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Abstract

The Oregon Department of Human Services (DHS) imisf Seniors and People with Disabilities
(SPD) is submitting this application for $800,000develop and implement a Person-centered Hospital
Discharge Planning Model under the FY 2008 CombRedl Choice Systems Change grant solicitation.
An additional proposal for $800,000 is being sulbeditunder option 2 of the solicitation to suppb# t
development of a new Aging and Disability ResouCemter/Single Entry Point Program (ADRC/SEP).

The Division of Seniors and People with Disabibt(&PD) is responsible for administering prograans f
children and adults with developmental disabilitesniors and people with physical disabilitieheT
overall mission of SPD is to assist seniors angjeewith disabilities of all ages with services and
supports that promote choice, independence anayi@PD serves as the single Medicaid agency for
services to seniors and people with physical digigsi through long-term services, supports proggam
and financial assistance programs.

The primary target population of the proposed Dasgh Planning Model is Medicaid-eligible individsal
of any age, with physical disabilities or chrorinasses, and their caregivers. The target papulébr
the proposed ADRC/SEP is seniors (60 years of agekler) and people of any age with a physical
disabilities.

SPD proposes a discharge planning model that reBahe definition of hospital “discharge” to “care
transition” and ensures optimal integration of h@d@nd community services. Key elements of the
model include risk assessment and identificatiokleélicaid consumers’ discharge goals on admission
with early referral to a hospital-based Medicaid€Manager to help coordinate the post-hospital car
plan. For those members of the target populatioo trdmsition back to home or a community-based care
setting additional elements include a post-hospélabhone follow-up with triage and referral te th

Local Assistance Center’s Options Counselors. Thigo@s Counselors will be available to make on-site
assessments of individuals in their home envirorintére Options Counselors will function as
community-based health “navigators,” by reinforcthg post-hospital care plan and facilitating the
transition from acute to community-based care. dtecentered care planning principles and health
literacy communication and education methods willerlie each key element.

The ADRC/SEP proposal is for the development datewvide interactive online database of resounees t
be utilized by Information and Assistance program®regon’s 17 Area Agencies on Aging. The
database would initially be piloted in one regidnh® state and then deployed statewide. The skecon
component is the development of a local Aging arghbility Assistance Center, serving both urban and
rural residents of Lane County. The Assistancet@eill be located in the urban center of Lane Qgu
with staff out-stationed in five rural communitieShe Lane County Assistance Center will be a pypi®
for replication statewide in the remaining 16 Afggencies on Aging.

Without information, skills or supports to makearhed decisions people often end up using more
intensive and expensive levels of care than nepes3ais proposal will create collaboration betwead
among the critical pathways to long-term suppod @nable consumers to make decisions about
balancing what is important TO them and FOR them.
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Proposal for the Development and Implementatioa Berson-centered Hospital Discharge
Planning Model

Introduction

The Oregon Department of Human Services (DHS) misf Seniors and People with Disabilities
(SPD) is submitting this application for funds ®vedlop and implement a Person-centered Hospital
Discharge Planning Model under the FY 2008 CombiRedl Choice Systems Change and Aging
and Disability Resource Center/Area Agencies omggjrant solicitation. An additional application
to support the development of a new Aging and DisglResource Center/Single Entry Point
Program (ADRC/SEP) follows.

The primary target population of the proposed Dasgh Planning Model is Medicaid eligible
individuals of any age, with physical disabiliteschronic illnesses, and their caregivers. There i
substantial research now to confirm that the disgdh@rocess significantly impacts patient
satisfaction, potentially impacts health outconae®l lacks a consistent, coordinated and safe
approacH. The target population may be even more vulnerabéelverse discharge outcomes to the
extent that they have more complex medical needdaaver health literacy.

In addition to addressing the needs of the targpulation, SPD must also develop a discharge
planning model that aligns with Oregon’s acute @r@ronment. Data from the American Hospital
Association 2006 Annual Survey of Hospitals shoat tAregon ranks 44in hospital admissions
(age-adjusted); 4%in Medicare inpatient days, #7n Medicare discharges and™# Medicare
average length of stay (ALOS) with 4.69 days. Whilese data indicate that Oregon has one of the
more efficient acute care systems in the countmypay contribute to outcomes that are not person-
centered. Patients may be discharged as soonyaarthelinically stable but not before all of their
goals, preferences and needs have been addregbett iischarge plan. Given the short length of
acute care stay, hospital staff may not have the to empower patients and their caregivers with
the information and tools they will need to sucbdbsmanage the post-hospital care plan.
Similarly, patients and their caregivers are oftehable to absorb and comprehend all of the
information they are given. Hospital discharge pkns may be more likely to direct members of the
target population to institutional care because mhore readily available, takes less time to oi@an
and appears safer in the short run.

To address these factors, SPD proposes a dischlarggng model that reframes the definition of
hospital “discharge” to “care transition” and eresioptimal integration of hospital and community
services. Key elements of the model include rideasment and identification of Medicaid
consumers’ discharge goals on admission with eafgrral to a hospital-based Medicaid Case
Manager to help coordinate the post-hospital cke. f-or those members of the target population
who transition back to home or a community-based satting (e.g., Assisted Living, Group Home,
etc.) additional elements include a post-hospétigighone follow-up with triage and referral to Lbca
Assistance Center’s Options Counselors, if inditalde Options Counselors will be available to
make on-site assessments of individuals in themmédenvironment. The Options Counselors will

! Society of Hospital Medicine Care Transitions lempkentation Guide, project BOOST (Better Outcome®ider
adults through Safe Transitions) web accessed 20n2008.
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function as community-based health “navigators,tépnforcing the post-hospital care plan and
facilitating the transition from acute to communiigsed care. Person-centered care planning
principles and health literacy communication andoadion methods will underlie each key element.

Development of the Person-centered Hospital DisghBtanning Model

Geographic Reach and Target Population

SPD plans to develop and demonstrate the discipdagaing model in concert with health care and
community service providers within Lane County, @ne. Eugene (the county seat) and Springfield
comprise the second largest urban area in Oregbithg county also includes a large rural
population. In 2004, 14.9% of the population walewe-ederal poverty guidelines compared to
12.9 for the state. A special study conducted hyidal State University’s College of Urban and
Public Affairs estimated Lane County’s 2006 popolaicivilian, non-institutionalized) at 316,056.
Of that number, 36,984 or 12%, included individusde 5 and over with any disability. According
to an April 2008 report from the Oregon Departmatiuman Services, Lane County had 9,784
individuals receiving Medicaid assistance who wadigible due to disability, blindness or age.

Lead Organizations

SPD has Memorandums of Agreements in place witlialleving organizations to develop and
implement a prototype of the proposed dischargenate model.

Sacred Heart Medical Centeris part of PeaceHealth, Oregon Region, an intedragalth system
that also includes critical access hospitals indgat Grove and Florence. PeaceHealth Medical
Group is a multi-specialist practice with over Ifi@dical providers at seven locations in the
Eugene-Springfield area. South Lane Medical Graag24 providers in two clinic locations in
Cottage Grove, and Health Associates has 20 prvateone clinic in Florence. The parent
organization is PeaceHealth, a non-profit healtle sggstem headquartered in Bellevue, Washington.

Sacred Heart Medical Center has 412 staffed betilizdtion data for 2007 show 26,036 total acute
discharges, an ALOS of 4.38, and an average occyHrv5.85%. As a Level 2 trauma center, the
hospital may admit patients who live large dista@&ay. The Medical Center employs hospitalists
and currently uses a mixed model (registered nuasdssocial workers) to provide discharge
planning.

Lane Individual Practice Association (Lipa), is a Medicaid Managed care plan under contraitt wi
Oregon’s Department of Medical Assistance ProgréddhAP). Lipa serves the majority of the
target population in Lane County who are eligilde ®regon Health Plan benefits. Lipa includes
approximately 860 providers practicing in approxieina175 physician offices. The total number of
enrollees in May 2008 was 35,650. As part of itstextual agreement with DMAP, Lipa must
provide exceptional needs care coordination (EN&) case management for its enrollees who
have complex medical and psychosocial needs. EN{SE/management is provided by registered
nurses and includes coordination of OHP coveredaes such as medical care and ancillary
services. Linking enrollees with community resosgrieoften part of the ENCC/case management
function.
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Lane Council of Governments (LCOG)is the designated Area Agency on Aging (AAA) farle
County. It is one of five Type B Transfer AAAs irr€yon that is responsible for administering both
Medicaid and Older Americans Act programs. It cotigeprovides services to over 15,000 seniors
and adults with disabilities through one site ia BEugene-Springfield area and five additional sites
in the county. The AAA has had a memorandum of tstdading in place for over ten years with
Sacred Heart Medical Center to fund a 1.0 FTE Géegager whose primary tasks are to determine
Medicaid eligibility, expedite applications and ilement an initial care plan for Medicaid
consumers. Referrals come from the Discharge Rigrstaff and typically are individuals who
require post-hospital skilled care and communityves®d services sooner than can be
accommodated using the standard Medicaid intakeegso

LCOG will also be the host site for developing amglementing a prototype ADRC/SEP.

Lane Independent Living Alliance (LILA) is a cross-disability, consumer-controlled orgatian
operating a center for independent living (ClLLene County with branch offices in Salem. LILA

is a non-profit organization with 37 paid staff dha to seven volunteer staff. A majority of both
staff and board members are people with disalslifidne four core services that LILA provides are
advocacy, information and referral, independenng\skills training, and peer mentoring. LILA
offers state-funded training designed to providedidaid consumers who use home and community
based services with the required tools to hirerandage their relationships with paid caregivers.
LILA’s peer mentors support persons with disalabtin gaining the skills and knowledge that allow
for as much independence as possible.

Collaborative Partnerships

Each lead organization will contribute staff totpapate on a local Care Transitions Task Force
(CTTF). Using grant funds, SPD will provide a gramnager to staff and coordinate the CTTF’s
work. The CTTF charter will be to determine thesibdity of the proposed model by testing and
evaluating each element and providing recommenagfiar how the elements should be organized,
managed, and integrated with the prototype ADRC/SHRse recommendations will form the basis
for the Person-centered Hospital Discharge Plankiodel Document required at month 24 of the
grant period.

Expanding on the existing services that each legdmization provides, the proposed model will
create a virtual Care Transitions Team (CTT) thasses the boundaries between the hospital,
community-based services, and primary care prosidenkages will be created through ensuring
timely handovers between team members at critigigtp in the discharge planning process (e.g.,
out-stationing the Medicaid Case Manager at theitel} and shared protocols (e.g., criteria for
post-hospital referrals to Options Counselorsedatfor Options Counselor referrals to Lipa
ENCC/case managers).The proposed Local AssistagiceeCand its staffing model and on-line
resources will provide critical infrastructure thie CTT, patients and their families/caregivers.

Underlying the model is SPD’s overall philosophypefson-centered care which involves providers
and consumers in a process of shared decision-gnaBonsumers are enabled to make informed
decisions about balancing what is important TO tljem., independent living in the community)
and what is important FOR them. That is, consurakse need to recognize how their age, chronic
condition(s) or physical disabilities, and availbbregiver supports may place limits on what will
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constitute a safe post-hospital environment. Atsidn@e time, providers must not underestimate the
consumer’s capabilities. Providers must be wiliegngage in finding creative solutions to a
consumer’s needs and ensuring adequate resources.

Strateqies for Achieving the Vision

This section describes the care transitions pramedshe specific roles of staff from the lead
organizations in achieving the vision.

Eliciting Consumers’ Preferences and Promoting Goszed Choices

As envisioned, Medicaid consumers will be identifen admission to Sacred Heart Medical Center.
A Sacred Heart RN Clinical Coordinator or Social M& will complete a risk assessment and
screen for the consumers’ goals and preferencgsoiirhospital care. Those members of the target
population who indicate a post-hospital goal ofependent living in the community will be referred
to the Medicaid Case Manager, out-stationed abWibeical Center. This team member will be
responsible for individualizing the consumer’s prehces and engaging the consumer and his/her
informal caregiver(s) in deciding how those prefiees can be addressed in the post-hospital care
plan. If the consumer has complex care needs ayahpsocial issues, this team member will
consult with hospital social workers. If appropeiagarly referrals to LILA will be made at this pbi

in the process.

The consumer’s goals and preferences will be meadiil again by the staff nurses who are
responsible for actual discharge from the Medicaht€r. At this point in time, staff nurses will @als
confirm the consumer’s understanding of why theyenN®spitalized, what they should do and who
they should contact if medical problems arise pmspital, the lab tests/results they should discuss
with their primary care provider, the proper use¢haf medications they are going home with, and
other pertinent self-care information. If approfeighe consumer’s informal caregiver will be
included in the discharge instructions.

Consumer goals and preferences will be affirmedrd time during the post-hospital discharge
follow-up telephone calls. These calls will alsorbade by a Sacred Heart discharge planner (RN
Clinical Coordinator or Social Worker) with accéssonsumers’ inpatient medical records. This
team member will assess the current status ofeantizdical issues related to the hospitalization as
well as the consumer’s comprehension of how to th&s medications and the presence of side
effects, symptoms requiring immediate attentioml self-care protocols. This team member will

also assess the extent to which the communityses\and caregiver supports the consumer requires
to remain in their preferred living environment arglace and are adequate.

Consumers who meet agreed upon risk criteria (@-gisk for re-hospitalization) will be referreal t
the ADRC Local Assistance Center for follow-up bpt©ns Counselors (community health
navigators). These team members will be availabmplete an in-home assessment that includes
the consumer’s functional ability, caregiver supgpoand overall safety in their home environment.
They will reaffirm that the consumer has made dormed decision about their post-hospital care
plan. They will be equipped to make the necessafgrmals to community services such as LILA

and the Family Caregiver Program, and they willkmdosely with the Medicaid case managers. In
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urgent medical situations, the Options Counselodsthe consumer will work with Lipa ENCC/case
managers on the most appropriate steps to take.

Finally, to the extent possible under the OHP hi&nsfructure, the Lipa ENCC/case managers will
promote customized choices for consumers in reggaddirable medical equipment, supplies, etc.

Required Training

The proposed model depends on staff having reldaawledge and skills in at least three content
areas: principles of person-centered care, asgeg@rindividual’s level of health literacy, and
adapting verbal information and instructions totlmeset the individual’'s needs. For example, staff
nurses may use teach-back methods at the poimgafatge to confirm that the consumer/caregiver
understands their self-care requirements and timptms of complications that require immediate
medical attention.

The Options Counselors/health navigators will ne@ditional training in content areas such as
completing a home safety evaluation and obsenongifjns and symptoms of potential medical
conditions (e.g., dehydration, pressure ulcers).

Grant funds will be used to purchase technicaktamsce to help ensure that the training content and
its delivery is effective, efficient, and addresaay scope of practice issues that may be present.
SPD assumes that training will be delivered pritgdhrough in-services and workshops using local
experts. The training content and schedule foreéthkleart Medical Center staff will be coordinated
with their internal Education and Staff Developmdepartment.

Role of Hospital Discharge Planners as they retat®edicaid Case Managers

In SPD’s proposed model, hospital discharge plaaed Medicaid case managers are members of
the same care transitions team, with a mutual gbahsuring that consumers make safe, timely
transitions to their preferred discharge destimati&oth will be involved in determining the critari

for the handovers during the care transitions @eteat has been described above. The model
further reflects a collaborative team effort by-stationing the Medicaid Case Manager at the
Medical Center. The value of having this staff memib close physical proximity to the hospital
discharge planners has already been demonstratied iong-standing MOU between Sacred Heart
and LCOG AAA, as well as in other sites.

Outcome Measures

To evaluate the effectiveness of the proposed m&dD has selected the following outcome
measures. The first two measures are generallptatas a proxy for evaluating the effectiveness
of discharge plans. The third measure evaluatesurner satisfaction. Grant funds will be used to
purchase technical assistance on refining the messind collecting the data. The consultant will
also assist in developing a set of process meatumaluate the impact of the model on post-
discharge to nursing facilities versus a commusitging.

Z See also, Promising Practices in Home and Commaised Service€olorado — Hospital Discharge Fast Track,
updated 11/12/2004.
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1. Reduction in the 30-day re-hospitalization ratetfa target population, compared to a baseline.

Denominator = all Lipa/Medicaid admissions for &ecalar month
Exclusions = all Lipa/Medicaid admissions for olsts

Numerator = all Lipa/Medicaid readmissions withihdays of discharge
Data Source: Lipa Claims Data

2. Reduction in the number of target population EDtsiwithin five days of hospital discharge,
compared to a baseline.

Denominator = all Lipa/Medicaid discharges from i@ddHeart Medical Center for a five-day
period

Numerator = all Lipa/Medicaid post-hospital ED tssior a five-day period

Exclusions = all Lipa/Medicaid patients dischar@ean Sacred Heart Medical Center to a
skilled nursing facility or an intermediate careify

Data Source: Lipa Claims Data

3. Medicaid Consumer satisfaction with discharge piagand care transitions

Survey results from a sample drawn from Lipa Emnelit and Claims Data. The survey will be
conducted at the beginning of the DevelopmentabBeo obtain a baseline and repeated at the
end of the Implementation Period for comparisorppses. Survey questions will be drawn from
the 15-item Care Transitions MeasUaad the Hospital-Consumer Assessment of Healthcare
Providers and Systems (H-CAHPS) survey responsaelidoharge planning. The results from
the baseline survey will inform the work of detening the organizational and system changes
needed to support the model.

While not an outcome measure per se, SPD has datstithat it will be important to compare the
care transitions team and other providers’ expiectatfor the model with their perception of how
well it is working post-implementation. Key informiainterviews will be conducted at the beginning
of the Development Period and repeated at the titedmplementation Period. Examples of
guestion categories include integration of hosgitel community services, confidence in the care
transitions team’s ability to delivery high qualdgrvices, and the impact of the model on the targe
population’s health and quality of life.

Conclusions

SPD believes this is a superior proposal in sevesgects. First, the foundation for a strong
collaborative effort among the lead organizatiaalieady in place which will make it possible to
conduct a pilot test of the model before the enthefDevelopmental Period. The pilot test will lead
to a more successful implementation. We also gaieibeing able to expand the model to one of
Peace Health’s critical access hospitals beforénipéementation Period ends. This will provide an
opportunity to observe what factors need to bdaneto replicate the model, especially in rural
Oregon.

% Eric Coleman, et.al.
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Second, the proposed model aligns with currentiinres to ensure access to health care for
Oregonians, contain health care costs, and adchs®sss of quality in health care that will be
submitted to the Governor for review in October 208 comprehensive plan will be submitted to
the 2009 Oregon Legislature in the Governor’s budg®ill include a Policy Option Package for
Integrated Health Homes (or medical homes), whedumes that post-hospital follow-up should
reside with primary care and reimbursement shoald\ailable to support it. This has important
implications for determining how the model coulddustained after Federal funds have expired.

Finally, Oregon’s acute care system, coupled w#lninovative community-based long term care
system, provides a unique laboratory for demoristyat care transitions model that may inform
CMS and others on national policy regarding disgagrlanning.

A detailed work plan follows.
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Work Plan and Timeline: Person-centered Hospital Dscharge Planning Model

Phase 1: Developmental Period (October 2008 — Septiger 2010)

Major Activity Key Tasks Time Frame Responsible Paty
1.1 Project Start-up Recruit and hire Grant Manager Oct.-Sept. SPD
2008
Complete contracting process for technical assistan SPD
Formalize Care Transitions Task Force (CTTF)
membership, establish meeting schedule and logistic
CTTF/Grant Manager
Review and approve CTTF goals, objectives, timméa
Oct. Dec.-
Finalize stakeholder vision of the model 2008 CTTF/Grant Manager
1.2 Collect baseline | Develop key informant interview questions; seled a Jan. — Feb. Grant
data for outcome recruit key informants; conduct key informant iviews 2009 Manager/Consultant
measures and collate results
Develop and test transitions satisfaction surveyriiment | Jan. — Mar. Grant
2009 Manager/Consultant
Conduct baseline transitions satisfaction surveyailate | April — June Grant
results 2009 Manager/Consultant
Begin collecting baseline data for re-hospitalizatiates January 2009 | Lipa

and ED visits

1.3 Determine
organizational/systen
changes needed to
support the model

Compare current discharge planning processeshwtiis
1 best practices (see, for example, Project BOOST
recommendations).

Conduct gap analysis of existing protocols for mefis
among lead organizations and determine requirenfients
revised processes (e.g., screening, handovers).

Determine staffing model

Determine training content and delivery models

Jan 2009-July
2009

Sacred Heart Medica
Center staff

Grant Manager/CTTH

Grant Manager/CTTH

Grant
Manager/Consultant

.4 Align care Draft new protocols for revised processes Aug. 2009 — | Grant Manager/CTTH
processes, staffing Jan. 2010
needs and Draft care transitions team members’ job descnigtio
competencies to Grant Manager/CTTH
support the Model Recruit new staff as needed
Sacred Heart/LCOG
1.5 Complete Review processes, staff responsibilities with Care Feb. 2010 — Grant Manager/CTTH
orientation and Transitions Team (CTT) June 2010
training for staff.
Complete initial training for CTT and other keyf§i@.g.,
hospital nursing staff) Grant
Manager/Consultant/
CTTF
1.6 Test the Model | Define pilot population (e.g., Medicaid only/mandgsre) | July 2010 — Grant
with a pilot Sept. 2010 Manager/CTT/Consu
population Define process measures for evaluating the pilot ltant
Conduct the pilot, evaluate results. Use “lesseasred” to Grant
refine the model. Manager/CTT/Consu
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[tant

Grant

Manager/CTT/CTTF
1.7 Complete Person- Prepare a draft for review and comment by CTTF, CTT | Sept 2010 Grant Manager
centered Hospital and other stakeholders
Discharge Planning
Model document Prepare final document and submit to CMS

Grant Manager/SPD
1.8 Submit Progress Sept. 2010 Grant Manager/SPL

Report

Phase 2: Implementation Period (October 2010 — Segghber 2011)

2.1 Expand the model Determine sequence and time frames for phasingrget | Oct 2010-Sept| Grant
to include all population segments (dual eligibles, etc.) 2011 Manager/CTT/CTTF
members of the target
population Evaluate model’'s performance after each phasedn an
make necessary adjustments Grant
Manager/CTT/CTTF
2.2 Expand the model Recruit, orient staff from critical access hospéad Local | Oct 2010 CTTF/CTT/Grant
to one critical access| Assessment Center Manager
hospital in Lane
County Test and evaluate the model with a pilot population Jan 2011 TBD
Phase-in target population
April 2011 TBD
.3 Evaluate model Conduct re-measurements for hospital readmissiod€E® | April 2011 — Lipa
based on baseline anadvisits Sept 2011
re-measurement
outcomes data Repeat consumer satisfaction survey Grant
Manager/Consultant
Repeat key informant interviews
SPD
2.4 Report out Prepare relevant documentation and support material | Sept.- Dec. CTTF/SPD
evaluation findings to 2011
key stakeholders
2.5 Submit Progress Dec 2011 SPD

Report
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Proposal for the Development of an Aging and DiggifResource Center — Option 2

Problem Statement/Target Population

The Department of Human Services’ (DHS) DivisiorSeiiors and People with Disabilities (SPD)
is responsible for administering programs for at@fdand adults with developmental disabilities,
seniors and people with physical disabilities. ®kerall mission of SPD is to assist seniors and
people with disabilities of all ages to achievelvibeling through opportunities for community living,
employment, family support and services that prenobioice, independence and dignity. The target
population for this grant application is seniorsl @eople of any age with a physical disability.

SPD serves as the single Medicaid agency for s\ seniors and people with physical

disabilities through long-term services, supportggpams, and financial assistance programs. SPD
is responsible for the licensing standards andeicispns of care facilities including nursing homes,
assisted living, residential care and adult fostanes. SPD provides oversight to homecare workers
through training and maintenance of a worker regisEPD serves as the Adult Protective Services
agency for seniors and adults with physical disadsl

Additionally, as the State Unit on Aging, SPD adistiers the Older Americans Act and Oregon
Project Independence, a state-funded in-home ssrypiwgram targeting people over the age of 60
who are not receiving Medicaid-funded long ternviees and supports. Throughout the State of
Oregon, SPD has designated 17 Area Agencies orgA&iAA) to deliver services to local
communities. Oregon Revised Statute, Chapter dldys AAAs to choose to serve seniors, or
seniors and people with disabilities. It alsowBoAAAS to choose between administering only the
Older Americans Act and Oregon Project Independenedso administering Medicaid programs.
AAAs are designated as Type A (providing only Ol@enericans Act (OAA) and Oregon Project
Independence (OPI) services) and Type B (provitMieglicaid services in addition to OAA and
OPI). In locations where the AAA chooses not to adster Medicaid services, SPD has state
offices providing those services.

In many communities across the nation, navigatmegcomplex system of long term services can be
difficult and poses a barrier to independent livargl personal choice. While Oregon’s long-term
services and supports system is more coordinatedrttany areas, individuals still face challenges
accessing the information and assistance they aaly critical transition points in their life. N

36 counties and 17 AAAs coupled with the regiontiecences in the organization of the service
delivery system, access to information and cootahinaof services has not been consistently applied
throughout the state.

Since 1981 Oregon has led the nation in the devatop of Medicaid funded lower-cost alternatives
to institutional (nursing home) care. Althoughtstiledicaid funding in Oregon for 2005 was
almost equally split between nursing homes, comtygdacilities and home care, more than 80
percent of clients received services in their owmhs or in their communiti€sContinued success
will require SPD to devise strategies to meet arettd hospital discharges due to Medicare
payment methodologies. Included in the strategiide enhancement of nursing facility diversion
and relocation efforts.

* Department of Human Services — Ways and MeanRtation, January 23-24, 2007
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The State of Oregon has clearly made an investmaméating community-based options within the
Medicaid long-term services and supports progratowever, for those not receiving Medicaid and
over the age of 60 access to information and assistis severely limited. For those individuals
under the age of 60 with a disability, there iguaily no program outside of Medicaid to help.
Without information, skills or supports to makedrhed decisions people often end up using more
intensive and expensive levels of care than aressacy. To minimize confusion and enhance
individual choice SPD must invest in services togde not eligible for Medicaid that are consistent
and reliable across the state.

The need for long-term services and supports caose significant financial hardship on

individuals. In 2006, the average daily privateereharged for nursing home services in Oregon was
$213 a day, nearly $6,400 per month or $78,000aa yeommunity-based services such as Assisted
Living are costly as well. In 2006, the averagenthty private cost for an assisted living facility

was $2,400 and $2,700 for the Portland and Eugemkats respectively.

Most people lack the financial resources to affeedsices for a significant period of time. When
they exhaust their assets they often have to relMedicaid to fund their long-term services and
supports. Approximately 27,000 seniors and pewle disabilities access long-term services under
Medicaid today. Without intervention SPD expebiat 44,000 individuals will have Medicaid-
funded services and supports by 2030. Addition&@hegon is experiencing a reversal of a 30 year
trend in declining nursing facility utilization fded by Medicaid. Between 1996 and 2006, Oregon
Medicaid Nursing Facility utilization decreased legear for an overall decline of 29%, but since
2006 it has increased each yar.

The majority of seniors and consumers with disaégdiface decisions related to long-term service
supports for the first time following hospitalizati for an acute event or decline in a chronic healt
condition. Most health care reimbursement systen@ate a strong financial incentive for hospitals
to reduce the average length of stay for all p&ie®regon has one of the lowest hospital lengths
stay in the nation ranking 48 out of 50 stdtéEhis incentive creates pressure on the hospital
discharge planners to move patients out of theitadsgs quickly as possible. Nursing homes are
equipped to admit people on short notice withogmigicant planning work. In contrast, setting up a
comprehensive package for in-home supports reqoitesh more time and effort.

SPD together with the Area Agencies on Aging armdiostakeholders embarked on an intensive
planning process to evaluate our current systenreg@inmend changes that would enable Oregon
to more effectively meet the needs of seniors a&uple with disabilities. In May 2006 SPD in
conjunction with a large stakeholder group and Eggue-specific subgroups issued a preliminary
report entitled “Recommendations on the Futurearfd-Term Care in Oregon.” In partnership with
the Governor's Commission on Senior Services, SiDtlse Commission hosted public forums in
17 areas of the state to gather input on thesemeemdations. In November 2006 the Commission
issued a follow-up report summarizing the resuithe public forums and proposed additional
recommendations. SPD, the Commission, and othkelsblders also discussed the details of these
reports with several substantive committees oR0@/ Legislature, as well as the Joint Ways and
Means Committee. At the conclusion of the 2008isesthe Ways and Means Committee directed
SPD to report to the Emergency Board by June 308 20id to the 2009 Legislative Assembly on its

®> MetLife Market Survey of Nursing Home & Assisteiving Costs, October 2007
® Data Source: Oregon Medicaid Management Infoomalystem (MMIS)
" Oregon Association of Hospitals and Health Systemmew.oahhs.org/data/state_comparisons
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comprehensive and on-going planning efforts forltimg-term services and supports system for
seniors and people with disabilities.

After the 2007 Session, SPD appeared multiple tineésre the Senate Interim Committee on
Seniors and People with Disabilities and a Houdec&uomittee focusing on the same issues. In
addition, the two committee chairs, Senator Billrkikette and Representative Jean Cowan, met
several times with representatives of key senidrdisability stakeholder groups to prioritize aai
issues for potential inclusion in the long rangenpl These efforts culminated in the passage of
Senate Bill 1061 by the February 2008 Supplemesaakion. The bill codifies planning directives
to SPD related to the development of its long-rgpiga for a long term services and support system
that:

* Is not funded by Medicaid;

* Is based on early intervention and prevention sesjiand

* Provides a single point of entry to the entire ggand disabilities network.

Since early fall 2007 Oregon’s Area Agencies onfdiAAAs) and Seniors and People with
Disabilities (SPD) have been planning the develagroéa comprehensive and statewide network
of resources to provide early support to individuahd their families. Each Oregonian who chooses
will have easy access to long-term support ressuineluding comprehensive information,
awareness, education, and guided assistance. cBhésgo honor and support the desire of
individuals with disabilities or who are aging tmain independent, healthy, safe and active im thei
home communities, and to avoid institutionalizedhrfs of long-term services and supports,
whenever possible.

The network envisioned will be known as Oregoi@gng and Disability Resource Connection
(ADRC) and will serve any senior (60+) or younger persdah physical disabilities without regard
to income. It will include three major components:

« A Central Information Center for statewide accegsa lwell publicized toll-free telephone
number, supported by a robust online resource databnd by a sophisticated web-based
service system including e-mail for specific quassi.

A network of 17 Local Assistance Centers operatethb Area Agencies on Aging and
Disabilities (AAAS).

* An expanded set of direct services and resourckslppmembers of the target populations
remain independent, healthy, safe and active. A&s will administer these expanded
services and resources in collaboration with obid5s offices, community partners and
providers.

SPD has developed a funding proposal for the pinsise of the ADRC development. The proposal
will be considered by the Department of Human Sewiand the Governor for inclusion in the
budget recommended to the 2009 Legislature. ldédrnthe Real Choice Systems Change grant
proposal would jump-start those efforts and prowdstegon with an opportunity to pilot a Local
Assistance Center in Lane County an area that séoth urban and rural communities.
Additionally, the federal/state partnership esti®#d by this grant would add to the credibility of
our budget proposal for state funds.

Proposed Interventions

This proposal is for the development of a statewntieractive online database of resources to be
utilized by Information and Assistance program®negon’s 17 AAAs. The database would
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initially be piloted in one region of the state neaCounty, and then deployed statewide. The second
component is the development of a local Aging arshbility Assistance Center, serving both urban
and rural residents of Lane County. The Assist&meter will be located in Eugene/Springfield,

the urban center of Lane County, with staff outisteed in five rural communities. The Lane

County Assistance Center will be a prototype f@lioation statewide by the remaining 16 Area
Agencies on Aging as funding becomes available.

1. Interactive Online Database

Oregon’s AAAs have been working intensively oves tast two years to populate the current long-
term services and supports website with local nessu They have utilized an Alliance of
Information and Referrals Systems (AIRS) compltambnomy and have adopted a set of front-end
standardized categories.

This proposal will take our current efforts up be next level by introducing systematic screening
and assessment tools. These tools will suppodwaers in making better decisions on their own
when choosing services and supports options, aftlguronnect them to more intense assessment
services as needed. Each time an individual lod¢s the site they will be able to update their
information (which will include ability-based infioration as well at their financial data). Based on
their input consumers will automatically be prowddeformation on services most suited to their
needs.

As the consumer logs in and enters data, the irdbom will be simultaneously transferred to a
central database via the Web in real-time using daaring protocols. Unlimited data can be stored.
The database will equip AAAs with a consistent agapion for referrals and client tracking allowing
for uniform follow-up and evaluation. Recogniziregource limitations an off-the-shelf software
product will be customized to avoid intensive indbe processes to maintain.

The online tools will assist consumers and theigldistance caregivers who like to search the
Internet for information before seeking more in4tegonsultation from the AAA. For individuals
who like to use the telephone first the tools a#kist AAA staff to help them access appropriate
resources quickly. In addition, it will be an easgthod for other professionals (ex. health care
providers, hospital discharge planners) to immetjadssist consumers that seek advice at critical
access points in entering the long-term servicessapports system.

2. Local Assistance Center

The second major component of this proposal istaldish a Local Assistance Center in partnership
with Lane Council of Governments (LCOG), Senior &nslabled Services, the designated AAA for
Lane County headquartered in Eugene. The Locattaske Center will be the linkage between

and among the major pathways to long-term supgecifically under this grant proposal, the
Aging and Disability Local Assistance Center widllp with the transition from acute hospital based
care to community based care which will link pedpl¢he right information at the right time.
Through web-based resources, phone contact, and fasits by a trained Options Counselor the
Aging and Disability Local Assistance Center wilfes personal and individualized help to the
consumer.

Lane County was selected for this project becatige experience, diversity of populations, and
area, which includes urban to very rural commusitieane Council of Governments (LCOG) has
expertise in several pertinent areas to this gta®OG is a voluntary association of general and
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special purpose governments in Lane County. dbiserned by a board of directors comprised of
elected officials from twenty-seven (27) public ages in the area. Among its many
responsibilities, LCOG is the designated Area Agemt Aging and Disability Services for Lane
County. Within LCOG operational responsibility &ervices for senior citizens and people with
disabilities rests with Senior & Disabled Servi¢8&DS) and two citizen advisory councils — the
Senior Services Advisory Council and the Disabigrvices Advisory Council. The by-laws of
both Advisory Councils require that more than fiigrcent (50%) of its members be consumers.
Under contract with the State of Oregon S&DS igggde B Transfer Area Agency on Aging”. As
such S&DS administers the Medicaid program for@esnand people with disabilities in Lane
County including eligibility for long term servicesd supports. Additionally, S&DS receives Older
Americans Act and State of Oregon funding to s@e@ple over the age of sixty (60) who are not
receiving Medicaid long-term services and aresk of institutionalization. S&DS is a Single Entry
Point for Medicaid, Older Americans Act servicesd &tate funded services to seniors and people
with disabilities.

Using Older Americans Act funds (Title 1IB andH), S&DS has created the Senior Connections
program, designed to offer personalized assistapg#one or through a home visit. By stationing
staff in six communities throughout Lane Countyclirding five offices in rural communities) the
Senior Connections program has a presence in bb#mwand rural environments. However, the
Senior Connections program has been restrictedriang) people 60 years of age or older due to its
funding through the Older Americans Act. Buildiog the success of this program the assistance
centers will continue to serve seniors and bedieriolg services to younger adults with disabilities

LCOG will partner with the Lane Independent LiviAtliiance to bring their expertise to the Local
Assistance CenterlLane Independent Living Alliance (LILA) is a crodssability, consumer-
controlled organization operating a center for peleent living (CIL) in Lane County with branch
offices in Salem. LILA is a non-profit organizatiovith 37 paid staff and 5-7 volunteers. A
majority of both staff and board are people witbathilities. The LILA team is eager to partner in
the Real Choices project since it is closely alignéth LILA’s four core services: peer mentoring,
information & referral, advocacy, and independénng skills training. LILA offers state-funded
training designed to provide Medicaid consumers wé® home and community based services with
the required tools to hire and manage their ratatigps with paid caregivers. LILA’s peer mentors
support persons with disabilities in gaining thélsland knowledge that allow for as much
independence as possible.

When a consumer (i.e. the care recipient, familynioer, care providers, or any other interested
party) contacts the Assistance Center, a Resoyreeid@ist will assist consumers in accessing
services by using the online tool to identify res@s and make referrals to local provider agencies.
To assure a consistent standard of service adresehters Resource Specialists will be provided
training and technical assistance to become Gadtififormation and Referral Specialists (CIRS)
and Certified Information and Referral Specialistaging (CIRS-A) by the Alliance of Information
and Referral Systems.

For consumers that are encountering more compderessthat are not easily addressed through
phone or web-based referrals the Resource Specidli®ffer the opportunity to access options
counseling. To minimize confusion and ensure dnattn of services a facilitated transfer
between these two functions will occur.

Page 19 of 24



Oregon State Unit on Aging — Grant Proposal

The Options Counselor will assist consumers whehatermittent and short-term needs (especially
at key or critical decision-making points in thigkes) and provide education and outreach to help
them understand their options. The Counselor will:
* Provide education, assistance, and advocacy tditoreeet consumers’ specific needs;
* Provide information and resources to enable conssuitnaunderstand their options for
immediate services and supports;
» Offer consumers and their families short-term artdrmittent assistance over time as
needed, developing long-term relationships aselfents change;
» Conduct in-home assessment with consumers as ajgieofo explore options and expedite
access to services;
* Empower family caregivers to make informed decisjon
» Facilitate application to public assistance progsasuch as Medicaid, for those interested
and potentially eligible.

The Options Counselor will work as a consultarheathan as a long-term case manager. While the
Counselor and the long term case manager workboobdively there are important differences in
eligibility, processes, and level of involvementiwtonsumers.

Marketing, Outreach and Public Education

A professional marketing firm will be engaged tovelep a marketing plan for external audiences
including our target population, major employehg health care community (health systems and
plans), and the general public. A marketing pegéted to our internal network will also be
developed to educate people working for and withADRC on a regular basis. This includes
training volunteers such as home-delivered meakdsito provide information about the ADRC to
people who are new to their services.

A toolkit will be developed for community partneasd organizations to help promote the online
database and the local assistance center of theCADORe toolkit will provide training materials,
posters, signage, marketing materials, kiosk canad kiosk card holders. Kiosk cards will be
developed on topics of interest to the target paiparh such as falls prevention, planning for
retirement, assistive technology, and benefits anmg. The information will be culturally
appropriate and directed to the preferences andsngfeconsumers. Kiosks will be set up in
locations such as libraries, health clinics, h@dgjtsenior centers, athletic clubs, large empkyer
not-for-profit agencies, faith-based organizatiggesernment agencies and shopping malls.

Facilitation of Person-Centered Hospital Dischargé’lanning Model

This portion of the grant proposal will facilitatee Person-Centered Discharge Planning Model in
two ways. First, the online database of resoungksssist hospital discharge planners in the
development of options for post-hospital serviaes supports. The database will contain listings of
all licensed care throughout the state with a dgtsen of the level of care provided and their emtr
vacancy status. The database will also link vathiHomecare Worker Registry to identify the
availability and skill level of in-home care workerinformation packets about the services of the
ADRC will be developed and made available to disghalanners for distribution to patients and
their families.

Second, the Person-Centered Hospital Dischargenidi@iModel includes post-hospital follow-up
by a hospital RN Discharge Planner or Social Wonkigially by phone. As part of the post-hospital
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follow-up referrals will be made to the Options @ealor for patients who are at risk of re-
hospitalization and could benefit from further mviention and contact. Established protocols well b
created to assure the target population will beeskby the Local Assistance Center. The Counselor
will conduct in-home visit(s) to assist the indival with any self-management supports or advocacy
needed to assure that their preferences for lomg-$ervices and supports are met. In-home visits
may also take place pre-discharge, as neededpvadprassistance to the patient’s caregiver in
assuring the home environment is adequate to sufypost-discharge plan. This linkage will
provide an important connection between acute anthwunity based care facilitating a smooth
transition.

Coordination of Programs

Oregon has been striving for a coordinated, siegley system for services to seniors and persons
with disabilities since passage of Oregon Revidatug& 410 in 1981. This law vested
responsibility to SPD and the AAAs for serviceshis population whether supported by Medicaid,
the Older Americans Act or state funds. As envisibin the state-wide planning efforts to date the
ADRC will further this endeavor by creating easgess to information and services for people
regardless of income level or other eligibilityteria.

Advisory Council...Consumer Involvement

A state-wide ADRC Advisory Council will be estalbled and provided staff support from SPD’s
State Unit on Aging program. Members will be choBem across Oregon and will have a wide
variety of experiences. More than half of the memlwill be consumers. The Council will also
include consumer family members and representatioes advocacy and community based service
providers. The goal is for balanced representaifqrublic and private partners across the didgbili
and aging communities, members who are from melitappurban, and rural areas, culturally
diverse and traditionally under-served communitietuding people of color, tribal nations and
people who are low-income.

The Advisory Council will be engaged to steer tinant proposal and develop a multi-year strategic
plan for the full development @regon’s Aging and Disability Resource Connectioithe Council
will assist in the identification of unmet need atrhtegies to meet that need. It will guide the
policies and procedures of the ADRC. The Coundlllve instrumental in the establishment of
measurable performance goals for the ADRC and atalutcome data to determine progress
toward meeting those goals.

Commitment of Partners

Key partners with SPD for this grant proposal aaed.Council of Governments (the AAA in Lane
County) and the Lane Independent Living Allian@oth entities have provided letters of support
stating their commitment to the development of adld\ssistance Center. The following entities
have provided letters of support for the proposal affered to participate on the Advisory Council:

* Oregon Association of Area Agencies on Aging ansabilities

» Governor's Commission on Senior Services

* Oregon Disabilities Commission

* Oregon Health Care Association, representing fofipinealthcare providers

* Oregon Alliance for Senior and Health Servicesresenting non-profit healthcare providers

* Seniors Serving Oregon Coalition, representing @eDorps programs
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Senior Health Insurance Benefits Assistance, OregdiHIP program

Oregon’s Long-Term Care Ombudsman

AARP

Acumentra Health, Oregon’s Quality Improvement Qigation

Department of Human Services, Public Health Divisidealth Promotion and Chronic
Disease Prevention Section

Oregon Homecare Commission

Lane Independent Living Alliance, a Center for Ipeiedent Living

Lane Council of Governments, an Area Agency on 4gin

Lane Transit District

Organizational Capacity/Key Project Personnel

The Department of Human Services (DHS) Divisiotsehiors and People with Disabilities (SPD)
will serve as the lead agency and fiscal agenthieproject. DHS as the Medicaid agency for the
State of Oregon has demonstrated capacity to marwagplex programs and hedernal controls in

place to assure compliance with applicable lawsragdlation. The principle investigator/project

coordinator will be Elaine Young, manager of that&tUnit on Aging.
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Evaluation, Formative Learning and Management Infomation System

For this project, an evaluation consultant willrb&ained to determine how to effectively measure
the impact of the project model on the qualityife for participants. The consultant will work Wit
the project manager, advisory council and projectners to develop the model of evaluation,
determine data collection parameters and methad$ata collection, and develop measurable goals
for the project by the end of year one.

Preliminary Performance Goals will includ&ase of AccessProfessionals and consumers will
have access to the online resource database aalchksistance centers. Consumers will experience
less confusion and enhanced individual chokgsibility: Implementation of the marketing plan

will inform the public of the availability of infanation and assistance services resulting in an
increase in the proportion of the target populabemg aware of how to contact the local assistance
center and/or online resource databakeist: Professionals and consumers will indicate
confidence in the information provided by the loassistance centers and the online resource
database.ResponsivenessProfessionals and consumers will experience imgra@lity to

connect to services and supporiEficiency: The agencies involved in the project will create a
collaboration that will result in expediencies &farrals with more focused results. The online-self
assessment tools will provide consumers with thigyato evaluate their needs and more clearly
articulate the type of supports desirdtffectiveness: Consumers will choose services most suited
to their needs.

Some of the quantitative indicators to measure nessytoward the performance goals include:
number of times the online resource database wassed by consumers and professionals, the
number of resources provided, impact on costs bdigy funded services such as nursing facility
admissions, number of calls handled by the locsistance centers. Additionally, a combination of
pre and post tests and consumer satisfaction ssiwiybe conducted.

Ongoing evaluation results will be used to monttevelopments, learn from mistakes, and improve
the project in a timely and effective manner. Mdyteports will be submitted by Lane County
AAA, so that the project manager and advisory cdunembers will be able to identify problems
and seek solutions to these problems as they o€uarterly, the project manager and advisory
council will review progress against work plan aittes and identify modifications as needed to
ensure that project milestones are being methéend of the three-year grant cycle, the Advisory
Council and the program partners will measure tlogept’s quality in terms of strengths,
weaknesses, quality of the design, quality of te@magement, adequacy of resources, impact on
target populations, impact on the community ane piddl to replicate.
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Work Plan and Timeline: ADRC-Option 2

1. Professionals and consumers will have access émlame resource database and local assistancerser@ensumers
will experience less confusion and enhanced indadid¢hoice.

Major Objectives Key Tasks Lead Person Timeframe
1.1: Develop online Complete request for Grant Manager Year One: October 2008
resource database proposal/contracting through December 2008
process to secure a vendpr
Database design/testing | Grant Manager/IT Vendor | Year One: January 2009
through Year Two: March
2010
Database Roll-out Grant Manager/IT Vendor  Year Twgril 2010
through September 2010
1.2: Local Assistance | Complete Project Director/Grant Year One: October 2008
Center Intergovernmental Manager through November 2008
Agreement with LCOG
for scope of work related
to development of Local
Assistance center
Planning/development of | Grant Manager/LCOG Year One: December 2008
Local Assistance Center through March 2010
Roll-out of Local Center Grant Manger/LCOG Year Twapril 2010
Monthly reporting of Grant Manager/LCOG Year One: December 2008
planning/activity to through Year Three
Advisory Council

2. Implementation of the marketing plan will infothe public of the availability of information aiadsistance services
resulting in an increase in the proportion of gugét population being aware of how to contactadbal assistance
center and/or online resource database.

Major Objectives Key Tasks Lead Person Timeframe

2.1 Develop marketing | Complete request for Grant Manager Year One: July 2009 through

plan for internal and proposal/contracting process to September 2009

external audience secure a vendor
Develop plan Grant Year Two: October 2009

Manager/vendor through March 2009

Implement plan for Grant Year Two: April 2009 through
internal/external audiences Manager/vendor Year Three

2.2 Establish kiosks Complete request for Grant Manager Year Two: July 2009 through
proposal/contracting process to September 2009
secure a vendor
Develop and print information | Grant Year Two: October 2009
cards for kiosks Manager/vendor through March 2010
Recruit kiosk locations and set Grant Year Two: April 2010 though
up kiosks Manager/LCOG Year Three

3. The project will be evaluated to assure it is comsufocused and can clearly demonstrate measunabiemes.

Major Objectives Key Tasks Lead Person Timeframe

3.1 Establish Advisory | Planning retreat and Project Director/Grant Year One: November 2008

Council monthly meetings Manager through Year Three

3.2 Evaluation Contract with outside Project Director/Grant Year One: July 2009 through
entity and develop Manager December 2009
evaluation plan/tools
Conduct evals and report| Project Director/Grant Year Two through Year Threg
outcomes to Adv. Council Manager
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