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Pierce County Human Services
Aging and Disability Resources
000

WHO WE ARE: OUR ROLE:

Aging and Disability Resources (ADR) is a ADR is one of 13 designated Area
program of Pierce County Human Services. Agencies on Aging in Washington
Human Services also includes Homelessness State. As an Area Agency on Aging,
and Housing programs, Chemical ADR is responsible for local planning
Dependency Prevention, Developmental and administration of Federal and
Disabilities, Community Development and State funds targeted to provide a
Community Action programs and more. range of community based supports

and services. These services are
designed to address the long term
care needs of frail older adults and
adults with disabilities residing in
Pierce County.

WHAT THIS PLAN IS ABOUT:

ADR conducts community-based planning to identify local service needs and gaps. ADR then
funds programs accordingly. This Area Plan Update encompasses the goals and objectives of
ADR, and outlines proposed strategies to be executed over the 2018-2019 timeframe, as well as
provides a summary of accomplishments for the last two years. The Area Plan Update also
presents information regarding planning activities, current staffing, and projected revenue for 2018
to fund the following services:

1 Adult Day Services 1 Foot Care Services 1 Senior Centers
T Al zhei mer 6s § Home Delivered 1 Senior Mealsites
Support Services Meals 1 Specialized
Contracted 1 Counseling Services 1 In-Home Care Support Transportation
Services 9 Falls Prevention 1 Kinship Caregiver
1 Family Caregiver Services
Support 1 Legal Assistance
1 Aging & Disability Resource Center
Services 1 Case Management/Nursing Services
Provided 1 Health Home Care Coordination
Directly 1 Family Caregiver Support
1 Long Term Care Ombudsman
9 Senior Drug Education
1 Senior Farmers Market Program
Year 2018
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A A

Program Mission, Vision & Values

For 2018-2019

MISSION

Pi erce

County Aging

and

Di sability
available community-based services that allow older adults and adults with disabilities to
remain at home as long as possible, while promoting dignity and maximizing individual
choice.

Resourc

VISION
ADR seeks to create and sustain livable communities throughout Pierce County by better

serving older adults and adults with disabilities and by enhancing the capacity of communities
to support people of all ages.

\Y,

VALUES

Provide services, tailored to individual
needs, in a timely manner

Treat every individual with respect,
compassion, and dignity

Protect older adults and adults with
disabilities from abuse, neglect, and
exploitation

Provide leadership and advocacy,
and collaborate with community
partners to enhance services

Respect individual
confidentiality and choice

In its service to Pierce County residents, ADR pledges to:

\Y,

Honor and accommodate language
and cultural differences among
individuals

Pay particular attention to the needs
of the most vulnerabled those with
low incomes and those who are frail,
disabled, homebound, with limited
English-speaking capacity, and/or
isolated

Promote opportunities for individuals
to make healthy lifestyle choices

Year 2018
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Essential Elements of a

Livable Community for All Ages

0@

/&;sic Needs

A Housing is affor
and accessible

A Personal, financ
environmental safety is a community
priority

A Everyone has enc

A  Access to essent
seamless, barrier free, affordable,
and welcoming

A 1 nudls have the financial
resources to meet their basic needs

ﬁ;lependence & Caregivih

A People are infor
to rely on each other and existing
systems

A-A comprehensive,
continuum of services supports older
adults through all stages of their lives,
including end of life

A Transportation i
accessible, flexible, reliable, safe, and
easy to arrange

A Caregivers are i

@ysical & Mental Health-\

and Well-Being

AWellness is a personal priority

AWellness is a community priority

A Health and welln
affordable, accessible, and readily
available

A Wellness include

dying as a natural part of life

A A welcoming envi

Qsical activity and participation /

\acknowledged, and supported /

/Ir.1dividual & Community \

Involvement
AEveryone in the community feels
connected to others

A Peopl e mafticipattih ag
social, civic, cultural, educational, and
recreational activities

A Opportunities ex
volunteer work

A Positive i mages
promoted

- J

Year 2018
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Planning and Review Process

Community
Local, State & Surveys /
National Data Needs

Assessing Assessment
the Needs
of Pierce

County

Program Key Informant/
Monitoring Stakeholder
Outcomes Conversations

Community Input

In developing the original 2016-2019 Four YearAr ea Pl an, ADRG6s pl anning pr
assessing and representing the needs of Pierce County residents included community input

collected through a variety of methods and with input from a wide group of individuals and

organizations, including:

Clients of ADR-funded services
Members of the target populations who are not ADR service users

1
1
1 ADR subcontracted service providers
1

Professionals from the health, long-term care and social service network throughout
Pierce County

1 Advocates and other stakeholders representing the needs and concerns of low income
people, older adults, ethnic elders, seniors in rural communities, adults with disabilities
and their caregivers

For the 2018-2019 Area Plan Update, ADR implemented a targeted follow-up survey of
contracted agency providers and other stakeholders to review and update findings from the
original community survey (see Appendix E).

Year 2018
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Role of Advisory Board

The ADR Advisory Board and its standing committees represent the interests of the public and
serves to advise ADR on the development the 2018-2019 Area Plan Update.

The Planning and Allocations Committee of the ADR Advisory Board was most directly involved
with the overall development of the Area Plan Update, including review of, and input on:

ADROGS mi ssi on, vi sion and values

Data gathered from surveys, stakeholders and other sources

Priority issue areas, goals and objectives

Service priority criteria and ranking of priority services

Community-based service needs and discretionary funding recommendations

Service funding enhancement and reduction policies and priorities

Current and projected yearsd revenues and

=A =4 =8 -8 -8 -89

For the 2018-2019 Area Plan Update, Planning and Allocations Committee members were also
responsible for hosting the Area Plan Update Public Hearing and for presenting public testimony
/ comment on the draft Update Plan to the full Advisory Board for review and recommendation
to the ADR Manager and the Director of Pierce County Human Services.

The Education/Public Relations/Advocacy and Quality Improvement/Customer Service
committees of the Advisory Board were also involved in helping to promote community
engagement in planning activities, contributing feedback about service needs / gaps, program
performance and improvement needs, and issue area goals, objectives and strategies.

Following the Area Plan Update Public Hearing, the full ADR Advisory Board reviewed public
comments and any proposed changes, and recommended final approval of the 2018-2019 Area
Plan Update.

Public Review Process

The draft 2018-2019 Area Plan was made available to the public on September 5, 2017 on the
ADR website and in print upon request. The draft Area Plan Update was presented at a Public
Hearing held in Tacoma on September 19, 2017. Written comments on the plan were also
accepted until September 19, 2017.

In addition to the required legal notice, information about the Public Hearing was disseminated
via the Pierce County Human Services website, ADRC E-News, and long-term care provider
network electronic mail list.

Role of Local Government

Following the Public Hearing, comments on the draft 2018-2019 Area Plan Update were
reviewed by the ADR Advisory Board, which then forwarded any recommended changes and
final draft for approval by the ADR Manager and the Director of Pierce County Human Services,
a department of Pierce County Government.

Year 2018
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Prioritization of Discretionary Funding
0@

Services to be considered for funding in 2018 were prioritized with the following questions in
mind:

V Does the program reach the priority / target populations, including those:
with low incomes?

with physical or mental disabilities?

who are limited English speaking or have other language barriers?
who are homebound or geographically isolated?

who are culturally or socially isolated due to racial or ethnic status, sexual orientation or
gender identity?

=A =4 =4 4 =4

V Does the program meet a basic need for food, shelter, physical / emotional health, safety or
assistance with normal daily tasks?

Does the programsupport t he personds ability to remain at
Does the program fill a service gap in the community?
Does the program help accomplish the Area Plan Goals and Objectives?

Does the program promote healthy lifestyle choices?

< < < < <

Does the program help avoid use of higher cost services?

Services to receive discretionary funding are listed in priority order below, with Level One being
the highest priority category of service. Services are further prioritized within the levels, with
one (1) being the highest.

Level One Level Two Level Three

1. Aging & Disability 1. Foot Care Services 1. Legal Aid Services
Resource Center (ADRC), | 2. Counseling Services 2. Kinship Caregiver Support
including Community 3. Evidence-based Dementia 3. Long Term Care

Living Program Intervention Ombudsman

Case Management
Family Caregiver Support
Home Delivered Meals
Senior Mealsites
Transportation

Falls Prevention

. Adult Day Health

NG A WN

Note: In-Home Personal Care and Senior Centers do not receive discretionary funds, so are therefore not
prioritized.

Year 2018
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Enhancements/ Reductions Policy

The following guidelines will be used in allocating additional discretionary funds should they
become available during the 2018-2019 Area Plan Update period. The policy for reducing
funding levels will be implemented as outlined below for the 2018 budget in the event
reductions are experienced due to Federal sequestration or cuts in State funding.

Enhancements:
If additional discretionary funds become

available, the following service areas will be
given priority consideration to receive

Reductions:

In the event ADR experiences a reduction in
discretionary funding at the state or federal
level, the agency will implement the following

supplemental funds:

x Aging & Disability Resource Center,
including the Community Living Program

x Any Level One priority service with an
increased service demand and/or waiting
list
1. Family Caregiver Support
2. Transportation

3. Falls Prevention

x Restoration of Level Two or Three priority
services that were previously reduced

1. Counseling Services
2. Legal Aid Services

3. Kinship Caregiver Support

strategies:

x  ADR will first consider funding eliminations
or reductions to the following Level Three
priority services that continue to receive
discretionary funding:

1. LTC Ombudsman / Elder Abuse
2. Kinship Caregiver Support
3. Legal Aid Services ** - Funding is
required to be maintained at a minimum
11% OAA 1II-B
x  ADR will next consider funding eliminations

or reductions to Level Two priority services,
beginning with the lowest ranked service

Year 2018
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Pierce County Population Profile

0@

General Population Overview

T Pierce Countybds e s tAprila201d das 859,400 baged onadata from
the Washington State Office of Financial Management (OFM). This population estimate
is used for the allocation of selected State revenues and differs from the U. S. Census
population estimate

T Pierce Countyds po®UISaGensasmatabisestimated ati861,312 1

1 458,920 (53.4% of the general population resides in the 24 incorporated areas of Pierce
County (OFM, 2017)

1 400,480 (46.6% of the general population resides in unincorporated areas of the County

(OFM, 2017)

T Pierce County population increased anb%esti mat e
and the U. S. growth rate of 3.3% between April 2010 and July 2014 (Census 2010 and
OFM, 2014)

Pierce County Population Age 60 and Over

1 The age 60 and over population represented an estimated 18.76 per cent of t he Co
total population (2015 U. S. Census, American Community Survey)

1 Between 2010 and 2015 the age 60 and over population increased from an estimated
130,452 to over 158,000. This is greater than an eight percent growth. (U. S. Census
Bureau)

1 Census data for 2015 shows that approximately 50.2% of the age 60 and over
population are women and an estimated 49.8% are men

1 Approximately three percent of the age 60 and over population resides in rural areas of
the County according to Census data

Year 2018
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Comparison of the United States, State, and County Age 60 and Over Population

Percentage of Total Population
Age 60 and Older

United States

Washington State

Pierce County

0% 2% 4% 6% 8% 10% 12% 14% 16% 18% 20%

Source: 2015 U. S. Census Bureau, American Community Survey, 1 year Estimate

Source: 2015 U. S. Census Bureau, American Community Survey, 1 year Estimate

Year 2018
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Select Data on Pierce County Age 60 and Over Population

Age Percent of Percent | Total in | Total Percent Total Percent
Group | Total County | of Total | Age Males | of Males | Females | of
Population Age 60 | Group in Age | in Age in Age Females
(843,954) and Group | Group Group in Age
Over Group
60-64 5.67% 30.29% | 47,871 | 22,908 | 47.85% 24,963 52.15%
65-69 4.64% 24.81% | 39,209 | 18,782 | 47.90% 20,427 52.10%
70-74 3.20% 17.10% | 27,035 | 12,558 | 46.45% 14,477 53.55%
75-79 2.11% 11.30% | 17,864 | 7,953 44.51% 9,911 55.49%
80-84 1.50% 8.03% 12,704 | 5,358 42.17% 7,346 57.83%
85and | 1.58% 8.44% 13,351 | 4,610 34.52% 8,741 65.48%
over
Total 187% | - 158,034 | 72,169 | - | | ===
Source: U. S. Census Bureau, 2015 Annual Population Estimates
Year 2018
Section B-1
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Population Estimates
Percentage of Total Population

Age 60 and Over

Age

Group*

60-64

65-69

70-74

75-79

80-84

85+

]l|||E

0% 5% 10% 15% 20% 25% 30% 35%

Growth of Age Group 60 and Over Between 2000 and 2015

Age Group 2000 2010 2015

60-64 23,771 44,435 (8.69%)* 47,871 (.77%)
65-69 20,266 32,316 (5.94%) 39,209 (2.13%)
70-74 17,888 20,198 (1.29%) 27,035 (3.38%)
75-79 15,048 16,158 (0.73%) 17,864 (1.05%)
80-84 10,149 11,310 (1.14%) 12,704 (1.23%)
85 and over 8,269 12,118 (4.65%) 13,351 (1.01%)
TOTAL 95,391 136,535 (43.13%) 158,034 (15.74%)

* Percentage is the increase between census 2000, 2010, and 2015. Source: U. S. Census Bureau

Year 2018
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Pierce County Population Age 60 and Over by Race and Hispanic or Latino Origin

(of any race)

Race and
Hispanic or Latino
Origin

Census 2000
Percentage of
Persons Age

Census 2010

Percentage of
Persons Age 60 and

Census 2015

Percentage of
Persons Age 60

60 and Over Over and Over
White or Caucasian 89.0% 85.4% 83.9%
Asian 5.0% 6.6% 7.2%
Black or African
American 3.5% 4.5% 4.7%
American
Indian/Alaska Native | 0.6% 0.9% 0.6%
Native
Hawaiian/Other 0.3% 0.5% 0.5%
Pacific Islander
Some Other Race 0.4% 0.7% 0.9%
Two or More Races 1.4% 1.4% 2.2%
Hispanic or Latino
Origin(of any race) 3.4% 2.7% 3.2%

Source: U. S. Census Bureau, Census 2000, 2010 AND 2015, American Community Survey (1 year estimate)

Year 2018
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Pierce County Population Age 60 and Over
Past and Future

Historical and Projected Growth of Age 60+
and Total Population

269,904 ’

( 257,200 1 I N I I N R
— 252002 XN I N I I N N

1,050,953

2040

3035

2030

ol 227752 Y I I R N

2020

999,657

2015 |@
2010 @
2005
2000 &
1990 &

& | |

1980

485,643

0 100,000 200,000 300,000 400,000 500,000 600,000 700,000 800,000 900,000 1,000,0001,100,000

mAge 60 & Over ® Total Population

Source: 2012 Washington State Office of Financial Management (OFM), Pierce Population Projections:
Intermediate Series
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Projected and Historical Growth of Total County and Age 60 and Over Population

Year County Total Age 60 and Age 60+ as a Percentage of Total
Population Over Population

2040 1,042,341 269,904 26%

2035 1,006,614 257,296 25.5%
2030* 967,601 239,185 24.7%
2025 923,912 215,291 23.3%
2020 876,565 182,754 20.8%
2015 831,944 150,765 18.1%
2010 795,225 129,133 16.2%
2005 755,900 126,097 16.6%
2000 700,820 95,391 13.6%
1990 586,203 83,009 14.1%
1980 485,643 64,931 13.3%

Source: 2012 Washington State Office of Financial Management (OFM), Pierce Population Projections: Intermediate Series (data
adjusted post census)

An estimated one in seven Pierce County residents (14%) was over the age of 60 in 2000.

Pierce County Population Age 60 and Over

Between 2000 and 2030 the age 60 and over population is projected to increase by an average of 160%
while the general population is expected to grow by almost 50%.

Between 2000 and 2030 the age 60 and over group is anticipated to grow as follows.

Age Range Anticipated Growth Rate
60-64 150%
65-69 195%
70-74 188%
75-79 148%
80-84 140%
85 and over 140%

Source: U.S. Census 2010

Year 2018
Section B-1
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Pierce County Population Age 60 and Over

By 2030 census data estimates greater than one in four Pierce County residents is projected to

be over the age of 60.

Projected Growth of Senior Population

2000 | | 14%
2015 I | 18%
2030 i i+ 24%
Source: U. S. Census Bureau, 2010
Year 2018
Section B-1
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Pierce County Population Age 60 and Over

Demographic Characteristic

' Current

Estimates

' Remarks

Number of persons

158,034 to
158,392

The Countybds age 6
grown at a rate of greater than 3.5 a year
2000 compared to the general population|
1.3 percent a year

Source: U. S. Census BuibAmerican
Community Survey

Number of White persons

132,890

Source: U. S. Census BugdipAmerican
Community Survey

Number of minority persons

25,502

Race Category Estimate

Asian 11,404

Black or African
American

7,444

American Indian an¢ 950

Alaska Native

Native Hawaiian anq 791

Other Pacific Islandsg

Some other race 1425

Two or More Races| 2,581

Source: U. S. Census BuibAmerican
Community Survey

Number of persons age 60 and over
Hispanic or Latino origin (persons of
Hispanic or Latino origin may be of 4
race)

5,068

Persons of Hispanic or Latino origin repre
3.2% of the total age 60 and over populat

Source: U. S. Census Bugtsh American
Community Survey

Number of persons at or below 1009
the Federal Poverty Level (FPL)

11,721

Sourced. S. Census Bure2@]5American
Community Survey

Number of White persons at or belo
100% of the FPL

4,475 (65 and
over)

Incomdoelowthepovertyevelage 55 and
ovey: 11,865

Source: U. S. Census BuggdilAmerican
Community Survey

Number of minority persons at or be| 2,258 SourceWA State DSHS R &D Analysis Di

100% of the FPL

Number of persons of Hispanic or L 938 (65 and | Incomdelowthe povertgvelage 55 and

origin (persons of Hispanic or Lating over) ovej: 2,558

may be of any race) at or below 100

the FPL Source: U. S. Census BuggdilAmerican
Community Survey

Number of persons liingiral areas | 39,599 Source: U. S. Census BuggdilAmerican

Community Survey

Year 2018
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Demographic Characteristic

Current
Estimates

Remarks

Number gfersonsvith disabilities

44,941**

Approximately 33.7% of civilian non
institutionalized persons age 60 and abov
a disability compared to 13.4% of the gen
population

Approximately 105,183 persons in the civ
noninstitutionalized general population ha
disability

SourcelU. S. Census Bure2@i]l 1American
Community Survey

**2015 WA State DSHS R &D Analysis O
estimates the number of persons with dis
at 32,654

Number of persons with limited Eng
proficiency

8,167***

Language spoken at homehititly to speak
English

1 An estimated 6% of the age 60 anc
population speaks English less thal
well compared to 5.6 % (42,123) of
general population

1 Approximately 11.1% of the age 6(
over population speaks a language
than Englisit home compared to 14
% of the general population

Source: U. S. Census BuggdilAmerican
Community Survey

**2015 WA State DSHS R &D Analysis O
estimates the number of persons with lim
English proficiency at 6,782

Number of persons with cognitive
impairments

14,593

2015 WA State DSHS R &D Analysis Div

Number of persons impacted by
Instrumental Activities of Daily Living

20,512

Number of Native American Elders

6,922

Persons age 60 and over represents 14.8
the total population (The male population
3,450 and the female population is 3,472

The total Puyallup Reservation and Off
Reservation Trust Land population is esti
at 46,816 (Males comprise 23,21&males
23,601)

Source: U. S. Census Bureau, 2010

Year 2018
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Demographic Characteristic Current

Estimates

Remarks

The Native American Tribes represq 1
in the PSA, indicating which have Ti

Puyallup Tribe of Indians

programs Source: U. S. Census Bureau, 2010
Veterans Status (based on a civilian| 94,493 (generi Percentage of veterans by age group in F
population 18 years and over) population) County

T 15. 9% of the Col
population are veterans

1 28.7% (39,066) of the total age 60
over population are veterans

Source: U. 8ensus Bured11American
Community Survey

All Population data is based on estimates obtained primarily from the U. S. Census Bureau,
Washington State Office of Financial Management, and other demographic sources.

All population data provided are estimates only. The estimates are subject to revision by the
population estimates data centers (U. S. Census Bureau and Washington State Office of
Financial Management). Consider exercising caution in using the data as information provided

varies depending on the source.

Year 2018
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Targeting Services

000

The Older Americans Act requires Area Agencies on Aging to prioritize services to older
individuals with the greatest economic and social needs, including low-income minority
individuals, persons with limited English speaking ability and those living in rural areas.

Aging and Disability Resources strives to ensure that services are available and accessible to
these targeted populations through outreach, community education, coordination/collaboration,
and implementation of appropriate programs and services.

Through our role as an Aging and Disability Resource Center, ADR also reaches and serves
individuals with disabilities under the age of 60, family and kinship caregivers, and individuals
from the Lesbian, Gay, Bisexual and Transgender (LGBT) communities in collaboration with a
broad array of community-based social service partners.

Relevant information pertaining to identifying, engaging and serving targeted populations is
referenced under the following sections of the Area Plan Update:

A Section A-3  Planning and Review Process

A Section A-4  Prioritization of Services

A Section B-1  Population Profile

A Section C Issue Areas, Goals and Objectives
A Appendix E  Public Process

A Appendix F  Report on Accomplishments

Year 2018
Section B-2
20




SERVICES PROVIDED THROUGH

;

Aging and Disability Resources

Description: Provides personal care for dependent adults in a supervised, protected, group
setting up to five hours per day. Services offered include social and recreational activities,
caregiver respite, training, counseling, meals, and other skilled services such as rehabilitation,
medication assistance and nursing assessment.
Providers Service Area
2 Countywide

ALZHEIMER'S/DEMENTIA RESOURCES

Description: Provides supportive services to caregivers providing care to persons diagnosed
ashavingAl zhei mer 6s/ Dementi a. Services are off
Support Program and include Skills2Care dementia consultation and Reducing Disability in
Al zhei mer 6s Di sease -baBeDAdmeprbgamy evi dence
Providers Service Area
2 Countywide

CASE MANAGEMENT
Description: Assistance in the form of access or care coordination for persons and /or their
caregivers who are experiencing diminished functioning capacities, which require the provision
of services by formal service providers. Activities of case management includes assessing
needs, developing care plans, authorizing and coordinating services, follow-up and
reassessment as required.
Providers Service Area
1 Countywide

COMMUNITY LIVING PROGRAM

Description: Program is designed to provide options for clients not yet receiving Medicaid
services but at risk of losing their current living arrangement and/or at risk of placement in a
residential facility. Supports include short-term in-home care; personal emergency response
systems; essential transportation, and miscellaneous one-time purchases to meet critical basic
needs. Services authorized through the ADRC.
Providers Service Area
4 Countywide

Year 2018
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FALLS PREVENTION
Description: Evidence-based programs, including Staying Active and Independent for Life
(SAIL) and Tai Ji provide exercise and education designed to improve strength and balance and
reduce the risk of falls among older adults.
Providers Service Area
2 Midland-Summit;
Lakebay, Home and Vaughn

FAMILY CAREGIVER SUPPORT

Description: Provides relief for families, or other caregivers, of persons eighteen years and
over with functional or cognitive disabilities, and older relatives caring for children under the age
of 18. Serves those providing primary unpaid care. Relief can be in the form of brief respite
from caregiving (provided both in and out of home), or through other supports such as
housework assistance, professional counseling or consultations. See Adult Day Care/Day

Heal t h, Al zhei mer 6s/ Dementia and Home Car e
Providers Service Area
17 Countywide

FOOT CARE

Description: Provides basic, pedicure-level foot care services for older adults 60+ years of age
who require assistance with this personal care task in order to maintain foot health and mobility.

Providers

Service Area

1

Countywide

HEALTH HOME CARE COORDINATION
Description: Provides comprehensive care management, care coordination, health promotion,
transition support, linkage to community-based services and supports to clients and families.
Services currently target high cost/high risk beneficiaries covered by Medicare and Medicaid
(dual eligible), as well as Medicaid managed care.

Providers

Service Area

1

Countywide

HOME DELIVERED MEALS

Description: Provides nutritious meals to eligible home bound participants, who by reason of
illness, disability, or lack of other supports, are unable to prepare meals on their own.

Providers

Service Area

1

Countywide

Description: Provides personal care assistance and other supports for persons having
difficulties with activities of daily living such as eating, dressing, bathing, toileting, transferring in
and out of bed, preparing meals, light housework, shopping, transportation to and from
essential services, etc. Services are authorized under the Chore, Medicaid Waiver programs
(COPES/RCL), Medicaid Personal Care, Community First Choice, Developmental Disabilities
Administration (DDA) or Respite/Family Caregiver Support programs.

Providers

Service Area

11

Countywide

Year 2018
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INFORMATION, ASSISTANCE, EDUCATION & BENEFITS COUNSELING

Description: Serves as the publicly recognized access point for those seeking information and
assistance regarding long term care services. Provides information, service referral assistance,
client advocacy, eligibility screening, outreach, education and options counseling.

Providers

Service Area

1

Countywide

emergent basic needs and school/youth activities.

KINSHIP CAREGIVER SERVICES

Description: Provides support to relatives raising children to include community education,
information and referral, advocacy and support, counseling and limited financial assistance for

Providers

Service Area

1

Countywide

rights, benefits, and entitlements of older adults.

LEGAL AID

Description: Provides legal advice, counseling, and representation in non-criminal matters, by
an attorney or other person acting under the supervision of an attorney. Advocates for the

Providers

Service Area

1

Countywide

PERSONAL EMERGENCY RESPONSE SYSTEMS

Description: Provides personal emergency response services authorized through the Family
Caregiver Support and Community Living programs. Service monitors the frail homebound
elderly or disabled adults by means of an electronic communication link with a response center.

Providers

Service Area

4

Countywide

LONG TERM CARE OMBUDSMAN

Description: Provides resident rights advocacy for residents of long-term care settings,
investigating complaints and working to achieve resolution.

Providers

Service Area

1

Countywide

MEAL SITES

Description: Provides nutritious meals to eligible participants in a group setting, typically
located in a senior/community center or other available congregate setting.

Providers

Service Area

5

24 sites Countywide
(serving ethnic and non-ethnic menus)

NURSING SERVICES

Community First Choice programs.

Description: Provides Registered Nurse consultation for medically fragile in-home care and
community residential clients, authorized under the COPES, Medicaid Personal Care and

Providers

Service Area

1

Countywide

Year 2018
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OLDER ADULT COUNSELING
Description: Comprehensive mental health assessment and individual therapy is provided to
older adults, primarily in their own home.
Providers Service Area
1 Countywide

SENIOR CENTERS

Description: Serve as community resource centers providing educational, social, and
recreational opportunities for older adults. Centers frequently provide nutrition and health
promotion programs. *Centers are awarded funds through a Request for Proposal process to
receive Pierce County General Funds for senior center operations.
Providers Service Area
8 Countywide

SENIOR DRUG EDUCATION

Description: Community outreach and education program designed to help raise the level of
awareness of the risks involved with drug use by seniors as well as provide safety tips that
seniors can use at home. Stresses the importance of safe drug use as well as effective
communication with health care providers and provides medication management tools.
Providers Service Area
1 Countywide

SENI OR FARMERS® MARKET NUTRITI ON PI

Description: Provides vouchers to low-income elders enabling them to purchase fresh, locally-
grown produce at authorized farmers markets.
Providers Service Area
1 Countywide

TRANSPORTATION

Description: Provides limited transportation for older adults who require transportation to and
from a meal site, social and health care services, senior centers, and shopping centers.
Providers Service Area
3 Countywide

Year 2018
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Community Services Not Funded By ADR
900

The following lists the types and location of additional services available in Pierce County that are
not funded by ADR. This list is not all-inclusive and not all services are provided countywide. These
services may be funded by private and/or other public fund sources.

Serves South East Key

Services all of Pierce Pierce Peninsula Tacoma
County County County

Al zhei mer 6s Resol

Case Management

Disability Services & Programs

X[ X| X| X

Elder Abuse / Domestic Violence
Prevention

Employment Services

Energy / Utilities Assistance

Falls Prevention

Family Caregiver Support

Food Banks

X | X X| X[ X| X

Health Promotion/Wellness &
Community Health

Home Health (Medicare Certified)

Home Repair

Household Assistance

Housing

XX X]| X| X

Information, Assistance, Education
& Benefits Counseling

Legal Aid

Mental Health Counseling

Senior Centers

Services to Ethnic Groups

Spiritual/Faith-based

Transportation

X[ X X| X X] X[ X

Volunteer Opportunities

Year 2018
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Long Term Services and Supports

900

What We Know Why It Matters

19% of Pierce County residents are estimated to
be over the age of 60! with that population
expected to increase to 26% by 2040. Older
adults comprise just over 63% of Pierce County
ADROG s
(LTSS) caseload in 2017 year to date

In-home care is the preferred and most cost-
effective LTSS setting?, with over 63% of clients
statewide receiving their care in-home at
approximately one-third the average annual cost
of nursing home care

Funding for Area Agency on Aging (AAA) care
management services, including comprehensive
assessment, care planning and service
authorization for LTSS, continues to lag behind
the real cost of maintaining those critical services

Pierce County ADR also coordinates a network of
community-based LTSS that includes in-home
personal care, equipment, home modifications
and other professional services to maintain the
health and safety of persons receiving Medicaid
LTSS

Since July 2015, AAAs have been involved in the
statewide implementation of the Community First
Choice (CFC) program, which refinanced the

St at e 0 aid iM®mea personal care program
and created a new model of person-centered
care

~N OO N

Medi cai d | o nsypports r

Increasing growth in the aging population will

continue to stretch the Medicaid-funded system
of in-home personal care and other community
supports, resulting in growing LTSS caseloads
and the need for additional case-handling staff

Over 37% of respondents to an ADR community
survey6 indicated in-home personal care was a

top need for adults with disabilities; over 30%
indicated the same for older adults. Fifty-four
percent of providers surveyed reported in-home
care was a top need of adults with disabilities;
91% agreed in-home personal care was a top
need of older adults’

Without adequate care management funding to
support the necessary staffing, critical services
such as regular in-home visits to ensure client
health and safety, are at risk

The management of overtime for contracted in-
home care providers, known as Individual
Providers or IPs, resulted in significant additional
workload for ADR Case Management program,
without sustained funding to support the new
activity

CFC will enable the State to continue its history
of providing quality in-home LTSS, while
improving client health and controlling Medicaid
expenditures

2015 U.S. Census Bureau, American Community Survey, 1 year estimate
WA Senate Ways & Means Committee, Long Term Care & Developmental Disabilities Budget & Caseload (2015)
Pierce County Aging & Disability Resources Community Survey (2015)

Pierce County Aging & Disability Resources Professionals & Providers Survey (2017)

Year 2018
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What We Know

The WA State Common Measure Set for Health
Care Cost and Quality® will require AAAs to meet
system-wide outcome measures for clients
receiving LTSS through new performance-based
contracts

WA State sought and received approval from the
federal Centers for Medicare and Medicaid
Services (CMS) for a Section 1115 Global
Medicaid Waiver demonstration project* intended
to continue statewide health system
transformation efforts initiated under the CMS
funded Healthier Washington State Health Care
Innovation Plan®

The MTPD includes two main LTSS programs,
Medicaid Alternative Care (MAC) and Tailored
Supports for Older Adults (TSOA) that will
provide a person-centered package of benefits to
a newly eligible Medicaid population

MTPD services will also include new supportive
housing and employment benefits to a targeted
group of individuals currently served by Medicaid

Why It Matters

1 AAA responsibilities for service procurement,

monitoring and evaluation to ensure the
availability and quality of Medicaid LTSS wiill
grow and be of increasing importance toward
meeting federal requirements of the CFC
program and State performance-based outcome
measures

The 1115 Global Waiver, now known as the
Medicaid Transformation Project Demonstration
(MTPD) will provide opportunities for reinvesting
Medicaid savings in expanded LTSS that result
in improved client health, better care
coordination and lower Medicaid expenditures.

As the Stateds close p
AAAs will be directly involved in developing and
implementing expanded MTPD services at the
local level, including authorization of
MAC/TSOA, supportive housing and
employment services to families, and
development of the MAC/TSOA service provider
network

3Washington State Common Measure Set for Health Care Cost and Quality (2014)

4Healthi er Washington,

Concept

Paper AGIobal

®Healthier Washington, WA State Health Care Innovation Plan (2014)

Year 2018
Section C-1
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Goal:

Issue Area: Long Term Services and Supports

Provide a network of effective person-centered care management and other community based services and

supports that enable older adults and adults with disabilities to receive needed care in their own home

Objectives Expected Outcomes Activities Time Frame
Start Date End Date
1. To respond to the growing ADR will maintain revised | la. Targeted hiring of care 08/01/2017 12/31/2019
numbers, diversity and clinical | care management case- management staff to
complexity of persons handling ratio of 1 staff to respond to specific language
requiring Medicaid funded in- | 85.5 LTSS clients, while needs and clinical
home LTSS meeting adjusted state specialties (i.e. mental
mandated quality health) to meet demands of
assurance benchmarks for | growing caseloads
care management services
1b. Analysis and revision of | 01/01/2016 12/31/2019
internal care management
case assignment process
. To provide person-centered ADR Medicaid LTSS care | 2a. Implement CARE tool 01/01/2018 12/31/2019
planning and care management staff will modernization focused on
coordination for persons with | demonstrate competencies | person-centered goal
significant health challenges in conducting person- planning
centered care planning,
?:Sdoﬁfggsfé”g d%ﬁg;‘;p;fgﬁt 2b. Coordinate Options 01/01/2016 12/31/2019
Counseling and Motivational
goals O -
Interviewing trainings for
care management staff
2c. Initiate, sustain and 01/01/2016 12/31/2019
expand collaborative
partnerships with other care
coordination and service
Year 2018
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Objectives

Expected Outcomes

Activities

Time Frame

Start Date

End Date

provider agencies serving
shared clients

3. To ensure a comprehensive
and coordinated system of
qualified and quality local

LTSS

ADR will meet identified
client needs for LTSS
through timely
procurement and ongoing
monitoring / evaluation of
contracted Medicaid LTSS

3a. Implement regular
review and analysis of LTSS
service needs and system

gaps

01/01/2016

12/31/2019

3b. Analyze service network
adequacy for MTPD services
and establish new contracts
as needed

08/01/2017

12/31/2019

4. To remain an active partner in

the implementation of
Washington
system transformation

St a;

ADR will be engaged in
the State's health system
transformation efforts and
look for opportunities to
improve coordination in the
delivery of LTSS

4a. Attend State
stakeholder meetings,
trainings, etc. related to
CFC, MTPD and
performance-based outcome
measures

08/01/2017

12/31/2019

4b. Engage in collaboration
/ coordination efforts Pierce
County Accountable
Community of Health (ACH),
including the Regional
Health Improvement Plan
Committee

08/01/2017

12/31/2019

4c. Review State quarterly
performance outcome
reports to monitor progress
toward outcomes
established in performance-
based State contracts

01/01/2018

12/31/2019

Year 2018
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Objectives Expected Outcomes Activities Time Frame
Start Date | End Date
5. To support State efforts in ADR LTSS Care 5a. Designate ADR Care 08/01/2017 12/31/2019
implementing MTPD Management staff will be Management subject matter
supportive housing and knowledgeable of and able | experts in the new
employment services to to authorize new MTPD Supportive Housing and
targeted Medicaid services Employment benefits
beneficiaries
Year 2018
Section C-1
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Delay of Medicaid-funded

Long Term Services and Supports

900
What We Know

1 The proportion of people 65+ in Washington
State is expected to grow from 14% to 20%
by 2020; the State spent about $1.4 billion
on long-term care for 60,000 low-income
elderly adults and adults with disabilities in
fiscal year 20138

I Since 2005, ADR has operated an Aging and
Disability Resource Center (ADRC). This is
part of a nationwide effort designed to
improve access by older adults and people
with disabilities to services and supports that
promote community living and personal
choice. Since that time, the ADRC has
helped 125,213 individuals via our telephone
help line and reached 76,671 individuals
through 1,216 community events. (Dates
inclusive Jan 2005-Aug 2015)

1 59% of Americans age 65 or older now go
online with 47% enjoying a high-speed
broadband connection at home. However,
Internet use and broadband adoption among
seniors falls off notably starting at
approximately age 75 (47% and 34%
respectively)®

1 828,000 adults are providing care to another
person in Washington State, at an estimated
value of $10.7 billion annually*®

1 Nationally, one in ten caregivers is 75 or
older; nearly half of all caregivers provide
care to someone 75+ years old!!

8Washington State Audd4)toros
9 Pew Research Center (April 2014)

WAARP Public Policy |
LTAARP Public Policy |
BAARP Public Policy |

— - -

5 35 S
" nu n
— o~ —~+

Cc cCcc

Why It Matters

Facing a growing aging population and
limited financial resources, the State must
evaluate models of service that will provide
high quality cost-effective care

A state-wide emphasis on providing
individualized LTSS planning i called
iOpti ons C-ghuongh ADRCsig O
intended to promote choice, flexibility and
community care over institutional care, while
delaying entry into more expensive Medicaid
services

The Stateds Community
(CLC) website is intended to provide easy
consumer access to information about
services and supports that will enable them

to maintain their independence at home.
However, there remains a persistent need

for live assistance andin-per son 0 O]
Counselingbo

Family support is often the key element in
allowing someone to remain at home.
ADR6s community 4hirdof e
respondents were providing unpaid care to a
family member

Older caregivers are more likely to be caring
for a spouse with Al z
dementia without other supports?!®

Of fice (Dec. 2

ivaluing the I nvaluable: 2015
& National Alliance for Caregi
& National Alliance for Caregi
Year 2018
Section C-2
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What We Know

The greatest risk fa
age. Most peoplsarewi t
diagnosed at age 65 and over

c
h

One-third of family caregivers are caring for
a person with Al zhein
dementia'?

44% of Washington families receiving Family
Caregiver Support Program (FCSP) services
are both functionally and financially eligible
for Medicaid-funded nursing home or in-
home care®®

Washington State sought and received
approval for a federal Centers for Medicare
and Medicaid Services (CMS) Section 1115
Global Medicaid Waiver demonstration
project

The MTPD includes two main LTSS
programs, Medicaid Alternative Care (MAC)
and Tailored Supports for Older Adults
(TSOA) that will provide a person-centered
package of benefits to a newly eligible
Medicaid population

41% of older adults living in Pierce County
report that their activity level is limited by
their mental or physical health'®

55% of older adults in Pierce County report
that they are living with a chronic disease!®

27% of older adults in Pierce County report
that they have fallen in the past twelve
months'’

Why It Matters

A growing aging population means an
increasing incidence
dementia; Al zheimer 6s
increase for Washingtonians age 65 and

over by 40% between 2015 and 2025%°

Medicaid-funded nursing home care costs 26
times more than the average annual
expenditure for a caregiver receiving FCSP
services?®

The Medicaid Transformation Project
Demonstration (MTPD) will provide
opportunities for reinvesting Medicaid
savings in targeted LTSS to family
caregivers that would delay full Medicaid
eligibility and reduce costs

As the Stateds cl
LTSS, AAAs will be directly involved in
developing and implementing expanded
MTPD services at the local level

0os e

The diagnosis of a chronic illness is
estimated to contribute to 187 premature
deaths among people 65 years of age or
older. Nearly 30% of deaths among Pierce
County residents are caused by heart
disease alone?!

Mental and physical health are interrelated;
older adults with poor mental health
experience worse outcomes when also
diagnosed with a chronic disease. Atthe
same time, mental health can be improved
through adoption of a healthy, active
lifestyle®?

12 Washington State Behavioral Risk Factor Surveillance Survey (BRFSS) (2007)

BWashington Department of Soci al & Health Services, ASupport
State Familiesd (Nov. 2007)
“Heal thier Washington, Concept PRPameWai Gleomal( 2Meadi)cai d Transf
Washington State Department of Health, @APierce County Chron
16 |hid
7 1bid
YAl zhei mer s Associati on
O®Washington Department of Soci al & Health Services, ASupport
State Familieso (Nov. 2007)
2L Tacoma-Pi erce County Health Department, APierce County Communi
2World HealthOrgani zati on Fact Sheet No. 381, AMental Health and OId
Year 2018
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What We Know

T Resul ts f Od7/conmrDriRyssirvey

health and wellness activities as one of the
top three needs of older adults in Pierce
County, but the cost of such classes was
identified as the number one barrier to
participation

Members of our provider network offer a
range of health and wellness services
including exercise classes, health education,
blood pressure and blood sugar checks, and
information sessions regarding chronic
conditions

Why It Matters

9 One-third of survey respondents reported

that all of their health and wellness services
are offered free of charge. Two-thirds,
however, reported that some of their classes
are offered at a fee. Health and wellness
programs must be affordable in order to
improve accessibility for older adults

Year 2018
Section C-2
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Issue Area: Delay of Medicaid-funded Long Term Services and Supports

Goal A: Provide community information and education about a broad range of long term services and supports (LTSS)

Objectives Expected Outcomes Activities Time Frame
Start Date End Date
Ensure accurate Pierce County Consumers will refer to the | 1a. Service provider 01/01/2016 12/31/2019
resource information is available | CLC and ADRC websites information will be entered
on the CLC website for services and supports in | into CLC resource directory
Pierce County as measured | 1p. CLC data base will be
by 10% annual increase in | maintained with annual
site views / visits reviews
. Collaborate with community ADR and the ADRC will be | 2. Maintain the following 01/01/2016 12/31/2019
partners to provide access to reliable resources for outreach and education
regular information / education locating information and activities:
based on emerging needs, assistance for older adults,
dev_eloplng news, and enroliment |nd|V|du_aIs le[h disabilities - Regular workshops
periods and their families /
caregivers as measured by | - Monthly ADRC E-
completion of regularly newsletter
scheduled monthly activities | - FCSP quarterly
newsletter
- Host monthly Aging &
LTC networking
meetings
. ADRC will nurture and expand Referral among ADRC 3a. Letters of collaboration | 01/01/2016 12/31/2017
community partnerships partners will be streamlined | will be signed by all ADRC
to result in expedited partners
consumer referrals, as - —
assessed by ADRC 3b. Recrylt additional ADRC | 01/01/2016 12/31/2019
Community Forum input community partners
3c. ADRC will develop client | 01/01/2018 12/31/2019
warm handoff protocols
Year 2018
Section C-2
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Goal B: Provide tailored supports and services to family/informal caregivers, enabling care receivers to remain in their
own home for as long as possible

Issue Area: Delay of Medicaid-funded Long Term Services and Supports

Objectives Expected Outcomes Activities Time Frame
Start Date End Date
1. Improve awareness of and The number of caregivers la. Continue to incorporate 06/01/2016 12/31/2019
access to FCSP services referred and screened for FCSP information in all ADR
FCSP through TCARE® will community education /
increase 5% every six months | outreach activities
1b. Continue to provide and/or
Co-sponsor regular caregiver
education opportunities
1c. Analyze TCARE® referral
and screening data every six
months
2. Improve access to FCSP ADRC information contacts by | 2a. Analyze ADRC caller 06/01/2016 12/31/2019
information and assistance | family / informal caregivers of | demographic data from the
for under-served color and with limited English CLC database every six
populations proficiency and those months
identifying as LGBT will
: 0 .
increase 3% every six months 2b. Translate FCSP brochures
into multiple languages
Year 2018
Section C-2
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Objectives Expected Outcomes Activities Time Frame
Start Date End Date
3. Expand targeted FCSP Medicaid-eligible care 3. Participate in statewide 08/01/2017 12/31/2019
services to Medicaid- receivers and their families will | planning and implementation
eligible recipients have access to services and of the Medicaid
supports Transformation Project
Demonstration (MTPD)
Year 2018
Section C-2
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Go al C: Provid

Issue Area: Delay of Medicaid-funded Long Term Services and Supports

e supports and

services for

families

and

caregiver

Objectives

Expected Outcomes

Activities

Time Frame

Start Date End Date

1. Educate community
members about brain
health, cognitive aging, risk
factors for developing
dementia and signs of
cognitive problems

Families and community
members will be

knowl edgeabl e
dementia and available
supports and services as
evidenced by an 80% or
greater positive survey
response

la. Continue to provide, co-
sponsor or participate in
regular caregiver education
addressing Al z
Dementia, including:

- Annual Pierce County
Al zhei mer 6s
Conference

- Annual iChal
Caregivingo

- Quarterly FCSP
Newsletter

- Regular caregiver
education workshops

d

|
d

1b. Partner with the

Al zhei mer 6s As
aging/disability network
members to plan and
coordinate targeted outreach/
education activities

1c. Develop and implement

annual surveys in designated
community areas to measure
awareness and service needs

07/01/2016 12/31/2019

Year 2018
Section C-2
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Objectives Expected Outcomes Activities Time Frame
Start Date End Date
2. Improve the ability of Caregivers enrolled in FCSP 2a. Coordinate with ALTSAto | 06/01/2016 12/31/2019
caregiving families affected | dementia-specific services will | develop TCARE®
by Al zhei mer 0] reportlower levels of stress management reports for AAA
continue providing care at burden and depression over use
home baseline as measured by the
TCARE® assessment after six
months 2b. Conduct measure of
TCARE® stress burden and
depression scores for
caregivers enrolled in FCSP
dementia-specific services
after six months
3. Improve capacity of the ADRC will demonstrate annual | 3a. Implement annual 01/01/2016 12/31/2019
ADRC to identify and improvement as measured by | assessment of the ADRC
respond to the needs of the Community Based dementia capability
i ndi vi dual s w| Organizations Dementia
dementia and their Capability Quality Assurance 3b. Implement appropriate
caregivers Assessment Tool training for ADRC staff or
(baseline to be established) | Other program improvements
as identified in the annual
dementia capability
assessment
Year 2018
Section C-2
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Issue Area: Delay of Medicaid-funded Long Term Services and Supports

Goal D: Provide evidence-based interventions that promote both mental and physical health in older adults

Objectives

Expected Outcomes

Activities

Time Frame

Start D

ate End Date

1. Maintain access to
evidence-based mental
health interventions for
older adults countywide

Residents of Pierce County will
be able to access brief mental
health treatment in a home or
office setting that is delivered
according to an evidence-
based model that is responsive
to their condition and needs

la. ldentify specific evidence-
based treatment approaches
for older adults based upon the
Substance Abuse and Mental
Health Services

Admi ni strati onf(
National Registry of Evidence-
Based Programs and Practices

1/1/2016

12/31/2016

1b. Collaborate with
contracted mental health
providers to implement
evidence-based mental health
interventions

1/1/2016

12/31/2016

1c. Work with contracted
mental health providers to
ensure that services are
accessible throughout Pierce
County

1/1/2016

12/31/2016

Year 2018
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Objectives

Expected Outcomes

Activities

Time Frame

Start Date

End Date

2. Continue to support evidence-

based health promotion/fall
prevention interventions

County residents will be
able to access free Staying
Active and Independent for
Life (SAIL) classes (an
evidence-based health
promotion/fall prevention
program) in at least two
additional underserved
areas of the county

2a. Collaborate with Pierce
Countyds Acco
Communities of Health to
explore potential new
sources of funding to
increase the availability of
free, evidence-based health
promotion/fall prevention
programs

1/1/2016

12/31/2019

2b. Disseminate
information about health
promotion and disease
prevention activities that are
available in senior centers,
community centers, health
clinics, and other
community-based
organizations via monthly
ADRC E-News, etc.

1/1/2016

12/31/2019

2c. Release a Request for
Proposal for expansion of
ADR-funded SAIL program
classes

1/1/2016

12/31/2016

Year 2018
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Issue Area: Delay of Medicaid-funded Long Term Services and Supports

Goal E: Provide services and supports to an expanded population of family caregivers and other targeted individuals, delaying
the use of more intensive Medicaid-funded services

Objectives Expected Outcomes Activities Time Frame
Start Date | End Date

1. To identify and engage family ADR will reach MTPD targets | 1a. Prior to MTPD roll-out date, | 06/01/17 | 12/31/18

caregivers and other individuals for projected clients to be clients currently on FCSP

who are potentially eligible for served in Years One and respite waitlist and/or receiving
Medicaid Transformation Project Two of the demonstration general case management
pemonstration (MTED) services services will be identified for
available under the Medicai :

Alternative Care (MAC) and Medicaid-eligible/at-risk care Egﬁ\s/lebrlsigrlmlgt]:)b:\l/llt?'/;[r)]dMAc or
Targeted Supports for Older Adults | F€CEIVers and their families TSOA

(TSOA) benefit packages will have access to MAC and

TSOA services and supports
1b. ADRC staff will educate 08/01/17 12/31/18
community members, agencies
and stakeholders about MTPD
services by participating in
community events and other
outreach opportunities

Year 2018
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Service Integration & Systems Coordination
90 @

What We Know Why It Matters

For persons with complex health conditions, the
healthcare system is fragmented, difficult to
navigate and poorly integrated with other
community and social supports

Care for people with chronic conditions accounts
for 77% of Medicaid spending for beneficiaries
living in the community23

From 2005 through June 2013, Pierce County
ADR participated in the Washington State
Chronic Care Management (CCM) pilot program,
which provided person-centered health coaching
and care coordination for high-cost/high-risk
Medicaid clients with one or more chronic
conditions

Since July 2013, ADR has provided Health Home
Care Coordination services for high-cost/high-risk
dually eligible Medicare/Medicaid beneficiaries -
modeled after the successful CCM pilot?*,

ADR has also contracted with managed care
organizations to provide Health Home Care
Coordination services for Medicaid-only
beneficiaries since Dec. 2013

The Health Home Care Coordination program
requires significant upfront work by ADR Care
Coordinators, which must result in a completed
Health Action Plan approved by the client prior to
receiving reimbursement for the service.

ZMollica and Gillespie (2003)

1 Between 2000 and 2020, the number of people
with multiple chronic conditions is expected to
increase by 35% nationwide?®

1 The Washington State CCM pilot resulted in
statewide savings of $2.5 million in medical
costs?’

1 Health Homes are designed to integrate and
coordinate all primary, acute, behavioral health
and long term services and supports with the
goalofhe | pi ng ac hi e v efbttiere
health, better care and lower costs

1 Broad adoption of the CCM or Health Home
model for Medicaid-only clients is a key strategy
of the Stateb6s Heal th
health system transformation

I State funds allocated for Health Home incentive
payments to lead agencies beginning in State
Fiscal Year 2018 will help, however as currently
structured, payment reform is necessary to
produce a Health Home model that is fiscally
sustainable for community based organizations
like ADR the long term

9 The Healthier Washington plan will test models
of payment redesign for state-financed health
care services, with a greater emphasis on
paying for value, not volume, through
implementation of Medicaid transformation
projects in collaboration with local ACH G s .
Agencies on Aging are uniquely positioned to
provide direct services, such as care transitions
services, funded under the MTPD Initiative 1

24DSHS HealthPath Washington Duals Integration Phase 1 (2013)

Z\Mollica and Gillespie (2003)
"\WA DSHS Research and Data Analysis Division (2014)

Year 2018
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What We Know Why It Matters

1 The Healthier Washington State Health Care

Innovation Plan?® seeks to achieve better health, 9 Tailored care transition interventions and health

better care and lower costs for persons receiving
State financed health care i often referred to as
t he At r. iUpderéVTRDilnitidtive 1, local
Accountable Communities of Health (ACH) will
implement local projects to support these efforts

ADR also participated as the lead organization
for a CMS Community-based Care Transitions
Program (CCTP) site in partnership with
Franciscan and MultiCare Health Systems and
Pacific Lutheran University School of Nursing
(July 2012 - June 2014). The goal of the CCTP
was to reduce rates of hospital readmission for
high-risk Medicare beneficiaries through
improved transitions between care settings

coaching provided through the local CCTP
demonstration resulted in a 9% reduction in the
overall readmission rate for program participants
readmitting to the same health system?8,

The project also identified clear factors for
successful interagency collaboration, as well as
areas to improve upon in the event funding
becomes available in the future to implement an
ongoing care transition service

Bhealthier Washington, WA State Health Care Innovation Plan (2014)
Bpierce County Responsive Care Coordination Program Wrap-Up (2014)

Year 2018
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Issue Area: Service Integration and Systems Coordination

chronic conditions and health challenges, by providing person-centered coordination of health and community

Goal: Improve health and reduce avoidable health care costs of older adults and adults with disabilities who face multiple

supports
Objectives Expected Outcomes Activities Time Frame
Start Date End Date
Educate Medicare / Medicaid Position ADR as aknown | la. Designate a Health 08/01/2017 | 12/31/2019
beneficiary members of Managed | and trusted partner to in the | Home / Care Coordination
Care Organizations (MCOs) delivery of Health Lead Care Manager
about the Health Home/Care Home/Care Coordination
Coordination service Services
1b. Implement a Health
Meet established enrollment | Home community outreach
and engagement targets for | and engagement plan
the Health Home/Care
Coordination program
Produce positive results for
clients receiving Health 1c. Establish baseline and
Home/Care Coordination analyze data to demonstrate
Services positive client outcomes in
areas such as:
9 Decreased PRISM risk
score
1 Increased level of client
activation using the
results of the Patient
Activation Measure
(PAM) surveys
Year 2018
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Objectives

Expected Outcomes

Activities

Time Frame

Start Date

End Date

1d. Regularly monitor
enrollment and engagement
levels for each MCO
contract, with a goal of 20%
engagement

1le. Continue to advocate for
reimbursement reform and
increased State funding for
Health Home / Care
Coordination services

06/30/2016

12/31/2019

2. Sustain collaborative
relationships with major Pierce
County health systems

Improved communication
and coordination will ensure
timely and effective
transition support for ADR
clients experiencing a
hospitalization

2a. Re-establish data-
sharing agreement between
ADR and MultiCare Health
System, to include
expansion of approved data
users

2b. Pursue finalization of
data-sharing agreement with
Franciscan Health System

2c. Seek potential funding
options to re-establish a
formal care transitions
program

01/01/2018

12/31/2019
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Objectives

Expected Outcomes

Activities

Time Frame

Start Date End Date

Engage with the local
Accountable Communities of
Health (ACH) to establish a role
in future health system
transformation activities, including
implementation of MTPD Initiative
1 projects

Needs of older adults and
individuals with disabilities
will be represented in local
ACH activities

3a. Participate in ongoing
local ACH meetings,
including the Regional
Health Improvement Plan
Committee

3b. Monitor ACH activities
and apply for local MTPD
Initiative 1 project funds as
appropriate

01/01/2018 | 12/31/2019
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7.01 Plan: Services to Older Native
Americans Pierce County and
Puyallup Tribe of Indians

A B
What We Know Why It Matters

1 The Puyallup Tribe of Indians is governed by 1 The Puyallup Tribe has a strong
a seven-member tribal council that is elected commitment to meeting the needs of its
by the tribal membership to three-year terms. members and is willing to invest in the
Tribal enrollment is reported to be about development of a staff infrastructure to
3,547 members, with only 1,327 living on provide culturally-relevant services and
Puyallup reservation land? supports that allow members to remain in

the community
1 10.4% of the Tribal members living on the

Puyallup Reservation and Off-Reservation 1 The Puyallup Tribe has expressed an
Trust Land are 55 years of age or older® interest in professionalizing their custodial
care services through the development of
1 The Puyallup Tribe provides numerous a licensed in-home care agency staffed by
essential services to its members, including culturally-competent, certified nurse aides

nurse case management, in-home care,
comprehensive medical, dental, and mental
health services, a Title VI senior nutrition
program, transportation services, and the
Elder Wellness Center

29 Kauffman & Associates, Inc. iWas hi ngt on State Department of Soci al and Heal tt
Tribal Initiatve Concept Papero (2015).
30 |bid
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Issue Area: Services to Older Native Americans
Pierce County and Puyallup Tribe of Indians (Policy 7.01)

Goals/Objectives

Jan. 1, 2018-Dec. 31, 2019

Activities

Expected Outcome

Lead Staff and
Target Date

Progress Report

Status Update for Previous Year

1. Continue to
enhance
communication
and build capacity
for care
coordination with
the Puyallup Tribe
of Indians by
holding minimum
of twice yearly
7.01 planning
meetings

la. Continue to strengthen
partnerships with Puyallup Tribe
of Indians representatives,
service providers, Native
American advocates, and others
that will enhance the connection
between Puyallup Tribe of
Indians elders and services

1b. Pursue tribal representation
on ADR Advisory Board as
vacancies arise

1c. Continue information
sharing, service and case
management coordination
between ADR/ADRC and tribal
nurse care manager team

1d. Schedule twice yearly ADR/
Elder Services meetings

Increased communication
and understanding
between the Puyallup
Tribe of Indians and ADR

Increased opportunities for
coordination and joint
project development

ADR Manager
ADR / ADRC
Staff

June and Dec. of
each year

1 ADR participated in the two-
day Money Follows the Person
Phase Il Tribal Summit held in
November of 2016.

1 At the end of November, ADR
participated in a meeting with
the Executive Director and
nurse case managers of the
Puyallup Tribe
Vulnerable Adult Services, as
well as representatives from
DSHS/Home and Community
Services. The meeting was
facilitated by staff from the
Office of Indian Policy.

1 ADR and ADRC staff will meet
with the Executive Director
and nurse case managers of
the Puyallup T
Vulnerable Adult Services
during the summer of 2017 to
discuss the possibility of
extending MTPD TSOA
(Tailored Supports for Older
Adults) services to eligible
members of the Tribe.
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Goals/Objectives

Jan. 1, 2018-Dec. 31, 2019

Activities

Expected Outcome

Lead Staff and
Target Date

Progress Report

Status Update for Previous Year

2. Continue to

2a. Participate in selected tribal

Increased referrals of

1 ADR staff provided information

increase events at the invitation of the clients between the ADR / ADRC regarding the 2017 Senior
awareness of Tribe Puyallup Tribe of Indians Staff Farmers Market Nutrition
services and and ADR Program to Puyallup Tribal
supports offered 2b. Explore interest on the part Health _Auth(_)rity staff, to the
by the Puyallup of the Puvallup Tribe of Indians Executive Director of Elder
Tribe of Indians i receiviz b : March, June, and Vulnerable Adult Services,
g training on topics : :
and ADR/ADRC | /"~ family caregiving Sept. and Dec. and to the Executive Director
through quarterly dementi a/ Al z hei of each year of the Elder Wellness Center
written the Long-Term Care of the Puyallup Tribe of
correspondence Ombudsman Program, etc. Indians.
26, Send nlomaton s A0 " mestng o mice e e
Director of Elder Services and _IP_leerrr;:]eCC;?g g%ﬁﬁg;ﬁ:ﬁg?ﬁe
the WeIIness_Center ona Executive Director of Elder
quarterly basis and Vulnerable Adult Services
as the Tribe continues to work
toward building an assisted
living setting to serve their
elders.

3. Provide 3a. Provide letters of support to i i
responsive grant projects when requested | Increased value as a ADR Manager | 1 g[;':rjfﬁg tshheaflijlgf_rmatlon
support and/or resource for the Puyallup sponsored Tribal Kinship Care
technical Tribe of Indians ADR/ADRC staff conference scheduled for

assistance as
requested by the
Puyallup Tribe of
Indians

3b. Share information regarding
conferences, trainings, and
other continuing education
opportunities around services
that both ADR and the Puyallup
Tribe provide (e.g., Chronic
Disease Self-Management

March, June,
Sept. and Dec.
of each year

April, 2017 with the Executive
Director of Elder and
Vulnerable Adult Services.

1 At the request of the Executive
Director of Elder & Vulnerable
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Goals/Objectives

Jan. 1, 2018-Dec. 31, 2019

Activities

Expected Outcome

Lead Staff and
Target Date

Progress Report

Status Update for Previous Year

senior nutrition programs, in-
home care) on a quarterly basis

Adult Services, ADR provided
copies of the
Turnod guide.

4. Collaborate with
the Puyallup Tribe
of Indians to
develop a
mutually agreed
upon 7.01
Implementation
Plan by holding a
minimum of twice
yearly 7.01
planning meetings

4a. Determine what service
needs exist that could be
addressed through joint
collaboration between ADR and
the Puyallup Tribe

4b. Collaborate with leadership
of the Tribeobs
Wellness Center to explore how
any needed services can be
provided to members in a
culturally-competent manner

4c. Explore joint partnership with
DSHS/HCS Region 5 to
coordinate 7.01 Plan with
Puyallup Tribe of Indians

Completion of a 7.01
Implementation Plan
between the Puyallup
Tribe of Indians and ADR

ADR Manager
ADR Staff

June and Dec. of
each year

ADR staff and the ADR
manager continue to reach out
to the Puyallup Tribe of
Indians to offer information,
assistance and support.
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A Livable Community for All Ages

= 2 2
What We Know Why It Matters

1 By 2025, adults 60+ years of age in Pierce 1 82% of Americans choose to age in place®
County will represent nearly 23% of the total
population 9 Critical issues of housing, transportation and
food security are essential for creating a livable
T Parti ci pan20k cammunigyhpud s community, especially for lower income
activities ranked transportation (1) and housing residents
(6) among the top needs of both older adults and
adults with disabilities 1 Responding to the needs of older adults makes
a community more livable for persons of all ages
1 About 45% of participants in an ADR survey and abilities®”

relied on others to drive them where they need to

go; 39% indicated minor home repairs to be their ¢ Reduced mobility due to age or disability can put
most significant housing-related need and over a person at higher risk of isolation and poor

36% reported not having enough money to mental and physical health®. The availability of

purchase food transportation impacts the ability to meet basic
needs of life including access to routine or

9 Transportation services in Pierce County, preventive services

including special needs, are primarily provided by
private transportation companies, community q

. : : . The special needs population is presented with
based services, and public transit providers P Pop P

specific and acute mobility challenges that force
a reliance on public, private, and non-profit
transportation services®®; the growing aging
population will put increasing pressure on an

1 Nearly 49% of respondents to a Pierce County already inadequate system

Human Services community needs assessment
stated food assistance was important to q

improving their current living situation3! Adequate nutrition and education are key

components to health, functioning, and quality of
life. Congregate and home delivered meals
provided through the Senior Nutrition Program,
and fresh produce accessed through local senior
farmers market nutrition programs assist
community elders in meeting a portion of their
nutritional needs

9 The overall food insecurity rate for Pierce County
is 15.2%. This represents the percentage of
households lacking access to enough food for an
active, healthy life, or are experiencing limited or
uncertain availability of nutritious food*?

31Washington State University, Division of Governmental Studi

Connections Needs Assessment Projecto, (April 2015)
;éFeeding America, fiMap the Meal Gap 20150 (2013 dat a)
Partners for Livable Communities

3 \bid

3 1bid

39Puget Sound Regional Counci Serfii EPSRCTCaosbl2@ld)e d oHumRaano (
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What We Know

56% of adults 60 and older self-reported their
nutritional risk as high*3

Meals and other food assistance are available to
seniors and others at over 100 locations
throughout the County; most cater exclusively to
a single targeted population

Over 67% of community-based service providers
responding to an ADR survey reported they were
only somewhat, or not at all familiar with senior
nutrition programs funded by ADR3*

61% of respondents to the Pierce County Human
Services community needs assessment indicated
affordable housing was important for improving
their situation®. Subsidized housing (43%) and
rental assistance (45%) were also noted as
important

Service professionals responding to an ADR
survey ranked accessibility as the top housing
concern of clients they serve, followed by
assistance with housekeeping and home repairs,
and affordability

Finding and maintaining affordable, accessible
housing is a significant challenge, particularly for
low-income residents with mental health or
substance abuse disorders

Pierce County Human Services offers a broad
array of supportive community services, including
those addressing special needs transportation,
housing-related issues and health/wellness and
nutrition education

Why It Matters

1 Potential exists for improvements, efficiencies

and increases in total persons served / meals
provided through improved coordination and
service referral between food / nutrition service
providers

Older adults and persons with disabilities prefer
to remain in their own homes; assistance with
minor modifications or repairs often help make
that possible

The newly implemented Medicaid
Transformation Project Demonstration (MTPD)
will offer new supportive housing benefits under
Initiative 3, which will be available to clients
served by Area Agencies on Aging*°

Natural opportunities exist for collaborations
within the Pierce County Human Services
Department to leverage existing resources and
expand access to programs for lower income
older adults and persons with disabilities
needing transportation, housing or nutrition-
related assistance

33PierceCountyAgingand Di sability Resources, fAWhat is Your Nutritiona
% pierce County Aging and Disability Resources Professionals & Providers Survey (2017)
Swashi ngton State University, Division of Gmonwueitynment al Studi
%onnect ions Needs Assessment Projecto, (April 2015)
Healthier Washington, WA State Health Care Innovation Plan (2014)
Year 2018
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Issue Area: A Livable Community for All Ages

Goal A: Improve mobility for seniors and persons with disabilities in Pierce County

Objectives Expected Outcomes Activities Time Frame
Start Date End Date
1. Maintain transportation services to | Monthly special needs la. Maintain Memorandum | 01/01/2016 | 12/31/2019
the Eatonville senior mealsite transportation services will of Agreement with the Pierce
be retained for all eligible Co. Human Services Beyond
participants the Borders program,
(16 participants/month i consistent with Federal
Aug. 2017) Transportation

Administration and
Administration for
Community Living

regulations
2. Continue coordination with internal | Attainment of 10% increase | 2a. Maintain current 07/01/2017 | 12/31/2019

and external stakeholders to in funding in the next knowledge of available

maintain and increase funding for | fynding to maintain current | State, regional and private

coordinated transportation special needs transportation | entities providing funding

programs targeted to seniors and | programs and expand opportunities in support of

other special needs populations transportation services community transportation

($1,273,600 1 current) Services

2b. Continue active
participation on the Pierce
County Coordinated
Transportation Coalition and
Puget Sound Regional
Council Special Needs
Transportation Committee

Year 2018
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Objectives

Expected Outcomes

Activities

Time Frame

Start Date End Date

2c. Support projects and
funding applications
originating from the Pierce
County Coordinated
Transportation Coalition and
others seeking funds to
maintain or expand
transportation services in
Pierce County

2d. Serve on panels and
other forums considering
applications for distribution of
funding for special needs
transportation in Pierce
County

Year 2018
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Goal B: Maintain or improve the physical and/or psychosocial well-being of older persons in Pierce County by providing
or securing appropriate nutrition services

Issue Area: A Livable Community for All Ages

Objectives Expected Outcomes Activities Time Frame
Start Date End Date
1. Serve high quality meals that Ninety percent of program la. Hold quarterly senior 01/01/2018 | 12/31/2019
meet the nutritional needs of participants surveyed shall | nutrition provider
older adults at the lowest report satisfaction with coordination meetings for the
reasonable cost meals served between purpose of training, technical
2016-2019 assistance and program
(comparative data used: improvement
g]oelziSI)sne data from 2014 1b. Obtain quarterly_
feedback from nutrition
program stakeholders and
provide reports to providers
2. Promote and maintain food safety | Ninety percent or more of 2a. ldentify and address 06/01/2016 12/31/2019
and sanitation standards of food service and fire safety | safety / sanitation trends and
contracted senior nutrition inspections shall be training needs in
programs conducted within 30 days of | coordination with contracted
expiration of previous senior nutrition providers and
certification community partners
One hundred percent of all | 2p, Establish consistent,
nutrition program staff or defined protocols in
volunteers responsible for | coordination with contracted
handling food shall maintain providers and Community
a current f oo partnerstoassure
certificate adherence to state and
federal nutrition standards
Year 2018
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Objectives Expected Outcomes Activities Time Frame
Start Date End Date
3. Increase awareness of community | One hundred percent of 3a. Develop informational 01/01/2018 12/31/2019
members and service providers participants in ADR funded | materials for community
regarding availability of senior nutrition programs distribution outlining ADR-
food/nutrition and other will be informed of other funded nutrition programs,
supportive services in Pierce supportive services and/or supportive services and
County nutrition services at intake other community resources
and re-enrollment
4. Expand availability of home Number of home delivered | 4a. Coordinate with 09/01/2017 | 11/30/2017
delivered meals to older adults meals will be increased to contracted home delivered
older adults in targeted meals providers to identify
communities targeted communities /
populations to be served with
expansion funds allocated in
State budget
4b. Initiate and measure 12/01/2017 06/30/2018
expanded services to
targeted communities /
populations
5. Increase senior congregate Culturally appropriate senior | 5a. Coordinate with 01/01/2018 03/31/2018
nutrition services to targeted congregate nutrition contracted senior congregate
populations services will be available to | nutrition providers and other
LGBTQ older adults community stakeholders to
identify service needs and
explore appropriate service
models
Year 2018
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Objectives Expected Outcomes Activities Time Frame
Start Date End Date
5b. Provide needed training | 04/01/2018 06/30/2018
/ technical assistance to
contracted service providers
5c. Implement 07/01/2018 12/31/2019
recommended model of
congregate nutrition service
Year 2018
Section C-5

58



Issue Area: A Livable Community for All Ages

Goal C: Ensure older adults and persons with disabilities have access to available housing assistance programs

Objectives Expected Outcomes Activities Time Frame
Start Date End Date
1. Improve community awareness Referrals of older adults and | 1a. Coordinate with PCHS 01/01/2018 | 03/31/2018
of Pierce County Human persons with disabilities to Community Services and
Services (PCHS) housing- PCHS housing-related Community Action divisions
related programs programs and services will | to identify housing-related
increase assistance programs
(baseline to be established) | available to Pierce County
residents
1b. Develop relevant 04/01/2018 06/30/2018

materials for distribution at all
ADR outreach/education

events
2. Support State efforts in . ADR LTSS Care 2a. Designate Care 08/01/2017 | 12/31/2019
implementing MTPD supportive | Management staff will be Management subject matter
housing to targeted Medicaid knowledgeable of and able | experts to provide ongoing
beneficiaries to authorize new MTPD training / technical
services assistance to Care

Management staff regarding
the new MTPD Supportive
Housing benefits

Year 2018
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Area Plan Budget Summary

000

Fiscal Considerations

1 Federal Sequester i Federal cuts to non-defense, discretionary programs, including the Older
Americans®é Act wer e f iBudgdtcompromises suspertdeddequestratidn0 1 3 .
cuts in Federal Fiscal Years (FFY) 2014-2017, however unless another compromise is reached
to again raise budget caps, Area Agencies on Aging face further reductions in FFY 2018.

9 State Revenue Increases i Additional funds were approved in the 2017-2019 State biennium
budget, providing a two-percent increase in State funds for AAA Case Management, Family
Caregiver Support and Senior Citizens Services Act in State Fiscal Years 2018 and 2019, as
well as supplemental funds for home delivered meal services.

9 Health Home Care Coordination for dually-eligible Medicare / Medicaid beneficiaries i
Additional revenue is anticipated due to general caseload growth and initiation of new managed
care contracts, as well as additional State funding approved in the 2017-2019 biennium budget

 Medicaid Caseload Growth i ADR projects increased funding to address anticipated growth in
the Medicaid LTSS client caseload; future Medicaid revenue at risk under proposed per capita
caps

1 Medicaid Transformation Project Demonstration i The Centers for Medicare and Medicaid
Services appr oSeaiah 111% Gobdb VMealitas GVaiver proposal, which will allow
the State to reinvest a portion of Medicaid savings into targeted services that are designed to
delay or reduce the need for Medicaid LTSS, including additional supports for eligible family
caregivers.

Major Revenue Sources

i  Older Americans Act'i Federal 1  Family Caregiver Support i State / Federal
1  Senior Citizens Services Acti State f Medicaid i State / Federal

Discretionary versus Non-Discretionary Funding

Generally, revenue to Pierce County Human Services - Aging and Disability Resources comes from the
State and Federal governments in two forms:

Discretionary 1 Funds that are provided with the | Non-Discretionary i Funds that are earmarked
flexibility to be spent on local needs, determined | for a specific program or purpose. ADR does not

at the local level. Examples of discretionary have a choice on how to spend these funds.
funded services include Foot Care, Counseling Examples include Family Caregiver Support and
Services, and Transportation. some nutrition program funds.
Year 2018
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