACHIEVEMENT Q
Any score below 0 is a Any score of O or above means individual
potential red flag achieved goal

Discuss the individual’s progress on the goal. Document the progress rating of both the individual and the clinician,
based on the -2 to +2 scale developed during the baseline visit. If both the individual and clinician document a progress
score of O or above, the individual achieved the goal. A score of -1 or below means the individual did not make prog-
ress on the goal, or got worse; this could be a red flag.

STEP 2:
What to do if the individual DID NOT achieve their goal

Not meeting the “expected” level is not a failure; it can be an opportunity to discuss the goal and its scaling. If the goal
was unrealistic, it can be changed or rescaled. If the individual identified new barriers to achieving the goal, this is an
opportunity to work through them. If the goal is no longer important to the individual, a new goal can be set.

® Sometimes a goal changed because the individual’s status or circumstances changed. Sometimes individuals just

change their minds. Be patient; this is a new process for them as well, and they may still be discovering what is most
important to them. Document progress on the current goal, even if the individual wants to change a goal.

52 Www.ncqga.org
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* PCO measures require a baseline visit, a follow-up visit and a rating of achievement once during the measurement

period, within 6 months of when the goal was identified and documented to meet measure requirements, but goals

should be set and followed up on throughout the year.

For example, for a goal set on January 1, follow-up should occur within 6 months. During the follow-up visit on April

1, the individual says they want to change the goal because it is no longer realistic. Set a new goal, complete the

scale for the new goal and develop an action plan. The new goal developed on April 1 is now the main goal. Com-

plete a follow-up on the new goal within 6 months.

Need to complete follow-up by July 1
(6 months after goal is sef)

January 1. aseline goal April 1. Have a visit, and the
and coffpl8e GAS goal isn't realistic anymore

J

This goal is a snapshot in time for
the individual. If it isn't right at the
follow-up, set a new goal.

This becomes the April 1. Set new baseline Have 6 months to
goalyou work on 9 oal and complete GAS complete follow-up
with the individual. 9 P on April 1 goal
|
1
STEP 2:

What to do if the individual ACHIEVED their goal

If the individual achieved the goal, celebrate their success! Celebrating with the individual is important and can be
a motivating process. For some people, achieving the goal helps them get closer to their desired quality of life. They
can now work toward the “stretch” (+1) or “super stretch” (+2) goal, or they can set a new goal. Talk about the values

identified in previous conversations to determine what to work on next.

STEP 3:

Determine next steps based on

achievement
With the individual, decide on the best next step in
setting a goal. The image at right shows different options,

depending on if the individual achieved the goal or not. DID THEY |
) . . ACHIEVE THEIR
The next step will help determine documentation. GOAL?

For example, if the individual did not achieve their goal
and the clinician and individual decide fo revise the
scaling, document the updated 5-point scale again as well
as the action steps. If the clinician and individual choose to
create a new goal, the new goal as well as the new scaling
and action steps will need to be documented.

Follow-Up Timing
The PCO measures Goal Follow-Up and Goal Achievement

Create new goal

Work toward
stretch goal

/‘Q[

Create new goal

Revise goal

\@‘

Revise scaling

Revise action plan

require follow-up no later than 6 months from when the goal was identified to assess goal achievement. Follow-up
may also be at an intermediate point; for example, for a goal set at é weeks, a check in at 2-3 weeks, to see if the

individual is making progress or needs additional assistance, can be a reminder and a motivator. It is also useful to hear

about barriers to meeting a goal, in case additional support is needed.

Www.Nncqa.org
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ASSESSING FIDELITY TO THE PERSON-CENTERED
OUTCOME APPROACH

When implementing the PCO approach, periodic review of the data is recommended to ascertain fidelity to the process.
Data review is critical to ensuring that quality measure results are valid and reliable. As assessment of validity aims

to understand whether the underlying data are correct, assessment of reliability aims to understand whether data are
documented consistently. Some questions to ask when reviewing the data:

How complete are the data? Are some data elements routinely undocumented?

Does the goal content vary? Although individuals in certain populations may lean toward similar goals areas,
there will be some variation. Lack of variation may indicate that goals do not reflect the individual’s priorities.

Are the documented goals SMART?

Checklist to remember when documenting and scaling a goal:

ANA VA WA VA VA N

Is the goal SMART (Specific, Measurable, Attainable, Redlistic, Time-bound)?
Have you completed all five levels of the scale?

Have you identified where they are now in -12

Do the scale and goal relate to only one topic?

s each level of the scale measurable?

Is there an action plan to help the individual reach their goal?

If the individual’s not willing to work and do the job themselves, then goal setting is kind of pointless. But my
husband is willing to do it because he wants to get better. He doesn’t want to constantly have help to get
dressed. He's been able to put on his outfit and put his shoes on. It is like, “Wow, | can actually do that. | can
actually get down and | can tie my shoes now, and | can put on my socks.” So it’s been a bigger step forward
than what | had figured now he has gotten better, and he’s getting stronger.

Care partner—63-year-old White female, Non-Hispanic
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RESOURCE 1:
Goal Attainment Scaling Examples

Hire home health
aide (HHA) in the
next 2 months

Figure out what is
owed for medical
bills in 1 month

Get rid of 1 bag
of mail

Lose 10 pounds in
3 months

Increase energy

Get out of bed 3
days a week over
the next 2 months

Be more physically
active—be able

to be active 45
minutes a day

Consistently walk
down the hallway
once per day, 7
days per week, by
the end of April
2020

Sleep 2 hours
undisturbed a
couple days a week
in the next 2 months

Stay hydrated so |
can avoid having to
go to the ER

Worse

(-2)

No HHA in the
home, Pt is unable to
go out and declines
more rapidly due

to not having
assistance

Very confused about
medical bills; bills
more disorganized

Accumulate more
mail

Weight >200 lbs.

Active O minutes
before short of
breath (SHOB)

Completely bed
bound

Not be able to walk
1 mile each day

Only able to do
the walk down the
hallway less than 3
days per week

Falling asleep in
the bathroom while
smoking

Drink less than | do
now, which is 64
ounces at least 4
days per week

Current Status

(-1)

No HHA in the
home

Bills organized
in piles; confused
about what is
owed

Currently 4 bags of
unread mail

Weight is 200 lbs.

Active 15 minutes
a day before
SHOB

Not getting out at
all, or minimally

Walk 30 minutes
per day in 2
sessions inside the
house

Walk down the
hallway once per
day, 3-4 days per
week

Falling asleep in
front of the TV

Drinking 64 ounces
4 days per week

Scaling of Goal

Realistic Goal
(0)

Choose 2-3 HHA
options from list
provided by clinician
in the next 2 months

Call 2 companies
w/in 1 month to ask
questions

1 bag sorted per
week

Weigh 190 lbs. in 3

months

Active 30 minutes a
day before SHOB

Sit in the living room
2-3 days a week in
the next

Walk 45 minutes per
day within the next 2
months

Consistently walk
down the hallway 1
time per day,

7 days per week by
the end of April 2020

Sleep 2 hours
undisturbed 1-2 days
a week

Drink 64 ounces 5
days per week

Stretch Godl
(+1)

Hire HHA in the next
2 months

Outstanding bill for
1 company paid in
1 month

1-1/2 bags sorted
per week

Weigh 180-189 Ibs.
in 3 months

Active 45 minutes a
day before SHOB

Sit in the living room
4-5 days a week in
the next 2 months

Walk 46-60 minutes
per day in the next 2
months

Consistently walk
down the hallway
2 times per day,

7 days per week
by the end of April
2020

Sleep 4 hours
undisturbed 3-4 days
a week

Drink 64 ounces 6
days per week

Super Stretch Goal
(+2)

HHA coming to the
home 2 days a week
in the next 2 months

Outstanding bill for 2
companies paid in 1
month

2 bags of mail sorted
per week

Weigh 170-179 lbs.
in 3 months

Active 1 hour a day
before SHOB

Sit in the living room
6-7 days a week in
the next 2 months

Walk 61-75 minutes
per day within the
next

Consistently walk
down the hallway 3

times per day, 7 days

per week by the end
of April 2020

Sleep 6 hours
undisturbed 5-7 days
a week

Drink 64 ounces 7
days per week
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Be able to get out
of the house and

go for a drive in

the country with my
wife at least 1 time
a week in the next
3 months

Stay away from
drugs and identify
treatment for my
substance use in
the next 30 days
so | can be a better
father

Get a job

Go to church more
often

Start working

with Senior

Home Advisor to
understand options
in 2 months to gain
more affordable
housing

Comply with
psychiatric services
by taking my
medication daily as
prescribed

56
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Worse

(-2)

Be down in bed dll

the time and my wife

would no longer be
able to care for me

Not look for rehab
center, and drug use
increases

Not employed and
going back to jail

Do not attend church

at all over the next 3
months

Run out of funds
before finding new
housing

Symptoms get worse
and | have to go to
the ED

Current Status

(-1)

| stay at home all
the time because
it is too painful

to walk and | am

afraid of getting an

infection

Currently using
drugs daily

Not employed

Attend church
infrequently

Unable to afford
current housing

Do not currently
take prescribed
psychiatric
medication

Scaling of Goal

Realistic Goal
(0)

Get out of the house
and go for a drive in
the country with my
wife at least 1 time
a week in the next 3
months

Identify two rehab
centers within the next
30 days

Create a resume
within a month

Attend church once a
month over the next 3
months

Meet with Senior
Home Advisor to
explore affordable
housing options

Take medication daily
as prescribed for 1
month

Stretch Goal
(+1)

Get out of the house
and go for a drive in
the country with my

wife at least 2 times

a week in the next 3
months

Enroll in treatment/
rehab over the next
30 days

Create a resume
and apply to 2 jobs
in 2 months

Attend church 2-3
times a month over
the next 3 months

Create list of viable
options of affordable
housing

Take medication
daily as prescribed
for 2 months

Super Stretch Goal
(+2)

Get out of the house
and go for a drive in
the country with my

wife at least 3 times

a week in the next 3
months

Attend treatment
twice a week over the
next 30 days

Create a resume and
apply to 4 jobs in 2
months

Attend church weekly
over the next 3
months

Visit at least 1
potential housing
option

Take medication daily
as prescribed for 3
months
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RESOURCE 2:
Goal Attainment Scaling Script

Introduction
Before coming in today, you identified goals that were important regarding your care. We are going to review your most
important goal now. (Refer to Goal Inventory Resources in Module 2.)

Review Top Goal
Is this goal the most important for your care over the next X months2 (Read top goal aloud.)
* If yes: We are going to focus on how you can meet this goal.
¢ If no: What goal would you identify as your top, most important goal?2 We are going to focus on how you can
meet this goal.

Baseline Visit
Now we will focus on the goal you ranked as most important. This table will help us see what the goal looks like.

How would you describe where you are with this goal right now?
(Document the current state in the “current state” box [-1 box].)

Describe what it would look like/mean to meet this goal in the next X months?2
(Document this in the “realistic goal” box [0 box].)

What would it look like/mean to do even better on this goal?
(Document this in the “stretch goal” box [+1 box].)

What is the best possible outcome of this goal, something that is much better than what you expect to achieve?
(Document this in the “super stretch goal” box [+2 box].)

Now let's think about what would be worse than where you are now. What could happen if we don’t work on this goal?
(Document this in the “worse” box [-2 box].)

A. Review (Review the outcomes written for each stage, confirming that the individual [and care partner] agree with
the outcomes documented.)

Okay, let's review what we just discussed. (Read goal and outcomes.)

B. Develop a Care Plan

Thank you. Now, let's talk about a plan to help you achieve this goal. What steps do you need to take to help you
achieve this goal2 What can | do to help you achieve this goal?
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Follow Up Visit

Revise this script to fit the follow-up time frame.

A. Assess Progress

At your last visit, we discussed goals that were important to you. Your goal was [goal]. Since your last visit, how
much progress have you made on this goal?

Written in the boxes are the things you wanted to achieve for this goal. Of those things, what do you think you've
achieved? Let's look at what was in the expected/realistic goal box first. (Review each box and assess whether the
outcome was achieved.)

So, how would you rate your progress on this goal—would you say you got worse, made no progress, met your
goal, met your stretch goal or met your super stretch goal?

(Document your rating of progress and the individual’s rating of progress, based on the 5-point scale.)

B. If Goal Was NOT Achieved
If an individual is struggling to achieve their goal, the first step is a conversation to understand what the progress is
and what the barriers are. Ask clarification questions about why the goal was not achieved:

* Does this goal still apply to you?

»  If the goal is no longer relevant to the individual, ask “Would you like to select a new goal to work to-
wards? (Repeat GAS baseline process as necessary.)

* Do you agree with what is written in the boxes?

» If yes, ask questions to understand what barriers are stopping them from completing the goal. You might
need to reassess the action steps or follow-up time frame. Once you have identified the barriers and revised
the scaling and action steps (if needed), complete the follow-up GAS session and schedule another follow
up, as necessary.

»  Ifno, ask, “Would you like to keep this goal, but revise what is written in the boxes2” Revise the GAS box-
es as necessary, complete the follow-up GAS session and schedule another follow up, as necessary.

C. If Goal Was Achieved
If the individual achieved the goal, celebrate their success! Celebrating with the individual is important and can
be a motivating process. For some people, achieving the goal helps them get closer to their desired quality of life.
They can now work toward the “stretch” or “super stretch” goal, or they can set a new goal. Talk about the values
identified in previous conversations to determine what to work on next.
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RESOURCE 3:
Goal Attainment Scaling via Role-Play

Practice
e Select one person to role-play the clinician and one person to role-play the individual.

® Choose a case that best fits your care population. Role-play setting the goal, documenting the goal
using GAS and creating an action plan.

® For the remaining cases, switch roles and repeat the exercise.

CASE #1

Mrs. R is an 89-year-old Mexican, Spanish-speaking (limited English, in Los Angeles since the 1950s),
straight female with moderate dementia, with anxiety and nighttime behaviors. Her husband passed away
2 years ago. She needs functional assistance with day-to-day activities. She lives with her daughter, son-in-
law and granddaughter. The family is concerned about wandering (a neighbor found her outside the home
a few months ago) and falls (the last fall was 1 month ago: she tripped on steps at home and bruised her
arm). Mrs. R’s daughter, who provides most of her daily care, reports feeling very strained trying to bal-
ance her job and taking care of her mother.

Mrs. R used to enjoy going for walks around her neighborhood and to the senior center down the street,
but due to her functional limitations and fall risk, she has been unable to do either activity.

CASE #2

Mr. K is a 45-year-old Asian, gay male with metastatic colon cancer, in for a follow-up visit. On his last CT
scan, 1 week ago, he had new lung, liver and abdominal metastases. He has an appointment to discuss
the findings with his oncologist next week. His husband accompanies him to the visit today, and is tearful in
the visit. He is scared that the chemo is no longer working, and is worried about treatment options avail-

able to his husband.

Mr. K reports worsening nausea and abdominal pain over the last few weeks. He has been using his pain
pills and nausea medication more frequently, and missed work last week due to worsening symptoms. He
makes service calls for a heating, ventilation and air conditioning company, and is worried about being
able to pay his bills if he can't return to work, since his husband is a stay-athome dad.

There is no advance directive in the patient’s chart or on file. The couple reports that they completed a
will 10 years ago, after the birth of their third child, but have never completed an advance directive or
living will.
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CASE #3

Ms. H is a 75-year-old White, lesbian female with severe COPD, on 3L of oxygen at home, in addition

to stage Il chronic kidney disease and knee osteoarthritis. She is a widow who lives alone. She hired a
parttime caregiver (Mon-Fri, 9am-12pm) to help with meal preparation, housework, laundry and transpor-
tation. Her appetite is poor; she eats only one meal on most days. She can shower by herself, but worries
she will fall. During the day, she watches TV, reads and naps.

She is largely homebound, and has been out of the house only twice in the last several months, due to
shortness of breath. She is lonely. She volunteered at a local elementary school library, until about 2 years
ago, when her breathing began to worsen. Her son lives nearby and visits most days after work. Her
daughter lives out of state and tries to visit once a month.

Ms. H also reports a fall 4 days ago. She lost her balance getting off the toilet. She scraped her left arm
on the vanity in the fall and sustained a skin tear, which she bandaged herself at home. She has been
using a rollator walker since the fall, and feels more stable with it, but has declined physical therapy be-
cause she is very fatigued when leaving her home.

CASE #4

Ms. X is a 43-year-old Black, straight, single female presenting for her intake appointment. She scored

13 on the PHQ-9 (reflecting moderate depression), and is seeking counseling. She is tearful today, as she
reports a history of experiencing symptoms of depression and loneliness, but this is the first time she has
sought treatment.

Ms. X lives in a 2-bedroom house with her adult son. Ms. X has multiple sclerosis and doesn't drive; her
son provides her transportation. Since the COVID-19 pandemic, Ms. X reports that she has stopped going
out much and socializing. In that time, her house has become disorganized and cluttered, and the upkeep
overwhelms her. When asked about goal setting, Ms. X has several significant changes she would like to
make to her life and circumstances, including improving her mental health, socializing more, exercising
more and cleaning up her house and other home improvement projects.
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CASE #5

Mr. Y is a 35-year-old White, straight male with comorbid alcohol and opioid use disorder, as well as
hepatitis C. He is here today for a follow-up appointment. Mr. Y has had past interactions with the justice
system as a result of his substance use, and has court ordered requirements to engage in treatment.

Mr. Y is currently unemployed, temporarily lives with his brother and does not have access to reliable
transportation. He reports that his involvement with the justice system has made it difficult to obtain employ-
ment, and lack of transportation has made it difficult to keep employment. Mr. Y has a young child. He

does not have custody, due to his poor relationship with the mother, but says he wants to be more involved
in the child’s life.

Mr. Y reports that he has been drinking since he was a teenager, and began using opioids in the last 2
years. He has received treatment for his alcohol use, but did not find it helpful. He is resistant to goal set-
ting because he must meet requirements related to his involvement with the justice system.

CASE #6

Ms. Z is a 24-year-old, Hispanic, bilingual (Spanish and English speaking), queer female referred for
follow-up services after an ED and subsequent psychiatric inpatient stay for psychosis. Ms. Z had been
experiencing delusions and paranoia, expressing that the secret service was planning to kidnap her and
take her to Washington, DC. Ms. Z had not been taking any antipsychotic medications or engaging in
treatment prior to her most recent hospitalization.

Ms. Z lives with her parents in a two-bedroom apartment. She lives in an urban area, and can walk or use
public transportation. She is currently unemployed. She had taken college-level courses, but is not currently
enrolled. Ms. Z is resistant to medications; she reports undesirable side effects from the medications she

received while hospitalized, and does not want to feel that way again. During the visit, Ms. Z exhibits flat
affect while describing her current circumstances, and expresses wanting increased stability and control in

her life.
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PRACTICE

1. Identify top values. Identify and document the individual’s values.

e Connecting with others (friends/family, community, spirituality).
e Enjoying life (productivity, personal growth, recreation).

e Functioning (independence, dignity).

® Managing health (symptoms, quality of life).

2. Complete the phrase for each value: The one thing the individual wants to focus on is , so they
can more often or more easily.
3. Have the individual decide on ONE goal to work toward and make the goal SMART.

Document the goal using GAS. Specify the follow-up time frame. Develop an action plan to help the individual
understand their role and the role of the clinician in completing the goal.

GOAL Worse Current Status Realistic Goal Stretch Goal Super Stretch Goal
(-2) (-1) (0) (+1) (+2)
Where do they .
What would be Where are they . What would be @ What is the best
want to be in . :
worse? now? . little better? possible outcome?
X time?
ACTION PLAN

Remember, when documenting and scaling a goal:

® |Is the goal SMART (Specific, Measurable, Attainable, Realistic, Time-Bound)2
* Have you completed all five levels of the scale?

* Have you identified where the individual is now in -12

* Do the scale and goal relate to only one topic?

e s each level of the scale measurable?

® |s there an action plan to help the individual reach their goal?

Feeling stuck?
e link back to values. “Can I double check: Is this really important to you?”
* s the goal and scaling SMART?
e Take small steps toward a larger goal.

* Encourage supportive language (rather than punitive, selfjudgmental language). “If you do this, what will
be the benefits in the long term?”

e Anticipate obstacles. “What might get in the way of doing that?”
e Discuss the costs. “If you keep doing what you are doing, what will it cost in terms of your well-being?”

® Recognize that discomfort sometimes comes with taking new steps. “Are you willing to feel some discomfort
in order to do what matters to you?”

* Don't allow your mind to bully you into giving up. “I’m too tired; I’'m too busy; I'll fail.”
e Get support. “Maybe ask a friend to walk with you.”

* Use reminders. “Set an alarm on your phone or in your calendar.”

62 A DO O
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RESOURCE 4:
Baseline Goal Attainment Scaling Example English

Visit date: June 2.0
Personal report for: Jessica Rose LOGO HERE

Goal: Walk her dog outside once a week

Current Status Realistic Goal Stretch Goal Super Stretch
(-1) (0) (+1) Goal (+2)

Unable to let | Does not go Walk her dog Walk her dog Walk her dog
the dog outside | outside or outside ouce a | outside twice a | outside three
walk her dog week week times a week

What is holding you back?

Legs are weak, unable +o walk more than 10 steps

Action plan:

1. Schedule n-howme physical therapy services
2. Do home exercises 2-2 times a week

Next visit: AM@MS‘{' 1
Care manager: Keri

Phone number: 500-123-45067
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RESOURCE 5:

Baseline Goal Attainment Scaling Form English Blank Version

Visit date:

Personal report for:

Goal:

LOGO HERE

Current Status

(-1)

Realistic Goal Stretch Goal Super Stretch

(0) (+1) Goal (+2)

What is holding you back?

Action plan:

Next visit:

Care manager:

Phone number:
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Baseline Goal Attainment Scaling Form

[daTta nocewieHus:

UHavBnayanbHbIM OTYeET Ans:

Uenb:

Tekywee
cocTosiHue

(-1)

PeanuctnyHas
uenb

)
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Russian Blank Version

LOGO HERE

CBepxnnaHoBass  AMOuUMO3HasA

uenb uenb
(+1) (+2)

YTo Bac caoepkuBaeT:

MnaH:

Cnepyrowmn BU3UT:

MeHepxep no yxoay:

Homep TenecoHa:
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Module 3: Goal Attainment Scaling

RESOURCE 7:
Baseline Goal Attainment Scaling Form

LOGO HERE

¢ sahal) (5lAN Chagl)
(2+)

 sakall Ciagl) 231 5l) Csgll
(14) (0)

Arabic Blank Version

1 G

"

= il g
o KVA|

FRTFITNY

(1-)

relhgat Al )
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RESOURCE 8:

Baseline Goal Attainment Scaling Form

FLIZHHE -
MARE -
B :

2

(-2)

(-1)

L HAR

)
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Simplified Chinese Blank Version

LOGO HERE

Bk B A7 PR B Br
(+1) (+2)

RA AR R T -

TR

TS ] :

PEEE.

SRR
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RESOURCE 9:
Baseline Goal Attainment Scaling Form

Fecha:

Nombre:
Meta:

Mucho menos Menos de lo Nivel esperado
de lo esperado esperado (0)

) (-1)

Spanish Blank Version

LOGO HERE

Mejor de lo Mucho mejor de
esperado lo esperado
(+1) (+2)

:Qué le esta deteniendo de alcanzar su meta?:

Pasos que me ayudaran alcanzar este meta:

Préxima Visita:

Medico:

NuUmero de Teléfono:
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' RESOURCE 10:

Baseline Goal Attainment Scaling Form Traditional Chinese Blank Version

FEZHH -
BARE - LOGO HERE
BiE:

ERIRRE HEHE BhER HAZ FBALDRER H A
(-1) (1)) (+1) (+2)

=
(-2)

R IR R RELBRE T 45 -

¢
&
Ty
i)

TR -
HWEEE.

B
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RESOURCE 11:

Baseline Goal Attainment Scaling Form

Ngay tham kham:
Bao cao ca nhan cho:

Muc tiéu:

Té hon Tinh trang
(-2) Hién nay
(-1)

Muc tiéu Thwc

té

(0)

Vietnamese Blank Version

LOGO HERE

Muc tiéu Can Muc tiéu Can
NO luc Rat nhieu No6
(+1) Iwc (+2)

Diéu gi dang can tré ban:

Ké hoach:

Lan tham kham Tiép theo:
Nhan vién Quan ly Cham soéc:

S6 Dién thoai:
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MODULE 4:
Patient-Reported Outcome Measures

In this module, you will learn:

» What PROMs are and the importance of PROMs in practice.
» How to identify PROM:s to include in a PROM bank.
» How to use PROMs.

» Tips on following up with individuals using PROMs.

NCQA

Measuring quality.
Improving health care.
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OVERVIEW AND IMPORTANCE )
Patient-reported outcome measures (PROM) are standardized =

questionnaires that allow individuals to report on how they

function or feel with respect to their health, quality of life, oo gt ing et sumamiseal e
mental well-being or health care experience. PROMs have was how quickly I recovered overall.
the potential to improve outcomes, particularly when used to I'was working with my caregiver,

manage treatment for a condition.” Questionnaire answers e

started physical therapy. | went from

use a standardized scale to calculate an individual’s score.? .
not being able to walk after surgery

Changes in the score can be used to monitor whether and in constant pain, to walking my
functioning, symptoms or quality of life is improving over time. dogs every day, cleaning my house.
Just that physical activity level every
The person-centered outcomes (PCO) approach allows day has made a vast improvement
clinicians, individuals and care partners to prioritize the most OB ERALING my life... W"’hOU'I
important PROM from a bank of potential PROMs (Table 1). having my clinician’s help, | would't

... o . o quite be where I'm at today.
Clinicians and individuals discuss goals and jointly agree on

an outcome the individual wants to improve. The clinician Individual—38-year-old, White Non-
then selects and helps the individual complete a PROM for the Hispanic, female

identified outcome and uses it to track whether the individual is

achieving their goal.

IDENTIFYING PROMS TO INCLUDE IN A PROM BANK

Before implementing the PCO approach, a clinician or organization must identify which PROMs to include in a PROM
bank. We recommend tailoring the bank to an organization’s population, with at least 8-10 PROMs to address a
variety of person-centered goals. (See Table 1 for a list of recommended PROMs). NCQA's measure testing primarily
used PROMs from the Northwestern University Patient-Reported Outcome Measurement Information Set (PROMIS). The
domains most selected were Physical Function, Mobility, Pain Interference with Daily Activities, Depression, Fatigue,
Self-Efficacy to Manage Daily Activities, Self-Efficacy to Manage Symptoms, Self-Efficacy to Manage Health Needs,
Caregiver Strain and Cognitive Function.
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Two additional PROMs that are used often are the PHQ-9 for depression and the GAD-7 for anxiety.??

Table 1. Recommended PROMS

PROMIS Tools

Ability to Participate in Social Roles and Activities Physical Function

Alcohol Use Prescription Pain

Anger Satisfaction with Social Role

Anxiety Self-Efficacy for Managing Chronic Conditions: Manage
Daily Activities

Cognitive Function Self-Efficacy for Managing Chronic Conditions: Manage
Medications and Treatments

Depression Self-Efficacy for Managing Chronic Conditions: Manage
Symptoms

Dyspnea Severity Self-Efficacy for Managing Emotions

Fatigue Severity of Substance Use—Past 3 Months

General Self-Efficacy Severity of Substance Use—Past 30 Days

Informational Support Sleep Related Impairment

Instrumental Support Smoking: Coping Expectancies for All Smokers

Mobility Smoking: Negative Health Expectancies for All Smokers

Pain Behavior Smoking: Nicotine Dependence for All Smokers

Pain Interference with Daily Activities Social Isolation

General Anxiety Disorder-7 (GAD-7) Patient Health Questionnaire (PHQ-9)

USING PROMS

The process for assessing person-centered outcomes using PROMs is described below. Clinicians are encouraged to
adapt this process to fit their existing workflows and procedures. The steps in the PCO approach can take place over
multiple visits, and can occur in person, over the telephone or virtually, but at a minimum, there is:

* A baseline visit occurs when the individual’s goal is identified and recorded. The individual completes a PROM
questionnaire and a plan to achieve the goal is created.

e A follow-up visit occurs when the individual completes the baseline PROM questionnaire again and the
individual’s progress on the PROM is evaluated.

This structure can be adapted to fit the needs of any organization. In many organizations, there are opportunities for
multiple follow-up visits, where progress can be evaluated and the individual can be engaged in discussions about
barriers and successes. Goals can be changed or revised at follow-up visits, as well.
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BASELINE VISIT

STEP 1:

Make sure the goal is SMART
(Refer to Module 2 for details on developing a SMART goal)

Here's an example of a SMART goal: The individual wants to walk around the block two times per week by the follow-
up visit.

This goal is specific because it focuses on one item to work toward (walking around the block two times per week). The
goal is measurable because it is quantified (two times per week). When determining if the goal is attainable, ask, “Is
this goal achievable for the individual to work toward, based on their current situation/diagnosis/condition Can they
walk around the block twice a week? Is that too much? Too little2” Is the goal relevant? Does this goal capture what
matter most to the individual? Is their focus to become more mobile, or get out of the house more, and does the goal
help them achieve that? And finally, the goal must be time-bound, focused on what can be done in a specific time (by
a future follow-up visit). Based on the individual’s condition, sometimes a follow-up is in four weeks, other times it may
be in three months. The goal must be able to be accomplished, or progress made, by the follow-up date agreed on
with the individual.

S M A R T

Specific Measurable Attainable Relevant Time-bound

Walk around the block 2 times per week by follow-up

Specific Time-bound
Measurable

Attainable

Attainable? Relevant?
Does the goal make sense for the individual to Is the goal about being more mobile? Do

work towards based on their current situation/ they want to get out more? Is this what
diagnosis/condition?@ matters most to them?
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STEP 2:
Determine which PROM will track the goal

PROMs focus on symptoms, mental health or general well-being. The PROM approach lets an individual select a
standardized questionnaire that will provide a score for a symptom, function or other area of well-being.

There are two ways to choose a PROM; either can be used:

1.

Choose the PROM that best fits the goal topic. In other words, match the goal with the PROM whose focus is
related to the goal topic. For example, the PROMIS Physical Function is a good match if an individual’s goal
is to walk around the block. The PROMIS Self-Efficacy to Manage Medications PROM is a good match if an
individual wants to take their medications consistently.

Choose the PROM that fits the barrier to achieving the goal. Have a conversation with the individual about what
is holding them back, or what could hold them back, from achieving their goal. For example, choose the GAD-
7 if an individual’s goal is to go to an event with friends, but their anxiety prevents them from going. Choose
the PHQ-9 if the individual wants to get a job, but their depression holds them back.

Administer the selected PROM by either having the individual complete it or by reading the questions out loud and
marking the individual’s responses. Show and explain the score to the individual (e.g., score range, whether a lower or
a higher score is better).

STEP 3:

Create a plan to achieve the goal and address potential barriers
to achievement

1.

75

Develop a plan to achieve the goal with the individual. The goal can include actions the individual needs to
take, actions the care partner needs to take (if applicable), actions you as the clinician need to take or actions
other members of the care team need to take.

Optional: Share a copy of the goal, the completed PROM and the plan to achieve the goal with the individual.
The plan can be printed to send home with the individual or mailed after the encounter. (Refer to Resources:
Baseline PROM Documentation Template.)
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FOLLOW-UP VISIT

STEP 1:
Readminister the PROM

Have the individual complete the same PROM that was completed during the baseline visit. Encourage the individual to
fill out the PROM on their own, if they can. If they need help, read the PROM questions and response options aloud and
mark the individual’s answer to each item.

STEP 2:
Compare the follow-up score to the previous PROM score, and discuss the
individual’s progress on the goal

1. Determine if there was a meaningful change between the baseline and follow-up PROM scores. When using a
PROM to document a PCO measure, meaningful change is specific to the PROM used (Table 2)

Table 2. Required score change for achievement/meaningful change

PROM TOOL ‘ MEANINGFUL CHANGE
All PROMIS tools (refer to Table 1 for the list of potential = 3-point change from initial total T-score (increase/
PROMIS tools to choose from) decrease depends on PROMIS tool used)

Note: A higher Tscore represents more of the concept
being measured. For example if using PROMIS De-
pression, the higher the score, the more depressed the

individual is.
General Anxiety Disorder-7 (GAD-7) 4-point change from initial total raw score
Patient Health Questionnaire (PHQ-9) 5-point change from initial total raw score

2. Ask the individual to tell you in their own words how they think they are doing and what progress they have made
on their goal.

What to do if the individual DID NOT achieve their goal

Not having meaningful change between the baseline and follow-up PROM is not a failure; it can be an opportunity to
discuss the goal. If the goal was unrealistic, it can be changed. If the individual identified new barriers to achieving the
goal, this is an opportunity to work through them. If the goal is no longer important to the individual, a new goal can
be set.

* Sometimes a goal changed because the individual’s status or circumstances changed. Sometimes individuals just
change their minds. Be patient; this is a new process for them as well, and they may still be discovering what is
most important to them. Document progress on the current goal, even if the individual wants to change a goal.

e PCO measures require a baseline visit, a follow-up visit and a rating of achievement once during the
measurement period, within 6 months of when the goal was identified and documented to meet measure
requirements, but goals should be set and followed up on throughout the year.

For example, for a goal set on January 1, follow-up should occur within 6 months. During the follow-up visit

on April 1, the individual says they want to change the goal because it is no longer realistic. Set a new goal,
choose and complete the PROM that is most relevant for the new goal and develop an action plan. The new goal
developed on April 1 is now the main goal. Complete a follow-up on the new goal within 6 months.
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Need to complete follow-up by July 1

(6 months after goal is set)
This goal is a snapshot in time for
the individual. If it isn't right at the

follow-up, set a new goal.
January 1. aseline goal April 1. Have a visit, and the
and copffleN,PROM goal isn't realistic anymore

+ i i + i i i i i i :(‘Zj

Have 6 months to
complete follow-up
on April 1 goal

This becomes the a April 1. Set new baseline

goal you work on
with the individual. goal and complete PROM

What to do if the individual ACHIEVED their goal

If the individual achieved the goal, celebrate their success! Celebrating with the individual is important and can be a
motivating process. For some people, achieving the goal helps them get closer to their desired quality of life. They can
now set a new goal. Talk about the values identified in previous conversations to determine what to work on next.

STEP 3:

Determine next steps based on Qdiﬁ? — Create new gol
achievement /\

With the individual, decide on the best next step in

setting a goal. The image to the right shows different DID THEY
options, depending on if the goal was achieved or not. ACHIEVE THEIR
GOAL? =] Create new goal

The next step will help determine documentation. For
example, if the individual did not achieve their goal, \,
the goal might need to be reviewed. If a new goal will — Revise goal

be created, select and complete a new PROM and

document the new
action plan. —1 Revise action plan

Follow-Up Timing

The PCO measures Goal Follow-Up and Goal Achievement require follow-up no later than é months from when the goal
was identified to assess goal achievement. Follow-up may also be at an intermediate point; for example, for a goal set
at 6 weeks, a check in at 2-3 weeks, to see if the individual is making progress or needs additional assistance, can be
a reminder and a motivator. It is also useful to hear about barriers to meeting a goal, in case additional support

is needed.
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ASSESSING FIDELITY TO THE PERSON-CENTERED
OUTCOME APPROACH

When implementing the PCO approach, periodic review of the data is recommended to ascertain fidelity to the
approach. Data review is critical to ensuring that quality measure results are valid and reliable. As assessment of
validity aims to understand whether the underlying data are correct, assessment of reliability aims to understand whether
data are documented consistently. Some questions to ask when reviewing the data:

* How complete are the data? Are some data elements routinely undocumented?

® Does the goal content vary2 Although individuals in certain populations may lean toward similar goals, there
should be variation. Lack of variation may indicate that goals do not reflect the individual’s priorities.

* Are the documented goals SMART2

The fact that the individuals were the ones coming up with their goal meant they were the ones determining if
it was valuable to them and that was great. Asking questions, following it with the prompt, they were things
they never even thought about. For example, they want to increase physical activity; well what does that mean@
Does that mean you're doing yard work, you’re walking miles Those PROM questions really got them and me
thinking about what it means to them—that was pretty helpful.

Clinician—Case management program in an integrated delivery system
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RESOURCE 1:
Baseline PROM Documentation Template

Visit date:

Name:

GOAL:

PROM SCORE

What is holding you back?

Action plan:

Next follow-up:
Care manager:

Phone number:

79

English

LOGO HERE

BEST POSSIBLE

WORST POSSIBLE

WWW.NCQa.org



RESOURCE 2:

Baseline PROM Documentation Template

Fecha:
Nombre: :

META:

PROM

2Qué le estd deteniendo de alcanzar su meta?:

Pasos que me ayudardn alcanzar este meta:

Préxima visita:
Médico:

NUmero de teléfono:

Www.ncqga.org

Puntaje:

Module 4: PatientReported Outcome Measures | TOOLKIT

Spanish

LOGO HERE

LO MEJOR POSIBLE

LO PEOR POSIBLE
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’ RESOURCE 3:

Baseline PROM Documentation Template Arabic
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RESOURCE 4:
Baseline PROM Documentation Template

[aTta nocelieHus:
Nma:

Uenb:

AHkeTa PROM: Bann:

YTo Bac caoepxuBaeT:
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Russian

MECTO Ans
NNIOroTUNA
BALLEN

Havnyuwunn

pesynkrar

MNnaH:

Mocneayrowmm BU3NT:

MeHexep no yxoay:

Homep TenedoHa:

Www.ncqga.org

Hanxyawwumn
pesynkraTt
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' RESOURCE 5:
Baseline PROM Documentation Template

83

Simplified Chinese
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’ RESOURCE 6:

Baseline PROM Documentation Template
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Traditional Chinese

FEEA 5 M PR A
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w4
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B AU AT BE
PROM : B -
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RESOURCE 7:
Baseline PROM Documentation Template

Ngay tham kham:
Tén:

Muc tiéu:

TU: Piém sé:

Diéu gi dang can tr& ban:

Vietnamese

DAT LOGO CONG
TY CUA BAN O
DAY

Tét nhat co

Ké hoach:

Theo débi tiép:
Nhan vién Quan ly Cham soc:

Sé dién thoai:
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RESOURCE 8:
Role-Play

Practice
e Select one person to role-play the clinician and one person to role-play the individual.

e Choose a case that best fits your care population. Role-play setting the goal and documenting the goal
using a PROM and an action plan.

® For the remaining cases, switch roles and repeat the exercise.

CASE #1

Mrs. R is an 89-year-old Mexican, Spanish-speaking (limited English, in Los Angeles since the 1950s),
straight female with moderate dementia, with anxiety and nighttime behaviors. Her husband passed away 2
years ago. She needs functional assistance with day-to-day activities. She lives with her daughter, son-in-law
and granddaughter. The family is concerned about wandering (a neighbor found her outside the home a few
months ago) and falls (the last fall was 1 month ago: she tripped on steps at home and bruised her arm).
Mrs. R’s daughter, who provides most of her daily care, reports feeling very strained trying to balance her
job and taking care of her mother.

Mrs. R used to enjoy going for walks around her neighborhood and to the senior center down the street, but
due to her functional limitations and fall risk, she has been unable to do either activity.

CASE #2

Mr. K is a 45-year-old Asian, gay male with metastatic colon cancer, in for a follow-up visit. On his last CT
scan, 1 week ago, he had new lung, liver and abdominal metastases. He has an appointment to discuss the
findings with his oncologist next week. His husband accompanies him fo the visit today, and is tearful in the
visit. He is scared that the chemo is no longer working, and is worried about treatment options to his hus-

band.

M:r. K reports worsening nausea and abdominal pain over the last few weeks. He has been using his pain
pills and nausea medication more frequently, and missed work last week due to worsening symptoms. He
makes service calls for a heating, ventilation and air conditioning company, and is worried about being able
to pay his bills if he can't return to work, since his husband is a stay-athome dad.

There is no advance directive in the patient’s chart or on file. The couple reports that they completed a will
10 years ago, after the birth of their third child, but have never completed an advance directive or living will.
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CASE #3

Ms. H is a 75-year-old White, lesbian female with severe COPD, on 3L of oxygen at home, in addition

to stage Il chronic kidney disease and knee osteoarthritis. She is a widow who lives alone. She hired a
parttime caregiver (Mon-Fri, 9am-12pm) to help with meal preparation, housework, laundry and transpor-
tation. Her appetite is poor; she eats only one meal on most days. She can shower by herself, but worries
she will fall. During the day, she watches TV, reads and naps.

She is largely homebound, and has been out of the house only twice in the last several months, due to
shortness of breath. She is lonely. She volunteered at a local elementary school library, until about 2 years
ago, when her breathing began to worsen. Her son lives nearby and visits most days after work. Her
daughter lives out of state and tries to visit once a month.

Ms. H also reports a fall 4 days ago. She lost her balance getting off the toilet. She scraped her left arm
on the vanity in the fall and sustained a skin tear, which she bandaged herself at home. She has been
using a rollator walker since the fall, and feels more stable with it, but has declined physical therapy be-
cause she is very fatigued when leaving her home.

CASE #4

Ms. X is a 43-year-old Black, straight, single female presenting for her intake appointment. She scored

13 on the PHQ-9 (reflecting moderate depression), and is seeking counseling. She is tearful today, as she
reports a history of experiencing symptoms of depression and loneliness, but this is the first time she has
sought treatment.

Ms. X lives in a 2-bedroom house with her adult son. Ms. X has multiple sclerosis and doesn't drive; her
son provides her transportation. Since the COVID-19 pandemic, Ms. X reports that she has stopped going
out much and socializing. In that time, her house has become disorganized and cluttered, and the upkeep
overwhelms her. When asked about goal setting, Ms. X has several significant changes she would like to
make to her life and circumstances, including improving her mental health, socializing more, exercising
more and cleaning up her house and other home improvement projects.
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CASE #5

Mr. Y is a 35-year-old White, straight male with comorbid alcohol and opioid use disorder, as well as
hepatitis C. He is here today for a follow-up appointment. Mr. Y has had past interactions with the justice
system as a result of his substance use, and has court ordered requirements to engage in treatment.

Mr. Y is currently unemployed, temporarily lives with his brother and does not have access to reliable
transportation. He reports that his involvement with the justice system has made it difficult to obtain employ-
ment, and lack of transportation has made it difficult to keep employment. Mr. Y has a young child. He

does not have custody, due to his poor relationship with the mother, but says he wants to be more involved
in the child’s life.

Mr. Y reports that he has been drinking since he was a teenager, and began using opioids in the last 2
years. He has received treatment for his alcohol use, but did not find it helpful. He is resistant to goal set-
ting because he must meet requirements related to his involvement with the justice system.

CASE #6

Ms. Z is a 24-year-old, Hispanic, bilingual (Spanish and English speaking), queer female referred for
follow-up services after an ED and subsequent psychiatric inpatient stay for psychosis. Ms. Z had been
experiencing delusions and paranoia, expressing that the secret service was planning to kidnap her and
take her to Washington, DC. Ms. Z had not been taking any antipsychotic medications or engaging in
treatment prior to her most recent hospitalization.

Ms. Z lives with her parents in a two-bedroom apartment. She lives in an urban area, and can walk or use
public transportation. She is currently unemployed. She had taken college-level courses, but is not currently
enrolled. Ms. Z is resistant to medications; she reports undesirable side effects from the medications she
received while hospitalized, and does not want to feel that way again. During the visit, Ms. Z exhibits flat
affect while describing her current circumstances, and expresses wanting increased stability and control in
her life.
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PRACTICE

1. Identify top values. Identify and document the individual’s values.

e Connecting with others (friends/family, community, spirituality).
e Enjoying life (productivity, personal growth, recreation).

e Functioning (independence, dignity).

® Managing health (symptoms, quality of life).

2. Complete the phrase for each value: The one thing the individual wants to focus on is , so they
can more often or more easily.

3. Have the individual decide on ONE goal to work toward and make the goal SMART.

Document the goal using a PROM. Specify the follow-up time frame. Develop an action plan to help the individual
understand their role and the role of the clinician in completing the goal.

Remember, when documenting a goal:
® |s the PROM related to the goal itself or to a barrier to achieving the goal?
® Is the goal SMART (Specific, Measurable, Attainable, Realistic, Time-Bound)2

® s there an action plan to help the individual reach their goal?

Feeling stuck?
e link back to values. “Can I double check: Is this really important to you?”
* s the goal and scaling SMART?
e Take small steps toward a larger goal.

* Encourage supportive language (rather than punitive, self-judgmental language). “If you do this, what will
be the benefits in the long term?”

e Anticipate obstacles. “What might get in the way of doing that?”
e Discuss the costs. “If you keep doing what you are doing, what will it cost in terms of your well-being?”

* Recognize that discomfort sometimes comes with taking new steps. “Are you willing to feel some discomfort
in order to do what matters to you?”

* Don't allow your mind to bully you into giving up. “I’m too tired; I’'m too busy; I'll fail.”
e Get support. “Maybe ask a friend to walk with you.”
e Use reminders. “Set an alarm on your phone or in your calendar.”
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