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How Informal Caregivers use 
The Model of Care and Toolkit with Participants who have 

Alzheimer’s Disease or Dementia

The Model of Care

Objectives 
1. To examine the problem: poor function and nursing 

home placement.
2. To review the solution: use of The Model of Care.
3. To describe Alzheimer’s Disease and Dementia and 

the desired outcomes for people with these conditions.
4. To examine effective informal caregivers engagement 

strategies.
5. To report why and how The Model of Care Toolkit was 

modified for use by informal caregivers of participants 
with Alzheimer’s Disease and Dementia.

6. To discuss how MI Choice clinicians will utilize The 
Model of Care and the modified Toolkit with informal 
caregivers of participants with Alzheimer’s Disease 
and Dementia.
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The 
Problem

Why “The Model of Care” is needed?

Problem
• 42% of older adults report a problem 

with function or disability.

• Number of disabled are increasing:
• Due to obesity & chronic conditions

• Inability to carry out ADLs & IADLs
• Bathing, dressing, eating

• Walking, shopping

• Disability can lead to:
• Falls, poor QOL, and nursing home placement
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Problem

• Polypharmacy: The simultaneous use of multiple drugs for one or 
more conditions, the use of 4 or more medications.

• Common in the elderly: 40% of older adults have polypharmacy 
and 21% of disabled have polypharmacy.

• 95% of participants in MI Choice have polypharmacy .

• On average, they take 7 medications (range 0-48). 

• On average, 5 different doctors prescribed the medications.

• Multiple medications can cause harm: increase falls, delirium, 
dehydration, constipation, bleeding.

• MI Choice SCs list medications

• Some participants receive help with medication set-up.

• Few participants receive a medication review.

• Medications to avoid in the elderly are not avoided.

The 
Solution

A review of “The Model of Care” and Toolkit use in MI Choice.
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Solution
• CAPABLE Intervention:

• 6 OT visits, 4 RN visits.

• Addressed pain, mood, medications, strength/balance, PCP 
communication.

• Pharmacist medication review and home repair/modification.

• MiCAPABLE Intervention: adapted CAPABLE for MI Choice.

• Added OT to MI Choice.

• Additional home visits (OT, RN, SW) tailored to need.

• RNs review medications using Epocrates App.

• Results: Improved ADLs/IADLs, reduced falls and hospitalizations, 
and 95% of participants were satisfied with the intervention and felt 
“the care helped them to stay at home”.

• Now called The Model of Care for MI Choice.

The Model of Care: Core Elements 
• Participant driven ask and listen to desires, check 

readiness, consult not treat. 

• Cultural relevance understand where coming from. 

• Problem solving help to name issue, find ways to 
solve. 

• Customization tailored to person—environment.

• Active engagement learn new strategies.

• Inter-professional RN, OT, SW.

• Person-environment “fit” tailored to home.

• Preventive to improve function.
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The Model of Care: Phases
• Assessment

• Participant, situation, home environment; readiness to change.

• Person-Centered Service Plan
• Problem solve, collaborate on development of plan and 

expected outcomes (goals); and enact plan.

• Based on need/desire: Flexible/change as needed or desired.

• All elements do not need to be provided unless desired by 
participant.

• Enact Strategies 
• To improve; role model to participant/caregiver.  

• Evaluate Strategies 
• Modify as needed or select new strategies.

The Model of Care: Intervention
• Focused assessment individualizes care.

• Used for: Nursing Facility Transition, new admits, post hospital, after 
a fall, or when a decline in function occurs.

• Motivates participant to improve function or problems that influence 
poor function.

• Increased home visits >1-3 months as needed. 
• RNs (1-4 visits) plus medication review. 
• OTs (1-6 visits). 
• SWs (1-2 visits).

• Interdisciplinary Coordination.
• To discuss and coordinate plan.

• Toolkit use with participants and caregivers.
• Provides information on Aging-in-Place for participants.
• Modified to assist for informal caregivers when caring for participants 

with Alzheimer’s Disease or Dementia. 
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• Prevent falls: 30% of participants fall and 10% have repeated falls.

• Build strength and balance to prevent falls.

• Manage dizziness.

• Manage memory issues.

• Manage pain: >80% in MI Choice experience pain.

• Manage incontinence.

• Medication review & management: List medications taken, assess 
interactions using Beers Criteria and Epocrates App (www.epocrates.com), 
and modify if needed.

• Coordinate care with team.

 Engage participant and their informal caregiver to select Toolkit strategies to 
support use of The Model of Care.

 Focus of care shifts from disease processes to how disease affects function.

RN Focus 

OT Focus
• Home Tour: examining person-environment “fit”, observe movement.

• Complete assessment with the following in mind:
• Decreasing falls (e.g. railings, grab bars, step/walkway repairs, clutter issues, 

proper footwear).

• Improving safe mobility (e.g. transfers - shower chair/tub bench, chair/bed risers, 
cushions, bed rails).

• Improving ADL independence (e.g. bathing, dressing, grooming, hygiene, feeding, 
rest/sleep).

• Improving IADL independence (e.g. meal prep, laundry, phone use, financial 
management, shopping, taking meds, social activities).

• Improving home safety.

• Obtain and utilize devices and home modifications to support goals.

 Engage participant and their informal caregiver to select Toolkit 
strategies to support use of The Model of Care. 

 An OTs holistic view of participants makes them uniquely qualified to 
assess how daily activities affect participant’s health.
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SW Focus
• Conduct mood assessment (if needed). 
• Manage sadness and stress.
• Manage depression: Common problem among older 

adults, but NOT a normal part of aging. 
• Provide brief counseling: for sadness, stress, and 

depression.
• Identify and obtain community resources.
• Address family dynamics and other mental health 

issues.
 Engage participant and their informal caregiver to select 

Toolkit strategies to support use of The Model of Care.
 A key component of SW care is to “role model” how to 

use strategies so that the participant can self-manage 
when the SW is not there.

The Toolkit 

Table of Contents
• Aging-in-Place
• Balance, Walking, Kneeling, 

Standing, Bending, and Reaching
• Bathing, Grooming, Dressing, 

Toileting, and Eating
• Bladder Control
• Dizziness
• Managing and Taking Medications
• Memory and Forgetfulness
• Pain
• Preparing Meals, Banking, 

Shopping, and Cleaning
• Preventing a Fall
• Sadness or Stress
• Sexual Health
• Home Safety

Topic Outline
• What is (condition)?
• How do people describe (condition)? 
• What causes (condition)?
• What can I do about (condition)? 
• Here are some tips you may find 

helpful (regarding these topics, as 
applicable): Activity, Communication, 
Diet, Medications, Psychological, 
Social, and Prevention.

• What can others do to help me? 
• What should I report to my nurse or 

doctor about my (condition)? 
• What should I discuss with my nurse 

or doctor about my (condition)? 
• Where can I get more information? 

Print and provide to Participant and Informal Caregiver 
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Information Sheets (Evidence-Based)

• Organizes participant’s health information in one place.

• Allows participant to take an active role in their health.

• Facilitates communication with health care providers. 

Print and provide to Participant and/or Informal Caregiver if needed

Health Booklet 

• CDC Check for Safety: A Home Fall Prevention Checklist.

• What to expect as you get older.

• Exercises.

• Healthy food choices.

• Medication Calendar.

• OT Assessment and Home Environment Tour.

Forms

The Model of Care: Principles
• Person-environment “fit”. 

• Focused on how the home environment where 
the participant lives is “fit” for usability 
(ADLs/IADLs).

• Person-centered, self-directed care.
• Structured in a way to elicit the participant’s 

desires and needs.
• Building collaborative relationships. 

• Intentional building of a trusting relationship with 
a participant and their caregivers.

• Building self-efficacy. 
• The belief a participant has in their own abilities 

to face challenges and make choices.
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• The “fit” between the participant and their environment 
(home, apartment, condo, etc.) is important.

• To improve participant’s use of the environment.

• To support the participant living at home. 

• To improve how the environment supports the participant.

Person-Environment “Fit”

Person-Centered Care
Definition: Providing care that is respectful of needs, and 
values cultural traditions, personal preference, family 
situation, social circumstance, lifestyle, and needs.

• Ensuring the person guides decisions.

Elements:

 "Whole-person" care

 Coordination and 
communication

 Support and 
empowerment

 Ready access

 Autonomy

Principles:

 Respect for preference

 Physical comfort and 
emotional support

 Involvement of friends 
and family

 Access to care
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Collaborative Relationships

Definition: Forming relationships based on trust and respect. 

• Trust and adherence to the plan of care improve when the SC 
connects with the participant and their caregiver.

• A participant must feel that the SC understands their condition 
and situation and has their best interests at heart .

• SCs should take the time to let the participant know they care for 
them. And remember, SCs begin building rapport the minute they 
meet a participant.

• SC engages participant and their informal caregiver to select Toolkit 
strategies to support use of The Model of Care.

Self-Efficacy
Definition: The extent or strength of one's belief in one's own ability to 
complete tasks and reach goals.

• High self-efficacy affects motivation in positive and negative ways. 

• People with high self-efficacy are more likely to make efforts to complete a task 
and to persist longer in those efforts than those with low self-efficacy.

• Obstacles often stimulate people with high self-efficacy to greater efforts, where 
people with low self-efficacy will tend toward discouragement and giving up.

• A person with high self-efficacy will attribute failure to external factors, where a 
person with low self-efficacy will blame low ability.

• Low self-efficacy can lead one to believe tasks to be harder than they are, 
resulting in poor task planning and increased stress. 

• Those with low self-efficacy experience incentive to learn more about an 
unfamiliar subject, where someone with a high self-efficacy may not prepare as 
well for a task.

• Success can raise self-efficacy, while failure can lower self-efficacy.
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The Model of Care: Approaches
• Readiness to change. 

• Assesses willingness to use new ways of carrying out daily 
activities. 

• Motivational Interviewing (MI).

• Encourage participant’s use of strategies to manage at home. 

• Cognitive Behavioral Therapy (CBT). 

• Short-term, goal-oriented focused on how thoughts and 
feelings impact behavior.

• Brainstorming. 

• Discussion to produce ideas and ways of solving problems,
problem solving, and role modeling.

Readiness to Change
Definition: The extent to which an individual are 
cognitively inclined to accept, embrace, and adopt a 
particular plan to purposefully change

• Helping participants change behavior is an important role for 
clinicians. 

• Change is useful for addressing disease prevention and  
management. 

• Understanding readiness to change, appreciating barriers to 
change, and helping participants anticipate relapse can improve 
participant satisfaction and lower clinician frustration during the 
change process. 

• 5 Stages of Readiness to Change: Precontemplation, 
contemplation, preparation, action, and maintenance 
and relapse prevention.
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Does participant acknowledge 
deficit areas?

Does participant indicate a 
willingness to try different 
strategies such as behavioral or 
environmental changes to help 
make daily occupations easier?

2. 2. Contemplation

Aware problem exists
Trying to understand
Reading about diagnosis
Thinking about taking action

3. Preparation

Intention to take 
action
Willing to listen
Asks questions

4. Action/maintenance

Active participation
Modifies behavior/environment
Trying own ideas
Practices/modifies strategies

Yes

No

Considering trying

Trying

Yes
Readiness score:  _____

1.5

2.5

3.5

2. 1. Precontemplation

Everything is OK
He/she is just old
He/she has always been like this
He/she doesn’t see the point in changing (too old, 
doesn’t need equipment)
He/she is not listening

Readiness to Change Scale

Motivational Interviewing (MI)

Definition: A person-centered, goal-oriented method 
of communication to strengthen motivation to change 

Principles:
1. Express empathy: Understand 

reality of a person’s situation.
2. Develop discrepancy: Focus on 

personalizing desire, reason, and 
ability for change.

3. Roll with resistance: Don’t push 
for change, order, or confront. 
Don’t provide information 
prematurely or without permission.

4. Support self-efficacy: Helps 
others find ways to be successful 
that will work for them. Identify 
skills and abilities that will help 
them make change.

Elements:
1. Collaborative communication style.
2. Focused on change.
3. Eliciting/strengthening intrinsic 

motivation.
4. Centered on the person, honors 

autonomy.
5. Goal-oriented and specific.
6. Guided by patient conversation.
7. Brief contacts.
8. Learnable skills.
9. Observable/measurable skills.
10. Adaptable.
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Cognitive Behavioral Therapy (CBT)
Definition: A short-term, goal-oriented, psychotherapeutic 
approach which is founded on the idea that thoughts cause 
feelings, and, consequently, behavior.

• Principles:

• Negative thoughts can block ability to take action.

• Example: Not believing the exercises will help improve strength and balance.

• Negative thoughts can block learning new behaviors.

• Example: Not doing exercises to improve balance and sitting in the recliner all the time.

• Elements: Combines psychological & behavioral therapy.

• Assessment.

• Reconceptualization.

• Skill acquisition.

• Application.

Brainstorming

Definition: A spontaneous group discussion to 
produce ideas and ways of solving problems. It is 
a technique to solve specific problems, collecting 
information, stimulating creative thinking, and 
developing new ideas.

• Relaxed informal problem solving.

• These ideas lead to new ways of looking at 
things.

• Helps people who are stuck solve problems.

• No criticism of ideas- no judgments.
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Problem Solving
Definition: The process of working through 
details of a problem to reach a solution. All 
problems have two features: goals & 
barriers.

• Goals: Problem solving involves 
setting out to achieve some objective 
to avoid a situation or event.

• Barriers: Problem solving involves 
overcoming the barriers that prevent 
achievement of goals.

Role Modeling
Definition: A person who serves as an example for 
others, demonstrating a behavior or role for another 
person to copy. 

• Role model how to problem solve/brainstorm a 
health need like how to use the Toolkit to 
identify strategies that may be effective for a 
specific problem or issue.

• SCs are not in the home all of the time so the 
participant/caregiver need to understand how 
to problem solve/brainstorm day-to-day.
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The Model of Care: Techniques
• Communication. 

• Two-way process, exchange of thoughts, feelings, or 
ideas towards a mutual goal.

• Collaboration.
• The process of two or more people working together 

to realize or achieve something successfully.
• Reflection. 

• Serious thought or consideration.
• Interdisciplinary coordination. 

• All team members (participant, SW, RN, OT) 
working together to help attain participant’s desires 
or needs.  

• Definition: Communication is "a process by which information is 
exchanged between individuals through a common system of 
symbols, signs, or behavior”.

• Communication can be perceived as a two-way process in 
which there is an exchange and progression of thoughts, 
feelings, or ideas towards a mutually accepted goal or direction. 

• Major part of human communication is body language, voice tone, 
words.

• 55% by body language - postures, gestures, eye contact. 

• 38% by tone of voice. 

• 7% by words used. 

Communication
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• Definition: The process of two or 
more people working together to 
realize or achieve something 
successfully.

• Requires leadership:

• Teams that work collaboratively 
can obtain greater resources, 
recognition, and reward when 
facing competition for finite 
resources.

• Encourages introspection of 
behavior and communication 
among the team to increase the 
success of the team as engaged in 
problem solving.

Collaboration

Definition:

• Serious thought or 
consideration.

• Thinking about 
experiences.

• Examination of personal 
thoughts and actions.

Reflection
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Interdisciplinary Coordination
Definition: Awareness of personal biases toward other 
disciplines. Skills to communicate with others effectively. 
Knowledge of what other disciplines do. Encounters 
facilitated for effectiveness. Desire to work as a team.

• Improves participant care and 
safety, access to/coordination of 
health-services, and 
communication.

• Reduces mortality rates, clinical 
error rates, cost, and tension and 
conflict among clinicians.

• Gains familiarity with diverse 
situations.

Dementia
(Alzheimer’s Disease) 

What is it? 
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Types of Dementia
1. Alzheimer's disease (most 

common form of dementia)

2. Vascular dementia

3. Dementia with Lewy 
bodies (DLB)

4. Mixed dementia

5. Fronto-temporal lobar 
degeneration (FTLD)

6. Parkinson’s disease (PD)

7. Cruetzfeldt-Jakob disease

8. Normal pressure 
hydrocephalis

Stages of Dementia
Pre-Symptomatic Stage Physical conditions connected 
to dementia exist in the body before symptoms are 
evident.

Prodromal Stage Mild Cognitive Impairment: between 
normal age related memory loss and dementia. 
Persistent memory problems and often leads to 
Alzheimer’s Disease.

Stage 1 Mild Loss of energy and spontaneity, though no 
one notices anything unusual Exhibit minor memory loss 
and mood swings. Speech and understanding become 
slower, lose train of thought midsentence.

Stage 2 Moderate Eventually begin to be disabled. Able 
to recall distant past, recent events become difficult to 
remember. Affects ability to comprehend location, day, 
and time. Caregivers must give clear instructions and 
repeat often.

Stage 3 Severe During the final stage, more and more 
unresponsive. Memory becomes so poor that no one is 
recognizable. Lose bowel and bladder control. Needs 
constant care.
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Desired Outcomes for 
People with Dementia
1. Attain and maintain highest level of function.

2. Decrease severity and frequency of 
neuropsychiatric symptoms.

3. Delay institutionalization.

4. Promote caregiver and person-centered 
decision making.

5. Reduce caregiver stress and burden.

6. Enhance caregiver knowledge of and 
comfort with dementia care.

Use of “The Model of Care” and the Toolkit 
can help attain all “6” desired outcomes.

Informal 
Caregiver 

Engagement
What is the role of the informal caregiver?
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The Problem & Solution
• The Problem: The Model of Care was designed to be 

used by the participants.

• During implementation, caregivers stated participants with 
Dementia were unable to use The Model of Care as they could not 
follow instructions or were unable to communicate.

• The Solution: Engaging informal caregivers to assist 
with providing The Model of Care to participants.

• Caregivers need to be prepared for their caregiving role by 
learning information and caregiving strategies.

• The caregiving role is constantly evolving throughout the stages of 
illness. 

• With a progressive disease, strategies that work one day often 
don’t have the same effect the next.

• Caregivers need to continually educate themselves on strategies 
to work into their daily routine.

Effective Caregiver 
Engagement Strategies

1. Use of a short and succinct evidence-based 
intervention.
MI Choice uses: The Model of Care for up to 10-weeks

2. Use of high quality clinicians.
MI Choice uses: RNs, SWs, and OTs

3. Use of supporting materials that are tailored to 
participant’s needs.
MI Choice uses: The Toolkit

• The Toolkit can prepare an informal caregiver for their role by 
providing information and caregiving strategies.

• The Toolkit can help activate an informal caregiver to care for an older 
or disabled person or someone with Alzheimer’s Disease or dementia.
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The
“modified”

Toolkit
What is new?

The “modified” Toolkit 
We followed these steps to modify the Toolkit.

Step 1 Five expert clinicians in care of those with Dementia or Alzheimer’s 
Disease included information in the Toolkit from the National Institute on Aging 
Alzheimer’s Disease Education Referral Center https://www.nia.nih.gov/health/about-adear-center  

Step 2 Five experienced MI Choice caregivers of participants with Alzheimer’s 
Disease or Dementia from Region 7 AAA reviewed the Toolkit. 

• Average age 46.2 (range 33-61)
• 4 (80%) were White and 1 (20%) was African American 
• 3 (60%) had an Associate Degree and 2 (40%) a High School Diploma 
• 3 (60%) were Daughters, 1 (20%) a daughter-in-law, and 1 (20%) a grandson 

They recommended 28 additions and 12 areas be made clearer.

• Comments from the five caregivers:  

• “This Toolkit should be given to all Caregivers”. 

• “Did not know there were stages of Alzheimer’s”.  

• “Toolkit would be helpful to caregivers… this is a hard disease to work with and 
requires as much information as possible.”

• “The part what can a caregiver do to cope was new and very helpful.”

• “This isn’t something I would have thought of being an issue… good ideas on what 
caregivers can do.”

The Toolkit can be printed and used with participants and caregivers.
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The “modified” Toolkit 
Added information for informal 
caregivers when caring for a person 
with Alzheimer’s Disease or 
Dementia in MI Choice: 

1. Bathing, grooming, dressing, 
toileting & eating

2. Fall prevention

3. Physical activity

4. Sexual health

5. Pain

6. Sleep disruption

7. Medication management

8. Home safety

New information for informal caregivers 
when caring for a person with 
Alzheimer’s Disease or Dementia in MI 
Choice: 

1. Alzheimer’s Disease

2. Physical function & Alzheimer’s 
Disease

3. Agitation & aggression

4. Hallucinations, delusions & paranoia

5. Rummaging

6. Wandering

How to use 
“The Model 

of Care”
and Toolkit

What Supports Coordinators do?
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Procedure: How to Use
“The Model of Care”

Step 1 SC determines if The Model of Care is needed and appropriate 
for participant to have a better “fit” in their environment.  
 Participants with Alzheimer’s disease or dementia often need behavior modification 

(i.e., aggression, agitation).
 NFTI and post hospital/nursing home stays likely to benefit from OT or increased 

RN/SW visits.

Step 2 If determine OT would be beneficial, order and notify OT to start 
care (use WA site process). If determine if additional RN or SW visits 
would be beneficial, provide care (use WA site process).
 Participants with Alzheimer’s disease or dementia often need improved hygiene or DME 

to reduce fall risk.

Step 3 SCs engage participant and informal caregiver in use of The 
Model of Care, designing a PCSP focused on participant’s desires and 
needs, and selecting strategies from the Toolkit to improve the “fit” 
between the participant and the environment.

Step 4 SCs coordinate interdisciplinary team caring for participant.

Step 5 Document in EHR.

Pocket Card
Determining participant need and providing the model of care

STEP 1: SC (RN/SW) phone or home visit to participant:
If “YES” to questions 1-6, participant could benefit from the model of care.

1. Was participant a new admission to MI Choice? YES NO      N/A
2. Did the participant just get discharged (hospital/nursing home)? YES NO      N/A
3. Is the participant or caregiver cognizant and able to communicate? YES NO      N/A
4. Did the participant have a desire or need? YES NO      N/A
5. Is the participant or caregiver ready to change? YES NO      N/A

6. Is the participant or caregiver motivated to change? YES NO      N/A
If “YES” to questions 7-10, may need OT or increased RN or SW home visits briefly. 

7. Is there a need for the OT to assist with function? YES NO      N/A
8. Does the participant have DME they do not know how to use? YES NO      N/A
9. Does the RN need to review the medication list? YES NO      N/A 
10. Does the SW need to evaluate the participant’s depression? YES NO      N/A

STEP 2: SC decision after considering above questions:
 Participant has a desire or need that the model of care is likely to improve.
 Participant would benefit from additional home visits.
Recommendation for additional home visit(s), obtain Supervisor approval if needed:  
 OT to conduct an assessment to determine how to improve function.
 RN to evaluate medications, and/or manage pain, incontinence, or other health needs. 
 SW to evaluate depression and/or assist with community resources.
STEP 3:  SC prints Toolkit, forms, and Booklet, brings to home on next visit. SC completes PCSP with participant and 
caregiver. Adds the model of care to Arranged Services.

STEP 4: Utilize 
The Model of Care 
and Toolkit

OT
1 to 6

Assessment and observation, conduct safety tour and brainstorm how to improve function, working with 
participant to problem solve. 

RN
1 to 4

Review medications using App and modify regimen as needed, and/or brainstorm how to manage pain, 
incontinence, or other needs, working with participant to problem solve. Provide Toolkit, review, select 
strategies with participant and caregiver. Evaluate strategies effectiveness on next home visit.

SW
1 or 2

Brainstorm how to manage depression and/or assist with community resources, working with participant to 
problem solve. Provide Toolkit, review, select strategies with participant and caregiver. Evaluate strategies 
effectiveness on next home visit.

SC Coordinates Care per usual process at waiver agency.

Supplies, DME, Home 
Modification

per usual process at waiver agency.

Document per usual process in assessment(s), PCSP, or PN (EHR).
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Procedure: How to use Toolkit
Step 1 SC prints Toolkit and bring it to the home on the next visit.

Objective: Toolkit is available for use when needed.
Step 2 SC explains purpose of the Toolkit to participant and caregiver. 

Objective: To select strategies to self-manage common problems. 
Step 3 SC reviews the Toolkit Table of Contents. 

Objective: Participant and caregiver know what’s in Toolkit.
Step 4 SC asks participant and caregiver what topic they need help with.*

Objectives:
1) SC reviews Toolkit topic with participant and caregiver. 
2) SC role models how to select strategies to resolve a

problem/issue.
*Repeat until participant and caregiver can use Toolkit independently.

Step 5 SC collaborates with participant and caregiver select 4-6 strategies to 
use and lists on PCSP.

Objective: Participant and caregiver select strategies to try/use.
Step 6  On future home visits or calls, SC evaluates effectiveness of strategies 

at resolving problems/issues.
Objective: 
1) If strategies worked, continue using until problem resolved.
2) If strategies did not work, select different strategies.

• Assessment: Document in MI Choice EHR.

• RN (SC): IHC & Pain assessment (if needed).

• App Assessment of medications. Upload review (pdf) as attachment.

• SW (SC): IHC & Depression Assessment (if needed).

• OT: Home Environment Assessment (paper copy); Participant Assessment (CIM EHR/paper 
copy).

• Person-Centered Service Plan (PCSP): same as in MI Choice EHR.

• Reflects the participant’s needs and desires. 

• What is important to the participant (Goals).

• Choice of services and supports (Interventions). 

• Written in plain language using participant’s words.

• Select strategies with participant/caregiver from the Toolkit as needed.

• Evaluate then modify strategies with participant/caregiver if strategies are not working.

• Progress Notes (PNs): same as in MI Choice EHR.

• Document “Readiness to Change” score in PN.

• Use words like collaboration, problem solving, and reflection.

• A participant episode:

• Standard PN to document care (today).

• Monthly monitoring PN to document monitoring.

Documentation
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Case Study: Mrs. S.

STORY
• Mrs. S. is an 84 year-old female, who lives in a house with her 

husband who is 85 and in hospice with lung cancer.

• History: She has Alzheimer’s Disease (Stage 2), diabetes, coronary artery 
disease, chronic pain, and hypertension.  

• Informal Caregiver: Grandson. 

• Care: In MI Choice for >8-years.

• Assessment: 

• ADLs: Often refused to bathe, when bathes, not getting clean. Has difficulty with 
transferring and ambulating. IADLs: Unable to do. 

• Pain: constant from arthritis. 

• Nutrition: diabetic and does not follow any diet.

• Falls: 4-5 times a year.

• Behavior: agitation, aggression, paranoia, and rummaging. 

• Goals: Improve bathing, transferring, ambulating, and food intake; 
reduce falls, agitation and aggression.
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Person-Centered Service Plan

1. Improve bathing hygiene, 
transfers and ambulation.

2. Assistive devices for fall 
prevention.

3. Improve food choices.

4. Manage behaviors to reduce 
agitation and aggression.

Improve Hygiene (OT/RN)
Caregiver selected these strategies to try from 
the Toolkit from the section on bathing:

1. Prepared shower in advance, turned on soft 
music, and informed “it’s time to shower 
now”.*

2. Placed a towel over lap and shoulders to feel 
covered.

3. Gave her a washcloth to hold.*

4. Distracted by discussing grandchildren. 

5. Got her dressed immediately after the 
shower.*

6. Washed in hair while sitting in a chair, over 
the sink rather than in the shower.*

Outcomes: it was easier to do a shower and hygiene 
improved. Caregiver felt 4* of 6 strategies were 
effective and were continued.
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Improve Transfers & Ambulation
Fall Prevention (OT)

Caregiver selected these strategies to try from the Toolkit from the 
section on fall prevention, transferring, and ambulation:

1. Decrease clutter.

2. Arranged things in home so easier to get around.

3. Use of non-skid low heel shoes (removed others from closet).

4. Installed grab bars by shower $100.

5. Installed non-slip grips ($17.43) at home side entrance to feel 
secure entering/exiting. 

6. Obtained reacher ($25.42). 

Outcomes: All strategies were effective, no falls over 6-months; and 
shower transfer/ambulation near door easier.

Improve Food Choices (RN)

Caregiver selected these strategies to try. 
1. Type 2 diabetic diet.

2. Healthy food choices (meals/snacks).

3. Work to meet diabetic needs.

4. No shopping for junk food, removed from home.

Outcomes: Blood sugar levels within 
normal limits, eating less junk food. 
Feeling healthier and had more energy.
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Manage Agitation/Aggression (SW)
Caregiver selected these strategies to try from the Toolkit from the 
section on agitation and aggression. 

1. Watching for triggers and eliminating triggers identified.

2. Reassuring and speaking calmly.

3. Keeping a routine for shower and meals.

4. Keeping loved objects and pictures around house to be comfortable.

5. Soothing music during shower.

6. Reducing noise and clutter.

Outcomes: Agitation and aggression were reduced. All strategies were 
effective and continued.

Satisfaction
Caregiver felt Toolkit was helpful.

 Not all strategies worked, but many did. 

 Comments:

 "The visits were helpful and the Toolkit was practical." 

 “Information was very helpful. I keep rereading the 
Toolkit.“

 Very satisfied with Toolkit and “The Model of Care”.
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Case Study Summary 
The Model of Care was utilized. 

1. Person-centered, self-directed. 

2. Interdisciplinary: RN SW OT

3. Caregiver was engaged.

 Selected strategies to try.

 Focused on participant “needs” & “desires”

 Caregiver helped implement The Model of Care using 
the Toolkit. 

 Care was effective. 

 Participant outcomes included:  
1. Improved and maintained function.

2. Improved behaviors, hygiene, and nutrition.

3. Remained in the community with support of caregiver.

Next 
Steps
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Next Steps
• Other participants who need or desire care, may use any component of 

The Model of Care and Toolkit that is helpful.

• Follow the procedures outlined in lesson.  

• Other caregivers of a participant with Alzheimer’s Disease or Dementia 
may use The Model of Care and Toolkit. 

• Follow the procedures outlined in lesson.  

Pilot Test
• Our team (Sandy Spoelstra and Monica Scheuller) at Grand Valley State 

University will pilot test use of The Model of Care and Toolkit with 60 
participants with Alzheimer’s Disease or Dementia and their caregivers. 

• A supervisor at your WA site will identify participants and caregivers 
and notify SCs.

• We will mail the Toolkit to the participant’s home.

• The SC may use any component of The Model of Care (e.g., 
medication review, OT home visits, additional RN visits) and the 
Toolkit with the participant and caregiver.

Questions

If you have any questions regarding 
this information, please email:

Sandy Spoelstra 
(spoelsts@gvsu.edu)

Monica Schueller 
(schuelmo@gvsu.edu) 


