Oregon’s State Unit on Aging Application

Project Narrative
Summary/Abstract: The grantee, Oregon’s Division of Seniors and Rewith Disabilities (SPD)
supports this three year ADRC grant in partnership Northwest Senior & Disability Services
(NWSDS), Oregon Cascades West Council of Goverrsn@ECWCOG), and other key organizations.
The goals of this project are: 1) expand ADRC smwito 30 percent of Oregonians, 2) complete aab-ye
Strategic Plan to operationalize ADRCs statewidé, &) support the implementation of best practioes
improve transitions of Medicare beneficiaries asrcare settings and reduce unnecessary hospital
readmissions. For Goal 1, the main objective sitengthen the capacity of NWSDS and OCWCOG to
meet the criteria for a fully functioning ADRC. FGoal 2, the main objective is to complete a gap
analysis that prioritizes the work that must be plated at the local and state level to ensuretavside
ADRC system. For Goal 3, the main objective isdstla Transitional Care Collaborative that promotes
strategies to address care transition issues poesentative from hospitals, physician offices, Bom
health agencies, AAA staff and others. Main outceinelude 3 AAAs that meet the criteria for a fully
functioning ADRC, a comprehensive Strategic Plar®oA and for use in the 2011 legislative session,
and an increase in referrals from hospitals andgipfgn offices to local Options Counseling and
Transition Coaches. The products from this progeetdocumented “lessons learned” while phasing in
new technology, services, and staffing requiremenssipport a local ADRC, change packages for
implementing Transitional Care Best Practices,rabst for national conferences, and any final repor
required by the Administration on Aging.
Current Status of State’s ADRC or ADRC-Type Prograns

Since Fall 2007, SPD and Oregon’s AAAs have beanrphg for a comprehensive, statewide
system to provide Oregonians of all ages and indereds with easy access to information about long-
term services and supports and guided assistart®tse those that are both important to and for th
individual. In 2008, SPD was awarded a Real Chagyestems Change grant from the Centers for
Medicare and Medicaid Services (CMS) to developatgtype ADRC and person-centered hospital

discharge model in Lane County. During the 2008isesof the Oregon Legislature, House Bill 2391
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was introduced to fund statewide expansion of ADR® bill remained active throughout the session
but ultimately died due to the severe budget isselesed to the economic downturn. Despite this set
back, the issue received several hearings and lweaspioned by several legislators who are commttied
re-introducing the legislation in the next session.

The lessons learned during the first year of thal R&@oices grant have informed us about the
challenges we need to address to have a stateyatansof fully functioning ADRCs. In the area of
Information and Awareness, an evaluation of Oregon’s current web-based resodatabase for
consumers indicated that its current configuratédis short of meeting our needs for a fully-fucting
ADRC. It also lacks a call module to support I&R3érvices. We have convened a statewide IT
Committee to determine end-user requirements ftir pducts so that we can solicit bids for a
statewide system that will meet our future needs.algo need to determine if regional call centats a
call routing technology are feasible approachesufgport smaller AAAs with limited I&R/A staff
capacity. In the area @ptions Counseling, we need to equip current staff with the knowledd|s and
mind-set to address the needs of private pay comsuamd to meet the requirements for AIRS
certification.In the area oftreamlined Access, we need to pursue IT capacity that supports roa-li
applications for publicly-funded programs at mu#ipites and can “talk to” the state database that
currently houses Medicaid recipient data. In theaafPerson-centered Hospital Discharge Planning,
we believe there is good evidence that the ristofador a hospital re-admission are similar tesththat
put a person at-risk for a nursing home placenaand,we think the model we will pilot in Lane County
shows promise for addressing both concerns. Howéveh staff will need a core set of skills and
competencies to be effective partners with healtk providers. In the area Qbality Assurance and
Evaluation, we have a statewide Real Choices Advisory Coweiiposed of diverse stakeholders and
consumers in place. (See Attachment A.) We needpand their charge to include oversight for
components of a statewide ADRC system such as rnaydaore services, staffing ratios, performance
goals, IT infrastructure, etc. We need to ensuaedbnsumer satisfaction data that measures vigjbil

trust, ease of access and responsiveness is flgutoiected at the local level, reported out asddifor
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guality improvement. We need to establish perforreagoals and indicators for efficiency and
effectiveness.

New grant funds will enable us to address thesdlariges at the same time that we establish new
ADRC services. To support the work described belsgjntend to leverage resources from the Real
Choices Systems Change grant in areas such asd¢lirement, marketing, staff training and working
with local health care systems to reduce unnecgssapital readmissions or nursing home placements.
Proposed Project
Goal 1: Extend ADRC services to 30 percent of Oregians.

Objectives:

Strengthen the capacity of two additional AAAs teatthe criteria for a fully functioning ADRC by:

* Installing the proposed web-based resource datarakeall module in nine counties.

* Preparing AAA staff to meet AIRS certification stimds and function as Options Counselors.

» Investing in emerging telephone call routing tedbgg to support regional I&R/A call centers.

* Providing summary qualitative consumer data tormftocal marketing and outreach activities.

* Providing baseline consumer satisfaction datartfesisures visibility, trust, ease of access and
responsiveness.

Outcome:

By January 2011, at least 3 AAAs meet the critemia fully functioning ADRC and are using consumer

satisfaction data to measure visibility, trust,eecafaccess and responsiveness.

To achieve this goal, SPD will partner with OCWC@& NWSDS. Together with Lane County
Council of Governments (LCOG) these AAAs cover reoatiguous counties in the Willamette Valley.
A combination of factors makes this an ideal paghip for moving the ADRC concept forward in
Oregon. This geographic area includes a mix ofrudsal rural communities and is very representative
the rest of the state. (See Table 1, AttachmenTBese AAAs manage the existing OAA funding

through contracts and through direct operatiorefibformation and Assistance and Outreach Services
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Senior Nutrition Programs, including Home DeliveMdals, and the Family Caregiver Program. They
have a long history of maximizing their “buying pexvby negotiating contracts for nutrition and in-
home services through a consortium. All three A/dso manage the Medicaid Long Term Care
Program for both older adults and people with pdgisilisabilities.

Based on their ADRC Readiness Assessment survelgggsoth OCWCOG and NWSDS have
identified the need to address I&R/A, outreach mnadketing, the complete array of Options Counseling
services and concomitant staffing modificationsider to reach the goal of fully functional statBsth
AAAs are moving toward an integrated I&A and Outteaervice to more fully address the needs of both
private pay consumers and those eligible for puisicefits. Their work in this area will lead to the
development of AIRS-certified staff units and theegration of short-term case management and
enhanced community partnerships to assist consumittrgomplex financial, legal and medical
questions that can be more appropriately addrdssether organizations. We can accelerate the AAAs
efforts to become fully-functioning ADRCs by intatjing them into the work already underway with
LCOG. For example, the AAAs are ready to use a basded call module that allows for easy and reliable
uploading of community resources from externalmexd and that generates reports that document
services provided and support program planningy Wik benefit from access to staff training
opportunities. Likewise, SPD will benefit from eaonies of scale related to training costs or netinga
licensing costs with IT vendors. SPD will benefidrh having a larger population to draw on for sbcia
marketing activities. We will all benefit from tlopportunity to test the use of emerging phone nguti
technology to support regional call centers or §madal program offices.

Goal (2): Complete a comprehensive five-year straggc plan to operationalize ADRCs statewide for

submission to the Administration on Aging.

Objectives:

a) Complete a gap analysis that prioritizes the what must be completed at both the local and state
level to ensure a statewide system of fully furritig ADRCS and the dollars needed to achieve that

goal.
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b) Ensure that the strategic planning process inclingeg from key stakeholders and consumers on all
decisions that affect ADRC visibility and perforncarstatewide.

c) Ensure that the Plan includes a reliable methagolor determining and measuring performance
goals and indicators.

d) Implement the Strategic Plan.

Outcomes:

By February 2011, a five year strategic plan haniseibmitted to AoA and is available for use dutimeg

2011 legislative session.

To achieve this goal, we will expand the existirdvisory Council’s charge to include oversight
for the strategic plan. We will align the plannimgpcess with the assessment of the state’s agimgrie
and service delivery system called for in Oreg@9¥89-2013 State Plan on Aging. Oregon has already
built a strong foundation for this work. In additito the aforementioned SPD/AAA joint planning effo
in 2007, Oregon Senate Bill 1061, passed in Fepr2@d8, codifies planning directives to SPD related
the development of a long-range plan for a non-kdilong term services and support system based on
early intervention and prevention services, andidiog a single point of entry to the entire agamgd
disabilities network.

Goal 3: Support the implementation of best practice to improve transitions of Medicare

beneficiaries across care settings and reduce unmssary hospital readmissions or nursing home

placements.

Objectives:

a. Host a Transitional Care Collaborative that proraatigategies for addressing specific transition
issues for representatives from hospitals, physioféices, home health agencies, AAAs, and other
community organizations that provide long-term csgrvices to Medicare beneficiaries.

b. Prepare AAA staff to function as Transition Coaglessdefined by the Care Transitions Program.

c. Strengthen referral mechanisms between hospithphpsician office staff and Options

Counselors/Transition Coaches.
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Outcome:
By August 2012, referrals from hospitals and phgsioffices to local Options Counseling and
Transition Coach Services have increased 10 pefimanta 2010 baseline.

To achieve this goal, we will partner with othealstholders (e.g., Oregon Association of
Hospitals and Health Systems, Oregon Patient S@fetymission, O4AD) to design and market the
Transitional Care Collaborative and to plan anddcmh a series of approximately 6-8 Shared Learning
Sessions during the 36-month grant period. Thesenirgg Sessions will be open to staff from hospijtal
physician offices, home health agencies, AAAs, atiér community organizations within the nine
counties. Each session will address a specifistiianal care topic (e.g., medication reconciliatio
assessing patient health literacy, assessing @arezppacity, communication links between hostsli
and primary care providers.) Keynoters will be dngfvom health care providers who are working on
solutions to transition issues. Learning sessiarierd and “success stories” from participants wiéeeh
implemented best practices will be summarized @ttange Packages and disseminated to participants
and other interested parties.

Each session will also provide an opportunity farss-fertilization of ideas for system changes in
local communities. We will use the person-centédresbital discharge project already underway in Lane
County as a model. Key features of that projedushe screening on admission to identify patientsigi
risk for readmission or nursing home placemengrrafs to a hospital-based Medicaid case manager,
post-discharge phone calls to assess the stathe bbspital discharge plan and, when indicatddrnads
to a “Community Health Navigator” (CHN) who can qolete an on-site observation and initiate
interventions to reinforce the discharge planhiad¢urrent model, the CHN is an AAA staff membeowh
is also connected to the prototype ADRC.

Concurrently, we will equip AAA staff members witte knowledge and skills to function as
“Transition Coaches” through arrangements with@aee Transitions Program at the University of
Colorado aDenver. We intend to leverage grant funds fromRbal Choices grant with new grant

dollars to host a Level 1 Care Transition Interi@niraining for approximately 30 participants. By
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having staff available that are trained in an entdebased intervention, we can address any contens
health care providers might have about their citilas a trusted community resource. This wilpport
efforts at the local level to build functional refd links between hospitals and physician offitaes
Options Counselors/Transition Coaches. To susitérskills-set we also plan to identify staff theis

the background and experience to advance to LeaslT3ain-the-Trainers.

The proposed Transitional Care Collaborative hagptitential to improve transition services
delivered to a substantial number of Oregon Mediteneficiaries. Of the combined population
(1,159,892) for the nine-county area served bythhee AAAs, an estimated 13 percent (150,786) &re 6
years and older. However, that percent rangesmitt@ nine counties from a low of 11.3% to a high o
19.4%. (See Table 1, Attachment B.) The health sgseem that serves this Medicare population
includes 19 hospitals of which 11 are affiliatedhaa not-for-profit entity that employs its own
physicians to staff outpatient and specialty ctirecs. (See Table 2, Attachment C.) These enthimge
implemented various care coordination models with&ir outpatient clinics with special focus on
patients with chronic conditions. For example, entities (PeaceHealth, Samaritan Health Systems)
have dedicated staff to coordinate Stanford’s Clerbisease Self-Management program for their
patients.

SPD is well-positioned to undertake the work fa tbllowing reasons: 1) we have the full
support of key statewide partners as evidenceetgrs of commitment. 2) Both OCWCOG and
NWSDS have established relationships with theialdealth care systems and have already initiated
discussions about co-location of staff. 3) We haliaison with the CMS-funded “Stepping Stone”
project in Whatcom County, Washington through oaaRChoices hospital partner that provides an
opportunity to share “lessons learned” acrosswuleesites. And finally, the 2009 Oregon legislature
created the Oregon Health Authority which will édish a common definition and standards for
integrated health homes (i.e., medical homes) #saw@rocesses to certify health care practices as
integrated health homes. The goal is to strengtieeffectiveness of primary care services, impaae

coordination and health outcomes, increase thesfoaiprevention and disease management, improve the
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guality of care delivered, and contribute to redgdihe cost of health care. This statewide effdlit w
provide a supportive environment for our work wpthysician offices.
Summary statement of changes made as a result ofigtproject:
In the area ofnformation and Awareness, the partner AAAs will have an integrated web-basesiburce
database and call module that improves their cipticrespond efficiently to consumer requests. A
public-facing web-site that meets current industandards for accessibility, usability and secuwitly
be maintained for consumers. Current I&R/A stafinpetencies will be upgraded to meet AIRS
standards and the services that staffs provideasdlime a higher priority in organizatiodakisions. In
the area oDptions Counseling, using a standardized staff training curriculumA#6As can ensure that
consumers have access to consistent, objectiverastad/orthy information to help plan for their mise
for long-term services and support. In the are&rabmlined Access, the AAAs will have models for
formalized agreements between local partners tloaige a full range of services to support Options
Counseling, common intake processes and sharedestinfor information and assistance. In addition,
we will have a technical solution for migratingesit eligibility data into the existing state Meddta
database. In the areafdrson-centered Discharge Planning, health care providers will have access to
credible community-based resources that can augtheintpatients’ clinical care plans. In the aréa o
Quality Assurance, and Evaluation, the proposed call module will produce reports tha AAAs can use
for program monitoring and development purposes,(@lume, demographics, gaps in resources, etc.).
They will have baseline data against which to mesparformance.
Quiality Assurance Evaluation and Reporting

We are aware that other ADRCs have developed aféestethods, systems and tools for
evaluating performance goals and indicators. Grards will be used to retain an evaluation consilta
to review those best matched to Oregon’s configpmadf rural and urban AAA locations. The consultan
will recommend a standardized set of provider asrtsamer satisfaction survey questions that address
ease of access, visibility, trust and responsiveassvell as survey methods that will garner tigbdnit

response rates. The consultant will collect andrsarize baseline satisfaction data within the nine-
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county region. The consultant will review Oregoesgsting methods for measuring the results of mgysi
home diversion and transition activities and recamdia methodology to support on-going measurement
of effectiveness and efficiency performance goals.

The AAA partners have agreed to provide staff tand data to assist with completing the
voluntary, semi-annual quantitative outcomes data.

Project Management

Key partners and their roles are as folloWse State Unit on Aging (SUA) will employ a
full-time project coordinator who will be responglfor planning, organizing and managing the ADRC
program activities in the AAA service areas. Otkey responsibilities include oversight for any Rests
for Proposal and subsequent contract managemeiniy as primary staff to the statewide advisory
council, translating program findings and outconmés policy and operations recommendations, and
preparing and submitting required reports. (Seacdhtinent D for a complete job description.)There are
no known obstacles to filling the position withix snonths.Oregon Cascades West COG & NW Senior
and Disability Services will be responsible for implementing the projettlheir multi-county service
areas. Both AAAs have consumers representing $keitice areas on the statewide advisory coundil an
are committed to maintaining this representatiBoth agencies have identified key staff (e.g., ifyal
assurance and IT support staff) to work directlthwihe SUA’s project coordinator and will provide-o
site work space for the project coordinator.

The partners will meet monthly, or more often asassary, to review progress on work plan
activities, identify barriers to completion, andigs responsibilities for related interventionseywill
summarize “lessons learned” as key elements (gaip;based call module) are phased into local progra
sites that can be used to inform similar work atatewide ADRC system is implemented.
Organizational Capability Statement

The Department of Human Services (DHS) Divisiosehiors and People with Disabilities
(SPD) will serve as the lead agency and fiscal efgerthe project. DHS/SPD as the Medicaid agency

and State Unit on Aging for the State of Oregondersonstrated capacity to manage complex programs
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and has internal controls in place to assure c@ampd with applicable laws and regulations. More
information about the current capacity of SPD, OCGW&Cand NWSDS and vitae for all relevant
personnel can be found in Attachment E. The prladipsestigator/project manager will be Elaine

Young, manager of the State Unit on Aging.
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