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About Health Reseach for Action

Health Reseah for Action—formerly the Center for Communityelviess—is located in the UC Berkeley
School of Public Health. Our mission is to condestaach and translateridings fom that eseath into
policies, poducts, and psgrams thateduce health disparities andeate healthiemore empoweed
communities. All of our work is conducted in partnership with the people living in these communities.

Applied reseach and evaluation.The centes'reseach exploes the key factors thaffeft individual and
community health for child¥n, teens, pants, and elders. Our special focus is racial/ethnic minorigesnt
immigrants, people with disabilities, people with low literacy skills, and other ungedsgoups. V\& work
closely with these gups to design and evaluatéeetive policies and inteentions.

Interventions to reduce health disparities.Meeting the needs of divers@gps is critical toeducing health
disparities. The centefiMdiness Guidavailable in English, Spanish, and Chinessponds to the needs of
families fom pregnancy thwugh old age. OuPaents Guid@yvailablen English,SpanishChineseKorean,
and Metnamesgncludesimportantinformationfor parentsand multigenerationahouseholdsand our HMO
guides, available in English and Spanish, atated materials help consumers navigate health systems. A
falls pevention workbook and training pgram for low-income seniors in Pennsylvania is intendeedoae
falls and impove mobility The center is also leading a statewide initiative toongthe eadability and
usability of information for health caiconsumers, and has initiated school-basednams to support under
represented minority students in achieving academic success and pursuing health careers.

Policy development.Our staf is involved in policy analysis and advancement at the local, state, and national
levels. Aeas of policy development include mat@rand child health, eldeare and senior health, health
access, health communication, e-health, and enmental health.
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Executive Summaly

This project is one of the most congirensive assessments to date of issl&®d to hospitaio-home
transitions for seniors. Thegject comprised analyses of peeviewed studies and seconyglaiata, focus
groups with cagegivers and pviders in diverse communities, intgews with poviders and policymakers,
and case studies with families and isolated senicehiae identigd many important actions to impve
transitional cag through intewentions to empower seniors and theiregfvers with information about and
access to communitgsouces, though specialized training of @riders to enhance their ability to ser
vulnerable seniors in diverse communities, anduigh system- and policy-level changes. Thoggat was
funded by the Gaton and Betty Mo@ Foundation.

KEY FINDINGS

Care transitions are an increasingly critical and sickef with little or no information on carin
health and social poblem for seniors and their the home. Patients and egjiivers—especially non-
caregivers.Hospitalization can be a ting point English speakers—have diffity finding information

in the lives of seniors, whose physical and mental about condition-specifiand home ca, whee or
health often deteriorate after dischar Many older how to get help, eligibility for home and community-
adults experience bakdowns in car during the based satices, home moditation, and cagiver
transition fom hospital to home. Thissults in support. Informal caggivers (familyfriends, and
high rates of poor outcomes arehospitalization. neighbors) play vitalales in assisting elders after
Patients and cagivers & on the eceiving end of a dischage, but they a seldom included in dischge
badly fragmented system of eaand both medical planning and eceive little or no training in home ear
and caegiving support during the hospital-to-home or support for their oles.
transition ae inadequate.

Training of professionals seving seniors does not

We are failing to meet the needs of vulnerable adequately addess discharge planning and home
populations. Some seniors arat vey high risk care. Inadequate training for disctge planners

for rehospitalization and ineased morbidity and is a key eason why informal cagivers & not
mortality after dischare. Elders with multiple receiving the information and training they need.
medical poblems, functional defits, cognitive Most dischage planners, whether nurses or social

impairment, emotional mblems, and poor general workers, do not know the seices available in their
health ae at particular risk during this transition.  communities, and they cannot tledore relay that

Racial/ethnic minorities, non-English speakers, information to patients and their families. Physicians,
immigrants, and older adults living alone and in  nurses, social workers, and otheppiders sering
poverty ae also at high risk. Informal eagivers seniors need specialized training to understand the
also face health risks and iraised mortality &m needs of older patients.

providing complex car. A one-sizetB-all appoach
to transitional ca is not suffiient, given the ethnic Care in the community is fragmented.Home

and economic makeup of the Bayearand most and community-based séce poviders operate

areas of the United States. independently of each other in their communities, a
consequence of being adminig@rand funded by

Seniors and caegivers ae not prepared. As a patchwork of state and local agencies. In addition,

hospital stays have been shortened and health carlack of availabilityunderfunding and conittting
costs have risen, disclgarplanning has deeased eligibility requirements for seices esult in waiting
in many hospitals. Patientseadischaged “quicker lists, delayed car and unmet needs. The episodic,



acute, and institutional focus of cent long-term 7. Defne transitional car as an explicit priority of
cae policies and funding is outdated. A policy shift  professional associations, health systems, and
needs to occur emphasizingepentive ca and govenmental oganizations.

chronic cae management in the home rather than in - _ o
skilled nursing facilities. In addition, meattention 8. Change policies to impve the availability and

needs to be given to the continuity and atination quality of transitional ca: Recommended policy

of cae and to integrated delivesystems that extend changes include the following:
beyond medical carto incorporate health and social . ppymote policy and mrgram changes to

sewices and cagiver training and support. Medicae, Medicaid, the Older Americans Act,
and In-Home Supportive Saces and in@ase
funding for community sesices though these
RECOMMENDED ACTIONS " 4 ’

programs to support &fctive dischaye planning

Our findings suggest the need for a wide range of and transitional cax

actions tageting seniors and informal egivers, Simplify pogram eligibilityExpand cas
providers, and health systems, as well as policy integration models that eate single points
changes to supportfettive transitional car Key of access to determine eligibility and connect
recommended actions include the following: seniors to multiple seices.

Support and evaluate demonstratiomjects in

1. Implement d&ctive cag coodination acoss sites, enhanced dischge planning and transitional

and leverage the potential of botlopiders and cae, including in-home swices.
peer volunteers to help senioecover safely at
home. Develop new privacy/coufientiality policies

so that information can be sleat acoss cas
2. Pomote family-cented cae to ecognize the vital ~ settings with informed patient consent.
role of family and informal cagivers in helping
seniors after a hospital stayd the critical
importance of assessing theegives own needs

for information and support to assuguality cae Amend state and federal family leave laws to give
in the home. workers the right to marflexible schedules so
that they can mvide cae while continuing to
3. Implement risk/needs assessment at several stageswork.

before a hospitalization, upon admission and prior
to dischage fom the hospital, within 72 hours
after dischage, and at later stages.

Rewad physicians and hospitals that ingme
patient outcomes anakduce ehospitalization.

Undertake home assessments, and invest in
home modifcations and durable medical
equipment, to ensér safe@covey in the home.

4. Develop educational materials for seniors and Expand eligibility for public pygrams to meet

caegivers to help them navigate the system of the needs of the gwing number of vulnerable
cae and povide condition-specifiand diect seniors.

assistance during and after a hospital stay

5. Train health cag providers in dkctive dischaye
planning and transitional car

6. Improve the cultural, linguistic, and literacy
competencies of all pviders.



Backgound

People ages 65 and oldeeahe fastest-gwing segment of the U.S. population. In Califiaralone,

the population over age 65 isgpected to inoease by marthan 200% over the next 50 years. As this
demographic &nd continues, a much Iger number of older adultse@expected to use in-patient health
cae. While some will not be able tetum to the community because of a debilitating igjor iliness, most
will be dischaged to home. The transitionoim hospital to home is a crucial stage in theovey of elders
from injury or iliness, and for some family members, it is thet fioint at which they assume a egiving
role. Consequenthattention to hospital dischge to home or hospice @should be a key component of
health and long-term carplanning.

A primaly goal of short- and long-term @ain the community is to help seniors function at the highest
possible level and maintain independence for as long as possible. Hatie\wFcoming inaasingly

difficult for dischage planners to help patients meet this goal. As older adults continue to be released fr
the hospital after shorter stays and in weaker condition, there eagegneed for post-disclygr sevices at
home. Reseah has epeatedly shown that such gees ag curiently insuffcient, unaffordable, and diffiult

to maintain. This ina@ases the bdens on informal cagivers and puts disclged seniors at considerable
risk for poor health outcomes.

Some seniors arat especially high risk following a hospitalization (e.g., those with multiple medical
problems, dementia, depssion or other mental healthglnlems, isolated seniors who have no informal
caegivers, non-English speakers, immigrants afagees, and those in poverty or the near poor). Rédsear
also shows that informal agivers & at geater risk for health pblems and in@ased mortality as asult

of the demands of cagiving. Accating to the Caggiver Health Edécts Studycaegivers whoeport mental

or emotional strain associated withegiving ae moke likely to die than non-cagiving contols?

Low literacyand especially low health literatyalso a serious @blem among seniors moving tlugh the

health cae system. The U.S. Healthy People 201(hdsfhealth literacy as “the degrto which individuals

have the capacity to obtain,qmess, and understand basic health information andcesrneeded to make
appmopriate health decisions.” Although teeae no overall estimates yet of the health literacy of the U.S.
population or of seniors, therae assessments of selected populations. One stiMgdi€ae benefiiaries

age 65 and above in selected managed heakhptams in four states found that inadequate orgimat

health literacy rangeddm 27% to 44% for English speakers araifr40% to 76% for Spanish speakers,

with significantly higher rates of inadequate or giaal literacy among those 85 and oldémother study

of public hospital patients found wetow health literacy among participants age 60 and older; these patients
had difficulty reading medication instructions and other advice caringrtheir health car3

1Schulz, R., Beach, S. (199¢yidag as a Rk Fctor for Mortality: The Casgiver Health Eécts StudyJournal of thenderi@n Medial Associatio@#82(23): 2215-2219.
2Gazmaraian, J Baér, D,Williams M., &ker, R., Scoff, Geen, D, Ehrenback S., Ren, &nd Eplan, J(1999). Héth Lieracy Among Medicae Enollees in a Managed
Cae OganizationJournal of thenderi@an Medial AssociatioB81(6): 545-551.

3Williams M., Brker, R., Bak D, Rrikh, N., Bkin, K, ®@ates W., NurssJ (1995) nadequae Rinctional Health Léracy among Rtients affwo Rublic Hospitalslournal of the
American Medial AssociatioB74(21): 1677-1682.



Seniors ae a gowing and
increasingly dierse pat
of our @mmunities. The

policies we set nav can

al ect the well-being of

seniors and their families

for decades 6 come

Another important consideration for populations with low health literacy is whethdedtstheir utilization

of health cag sevices andesults in higher medical costs. Studies have shown that patients with low health
literacy eceive fewer pventive setices, fequently fail to follow medication instructions, have worse health
outcomes, and armoe likely to have higher utilization of seces. A ecent study of seniors aled in

Medicae managed carplans found that emgency oom costs a signifcantly higher for seniors with low
health literacy than for seniors with adequate health litéracy

For seniors and cagivers with low health literadye transition fom the hospital to home psents an
added risk. These gups usually éceive little information at disctg® to help with ecovey at home, and
the information that is mvided is not written at accessib&ading levels or in culturally and linguistically
appopriate formats. Even when literacy is not a barseniors and cagivers & given information that
does not addess their specificonditions and carneeds and that does not help them obtain theices they
need. Few cagivers eceive any training be®their cae recipient leaves the hospital.

Is the Bay Aza pepaed to lespond to the giwing need for impsved dischage planning and transitional
home cae sevices? Wher ae the gaps in seices, and who is at gatest risk? What changes will irape
patient safety and pwent eadmission? Wh support fom the Godon and Betty Mo@ Foundation, this
project,From Hospital to Home: A Strategic Assessmentané idbe San Francisco BagAas sought to
answer these questions and toyide a comphensive understanding of the transitionakoaeeds of Bay
Area seniors and their eagivers.

+-_ “'ﬁ“ R
A it

“Howard, D, Gzmaraian, J Rrker, R. (2005]he inpad of low Health Liéracy on the Medical @sts of Mdicae Managed @re Enollees
TheAmeri@n Journal of Medicih&8 (4): 371-377.



Demographic Ppjections of the

The number of Califarias seniors is expected to neathan double by 2050. Califoia now has 3.5 million
people over age 65. This number is expected teasm to mathan 7 million over the next 45 years. The
greatest gywth will be among those age 85 and o]denose numbers armpjected to gow over 300%.

Acute and chonic health poblems will incease as the population ages. Among persons age 65 and older
more than half have some form of disability; the rateepiorted disability in@ases with age. African-
Americans and Hispanics age 65 and oldeort higher rates of disability than non-Hispanic Whites.

Older Califonians will be moe ethnically diverse in the futar By 2050, it is estimated that Whites will
make up only 31.2% of the ovéb age grup, while the poportion of Hispanics and Asians will iease
dramatically to 41.3% and 17.9%g3spectivelySocioeconomic, racial/ethnic, and cultural factors, as well
as language and literagyill be incieasingly important to consider in designing support systems for aging
Califomians and their cagivers.

Disability Prevalence by Age

Disability

80%

70%

60%

50%

40% F——

30% F—

20% fF——

10% g————

65 to 69 70to 74 75t0 79 80 and older

Source: U.S. Census Bureau. (2001). FAamericans with Disabilities: Household Economic Studies, 1997.



Project Scope and Methods

The goal of the Hospital-to-Home study was to advance the understanding of the needs of older adults
transitioning home after a hospital stagluding the needs of patienfsale recipients) and their cagivers
befor, during, and after dischge. The objectives weto:

Assess the sgces available in each of four study counties in Norntl@galifomia (Alameda,
San Francisco, San Mateo, and Santa Clara) for patients agivear during this transition.

Assess unmet needs of patients andgigers in each county during this transition.

Identify populations that & especially vulnerable during this transition and assess the special needs of
these populations.

Identify potential inteventions to incease access togees for patients and their egjivers during the
transition fom hospital to home.

The poject analyzed the transition experiences of seniors and their inforragiveas (familyfriends, and
neighbors who a not paid to povide cae) in the above four San Francisco BaggArounties. The study
team identifed potential inteventions and@commendations tbhugh a eview of the scientdiliteratue

and thiough case studies, focu®gps, and interiews with seniors, cagivers, poviders, and policymakers
(including poject Advisoy Boad members and national experts).

Our reseazh shows that some intention strategies have helped to addr signifiant gaps in post-hospital
cae. A variety of these evaluated inttions a@ described in thReview of LiteratiThe literatue review
also identifes appoaches to immving dischage planning, post-dischge cae, and on-going carfor
chronic conditions. Rymising strategies include the following:

Assessing, at admission, the needs for home-basadeseimpoves hospital-based discharplanning.

Dischage planning supported by an intésciplinaly team, follow-up seices, and monitoring helps to
reduce ehospitalization.

Empowering patients to navigate the healtlestem though use of a personal healttod in
collaboration with a transition coach—typically a geriatric nurse practitioner—helps to identify and
respond to patients’ questions (e.g., identifying signs of a worsening condition, obtaining needed
information, and understandingasons for taking medications). Outcomes included sigmiiy

reduced rates ofahospitalization.

Post-acute or transitional-@asevices (often delived by advanced-practice nurses or social workers
as part of intatisciplinaly teams) that continue for some period following disgharan help mviders
detect early changes in patient condition, changatinent plans as needed, and\pde support to
caegivers.

Hospice sesices, which & commonly povided in the home and support both the patient and the
cargivey seve as a model for aathat could impove outcomes for many older adults living with
chronic, unstable, but long-lasting medical conditions, such as heart diseas@c ¢hing disease,
cancerand HIV A wider application of the hospice model might allow older adults who currently
end up in long-term carfacilities to@main in the community



Project Scope and Methods

The strategic assessment included the following companents

1. A comprehensive literature review: This encompassed the hospital-to-home needs of seniors and their
caegivers and included an examination of pestiiewed studies both within and outside the United
States, including inteentions that wexformally evaluated.

2.Qualitative reseach: Sewices, poblems and unmet needs, and informatiesauces decting patients
and caegivers during the hospital-to-home transition @examined. Resedr components included the
following:

20 caegiver focus gups (in multiple languages and involving 166 participants, including health literacy
assessments of 37 English-speakinggiaers)

4 provider focus grups (nurses and social workers)

45 key-informant inteviews with serice poviders

17 key-informant inteviews with policymakers

16 interviews with poject Advisoy Boad members

36 cae-recipient health literacy interews

5 in-depth longitudinal case studies etently hospitalized seniors
3. Seconday data analysis:

An assessment of dischardata for the four study countiesrr the Offte of Statewide Health Planning
and Development (OSHPD), Calificas statewide hospital dischge database, to examine the most
common medical conditions at discharin this aea compard with national data &m the 2001

National Hospital Dischge Suvey

Development and analysis of aemiving module in the “Golden Bear Omnibus” statewide random-digit-
dial telephone swey of Califonia residents in August 2005. A subset@dpondents who identd#d as
unpaid caegivers werasked a series of questions about caring for an older adult.

Analysis of aging, oagiving, and demssion data &m the longitudinal Study of Physical Performance
and Age-Related Changes in SonomansA[REB).

5See the companioreport Fom Hospital to Home: A &tgic Asessment of Etdez in the & Fanciso Bay #ea, Réew of Liteaturefor complete results
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Key Findings and Recomment

Absolutelywe waex totally in the dark, we knewethese some services that can be availakéeeally didn’
know wherto ind [them]... My mons social worker was vendiareach and we kept leaving messages, and
finally we just came to knawnfia friend who happened to tell us howdadpiirem and how to geteheied

papers.
—Caegiver

Family memberseauntrained in how toetor people. People dischaed because they dorget hospital

criteria. Caagivers a not trained in level-ofecageds, especially transfer skills; agiveas get hurt.
—Povider

Dischage planning is nonexistent. It occurs in the last hour of the ho#isitabstategrated, and no time is

spent on it in the hospital.
—Policymaker

The key findings pesented in thisaport wee strongly supported fsm many sowes, including older
patients, cagivers, dischge planners and other hospital §thibbme and community-based si&e
providers, and policymakers, ancearonsistent with studies examined in our literatmview?

The teport is structued to focus on eightrfdings, with accompanyinggcommendations and action steps.
While thee is necessgpioverlap among these kepdings, we selected this way oepenting the fidings to
give a moe comprehensive perspective on each issue andmmended action.

Recommendations to impve transitional carae tageted to seniors and informal egivers, to pyfessional
sewvice poviders and health systems, and to federal and state policymakers. Haleweetical poblems
we have identiéd in our study would be best adeised though concurent implementation of these
recommendationsWhile working to changepoliciesthatinhibit hospitaldischage planningand community-
based post-acute @&rwe also need to enhance the training of/jafers in moe culturally competent

care and dective dischaye planning, and to educate seniors and their informaigbaers about obtaining
community sevices and mviding safe carin the home.

¢ See the Review of Liteature.
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Rehospitalization is one

of the poor outmomes
frequently associatd with
inadequate dischage

planning and suppot.

Key Findings and Recommende

FINDING 1

Care transitions ae an inceasingly critical health and social pblem for seniors and
their caregivers.

In our review of nearly 100 studiesported between the caegiving ole. While specifi actions a needed
1985 and 2001, we found that the transition of to better pepae seniors and informal eagivers for
elders fom hospital to home hospital dischage, as described in Findings 4 and 5,
was associated with high rates dhere is also a need for muchdader awasness of
poor outcomes after discltg,  the potential risks associated with&aransitions.
including rehospitalization.

Caregivers in our focus gups RECOMMENDATION 1.1

reported being unpepaed
because their canmecipient was
dischaged fom the hospital
prematuely Many felt that

. . ACTION1.1.1
their cae recipient was rushed
out of the hospital. They felt Launch a public information campaign to educate

that prematue dischage, often  Seniors and their families about issues associated
| with inadequate information, ~ With hospitalization and the transitionofin hospital
put the patient at risk for complications and the ~ to home and other carsites. Emphasize personal
caegiver at risk for health pblems associated with Stories to dramatize potentialgibiems following a

hospitalization.
FINDING 2

Some seniors arat vel high risk for rehospitalization and ina@ased morbidity and
mortality after dischage.

Increase public awaeness of transitional cae
issues for seniors.

Elders with multiple medical pblems, functional
deficits, cognitive impairment, emotionalgiriems,
and poor general healtheat particular risk during They don’t kmohav to askdr sevices
this transition. Povider and policy key informants
reported that we ar failing to meet the needs of
vulnerable seniors, and emphasized that a one-siz
fits-all appoach to transition seices is simply not
sufficient, given the ethnic and economic makeup ofermible because Irared to this country alone with my
the San Francisco Baye&r husband. My two. childen ae in El Salvadao | felt |

Non-English speakae isolated dm sevices

—Provider

ef really washprepaed for it and emotionally | felt

had no supporbfn anyone.
Diverse populations arat high risk: —Caegiver

Non-English speakers, racial and ethnic
minorities, and recent immigrants face language
and cultural barriers and often do not understand
verbal and written communication.

12



Problems with Hospital-to-HomeTransitions

Distharge planning is inadequate. Patients lack caregivers or other advocates.

Trangtional care isnat coordinated acosssStes Resources are limited, especially for those facing
Higibility is inconsistert. language and cultural barriers.

The system is biased toward institutional care.

COMMUNITY-BASED
SERVICES

Problems/barriers with CBS:
Lack of referrals to needed services

No information to help families compare qualit
of services

Lack of centralized services, requiring Vvisits to
many sites

Delays in accessing services

Cost and unavailability

Inadequate training/high turnover of workforce

Lack of transportation

Problems/barriers in the hospital:

Little or no discharge planning

Limitations of nursing paradigm/medical model
No home assessment before discharge

Poorly trained discharge planners wr

Providers not trained in geriatrics or culturally ‘
competent care

Caregiver not included in unit of care

Lack of incentives for good transitional care

<

Problems/barriers at home:
No post-discharge follow-up
Lack of caregiver training and support

Inaccessible information (due to language/litera
barriers)

Unrealistic expectations of caregivers’ abilities

13



Key Findings and Recommended Actions

Hospitals discriminate against the [poor] aagmor I find that so many of the agencidsey’ll do all

if you'e Latino. For example, ¢heee an American  kinds of things as long asg@aoibut if you have
and a Latino [at the hospital] and always they’ll giveany kind ofesouces, theyrnot helpful. | mean if
prefeential teatment to the American and will leave you’e willing to pay for theng bt easy to know

the Latino aside, even if the Latino persenl dist. whee to go.

Tome, thad' discrimination. . | cart even speak just —Caegiver

thinking about it.

. Low-income seniorssufier a range of hdships
—Caeqgiver

associated with living in povertgey informants
pointed out that, unlike middle-income seniors,
low-income seniors do at least qualify for public
programs. Howeveimpoverished seniors face

many other barriers to ocarsuch as lack of
transportation and other social supports and access
to cake facilities.

Accoding to the Califonia Statewide Suey of
Caregivers (CSSC), emyivers eported two barriers
to the use of seices: poviders not speaking their
language, and saces not being &red by people
similar to then.

Isolated seniorshave no one to act as their advocate ) o )
. o The uninsured have vey limited access to séces
when they a ill or hospitalized and no one to help

with post-hospital cagiving needs and planning. and lack the esouces to pay for seices.

At dischage, mary seniors ae They ae especially at risk when the short-termser ) )
o . . High-income seniorsare not immune to the
weakened and disoriered. For vices covegd by insurance plans run out, because ) i ] o
_ _ . . . ! impact of diseases with a high den of caegiving,
those without caegivers, the isolated seniors have no informalegivers to _
_ , , . such as Alzheimsr’even though they may be able
post dischage risks ae high. prowde Cae.

to purchase seices. Having the money to pay
Aft for cae takes away one saerof stess but does
er | came homeiin the . . . .
not eliminate the emotional impact of having a
hospital, I had a [home health aide}jepjlitating condition or being the aagiver for
for a few weeks who helped me  someone who does. Even seniors who camcato

it 9
cancelled her because they said m?lcceptablquahty

insurance didreover it. | haven People with depressionalso have an important

washed my hair in two weeks.  yisk factor Deplession is associated with a variety
Can you imagine? of health and functional pblems and has
—Isolated Senior health implications for both canecipients and
caregivers. Cagiver depession may worsen with
Middle-income seniorsdo not qualify for public the additional strain of cagiving. In particulara
programs yet often lack thenéincial esouces to husband health status may inease the wifetisk

purchase the carthey need. The CSSC also found for depession.
that high cost was a common barrier tovéeg usé.

"Shartach, A., Dal SanT., lehning A., Gustaon, K lee, S., Ah, E.,dx, B, Chev, 1, & Hung/\. (2005)Family Garegiver SuppdrRoject Summagurof Ativities:
YearOne. Bekeley, CA: Uniersiy of Calibmia, @nter br the Alvanced Study ofging Sevices

8bid.

9lbid.
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Improving the cultural

competencies of the work-
force will help us each
diverse seniors mar

al ectively.

RECOMMENDATION 2.1 Offer financial incentives for health ear
organizations to enhance and expand bilingual
Improve cultural, linguistic, and literacy staf competencyEnsue that hospitals can gain
competencies of poviders. access to some type of federal or state funding to

meet federally mandated language accessibility
requirements.

ACTION 2.1.1
Improve cultural and linguistic training of ACTION 2.1.2
health pofessionals in hospitals and home anthcrease the dege to which health carpofessionals
community-based seices. interact with and lear about the communities they

sewve.
Examine existing training models (such as

those developed by the American Society

Requie medical and nursing students to perform
on Aging) for wider application.

rotations in community clinics that aknown
to efectively sare seniors with diverse racial/

Include cultural and linguistic . i
g ethnic/language backmnds and literacy levels.

competencies in the training of fueur

health pofessionals. Bring community epresentatives to speak at btaf

meetings in hospitals and home and community-
based safices, to povide information and

training relevant to the carof specifi local
communities.

Identify opportunities for ongoing
training and for einforcing this training
(e.g., though mandatoy certification of
unlicensed workers and state licensing
requirements for clinical mfessionals).

FINDING 3

Transitions can be dangeus for seniors, and their caris seldom codinated.

Dischage fom hospitals to home caican be Providers and policymakers etgsed poor
dangeous for seniors. In addition, seniors often  communication between hospitals and home
make several transitions after leaving the hospital and community-based séces, poor education
(e.g., to skilled nursing facilities foehrabilitative of hospital personnel on communitgsouces,
cae, then to home), yet no singlegwider monitors and language barriers as majoolgems placing
the patient awss cae sites. Theasult is ineffiient  seniors at risk.

car coodination and mistakes in aarsuch as

multiple physicians pscribing medications thatear

contraindicated for the patient. Even when public or

private case-managemenbgrams a utilized, they

are often not bought into the dischae planning

process until after the patient has arrived home.
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Key Findings and Recommended Actions

The eceiving pwider gets inadequate médion. .. We need some sort of advocate, perhaps trained
Thee is a lack of infoation fdw fom the hospital to  volunteers, who can follow the patenttifie dischger
dischage planning, communityecaranagers, therapistgto their home to confithat the homeeservices ar
family members. implemented. This person would have the authority to

—Policymaker make calls andrange services if thés a pblem. \&/
need this bridge éstart services and confithat] the
Information doesn’ services that should be in place #act in place.
follow the person in —Povider

atimely way. ..

Orders likeahab can RECOMMENDATION 3.1

take a week. Servicegmprove discharge planning and transitional
stop and start. Or thecare across sites, and begin discharge planning

and doedrknow what
ACTION 3.1.1
the patient had done

Create a consent mechanism that enables patients

to appove sharing of information amonggwiders

setting. (and volunteers) at inpatient, outpatient, and post-
—Policymaker dischage cae sites.

- 1.0
y % q
i “ I3
Thee is also a need for an ongoing contact person * Use a “Durable Power of Attary” model or add
to assess seces, assist withrfancial and coverage a space on the HA¥A form.

previously in another

Dischage planning
should begn well

before the patient . .
determinations, and pwvide support. However

leaves the hospital _ _ _ Begin this pocess beferhospitalization, if
_ , with the exception of those who carfcadl private possible, to get a head start.
and family caegivers, . !
) case management and the small number of disabled
such as this husband Provide consent forms in several languages and

and frail elders who qualify for case management
programs funded by Medi-Cal, eacoodination is
rarely available to communitesidents. The lack

should be involved. in low-literacy formats, and explain the purpose

and importance of this consent.

of in_hospitaL post_dischge p|anning means that Include informed consent to sleimformation
patients’ needs ar in both electonic and non-electmic health
not identified or records.

addressed until they When the patient leaves ACTION 3.1.2

have aleady arrived the hospital setting and
home. Serices may
not start for days or
weeks, particularly
if programs have peison they can turn to
waiting lists.

Assign esponsibility to hospital sfadr volunteers
goes home and treeae to follow up with patients after disctg®, to enswe
questionghees no one that they ae getting needed sdces. (See Action
3.2.1 for ecommendations on follow-up as part of

risk assessment.)
for information.

—Policymaler
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ACTION 3.1.3

Increase the use of eacoodination positions to
monitor and support patients after dischar

before admission when possible, at admission, leefor
dischage, within 72 hours after dischge, and at
intervals up to six months after disclyar

Eliminate the inflence of adverse
financial incentives (i.e., for
hospitals to dischae patients
befoe the diagnosisetated goup
[DRG] average length of stay is
exceeded) by establishing ear
coodinator positions in local
community oganizations that ar
independent of the hospital.

Have cag coodinators educate
hospital dischage planners
on transitional car needs and

Determine who will conduct the risk
assessment(s). Calimate this esponsibility

with dischage planning and post-discloe

cale coodination. Identify fhancial incentives

to compensate parties for assuming this
responsibility and to enserthat risk assessment
is followed up with serices after dischge.

Assess the risks for and signs of éspion and
other mental or behavioral pblems in both car
recipients and cagivers. Enserthat sevices
are available if needed.

resouices.

Develop a set of standrfor risk assessment
and begin by assessing the highest-riskigs;
expand the scope of assessment as models
demonstrate goodesults.

Patients oten leave

Link cae coodinators with peer advocates and

the hospital with new calegiver support grgrams.

ipti d . .
prescriptions an Create a feedback loop with egivers to shar

inadequate instrudions. InfOI’matlon about ca.

Link measues to evaluate the eféicy of
risk assessment, such as tracking hospital
readmission rates and changes irecemsts.

There ae potentially

ACTION 3.1.4

Encourage lmader adoption of fiancial incentives
that link cross-institutional performance togr
vider pay—such as the pay-fperformance
demonstrations begun under the Centers for
Medicae & Medicaid Sesices (CMS). Examine
the piocess for unintended consequences of healthby the Family Cagiver Alliance), anceview use
system changes, such as the risk shifting that of risk assessments in othefoefs (e.g., Califorias

occuried with the implementation of DRGs. Acute and Long-drm Cae Integration Pogram).
Assess the potential of adopting these models.

dangerous interactions

with medications the
ACTION 3.2.2

Identify existing and emging risk assessment

models (e.g., cagiver assessment principles and

guidelines being developed tlugh a national &rt

patient is aleady takng.

RECOMMENDAI'ION 3.2
ACTION 3.2.3

Work with health cae systems to incorporate risk
assessment into the discpamplanning pocess;
integrate risk tools and information into elextic

ACTION 3.2.1
health ecods as these systems develop under federal
Develop a framework that could be used at or lBefor, 4 nqates or to meet a systeawn goals.

admission to assess seniors’ risks for post-digehar

Implement risk assessment of seniors and
caregivers.

problems. Risk tools should assess medical, psyche-  ACTION 3.2.4
logical, social, and eneinmental factors for patients
andcaegivers (including health statusopimity of
caregiver to patient, and ability of emiver to po-
vide cae in the home). Conduct risk assessments

Assign esponsibility to hospital sfadr volunteers
to follow up with patients after dischge in oder to
ensue that needed seices have been obtained.
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Key Findings and Recommended Actions

RECOMMENDATION 3.3 Ventures Experience Corps and work with
organizations that have experiencerpoting
Reward hospitals that incorporate longitudinal communityinvolvementby seniorg(e.g.,
risk assessments to captug changing health status Planning for Elders in the Central City in San
and needs. Francisco, UC Berkelsgenior Leaders éject,

and the NeighbeHelping-Neighbor Rigram
developed by Jewish Family & Chiéhs Sevice
ACTION 3.3.1 in West Palm Beach, Florida).

Use pospective payment systems under which
facilities could be paid meiif they use risk assess-

ments to impove patient outcomes, teduce e

hospitalization (andeduce moe expensive skilled Expand existing hospital-basedgrams and
create new ones to train seniors volunteering

in hospitals to povide follow-up calls to
dischaged patients.

Provide esouces for seniors to use in advocating
for their peers.

nursing cae within integrated health systems), and to
better secue needed in-home saces after dischge.

RECOMMENDAIION 3.4

Develop peersupport programs that use seniors
as volunteers.

ACTION 3.4.1

Implement and evaluate a pilotqgram that trains
seniors as volunteer peer advocates who assist ot
seniors and their cagivers during the hospital-to-
home transition.

Courtesy of the R Depattment of Ajing

Examine and adapt existing peatvocacy

_The peer-helper modelused in Mals onWheels and HICABould help
models such as the Health Insurance Counseling

.. bridge the gap betveen the curent state of postdischaige suppot for
and Advocacy Bgram (HICAP) and Civic

FINDING 4

Hospitals do not pepare patients and caggivers adequately for dischge.

seniors and what is needed

Lamgely as agsult of eimbursement policies based Data fom the Califonia Statewide Suey of

on diagnosiselated goups (DRGs), patientsear Caregivers show that informal emjiver use of
dischaged “quicker and sickérAs hospital stays education and training seces in 2002 was

have been shortened and healtheceosts have associated with pventing the movement of the
risen, many hospitals have minimized discjear cae recipient into long-term car*® Howeveyin
planning. Dischage planners arpoorly trained; our study patients and cagivers eported eceiving

they ae ovewhelmed by lage caseloads and do not little or no training in home car The esult is a
have time to prvide adequate sdces to patients.  devastating l@akdown in continuity of ca,

patients and cagivers must fend for themselves
©Schalach, et al 2005. after dischage.
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E/en my dentist since | had some dental wark dalhed that evening and said, “How galoarg? Has your
bleeding stopped?” And then you go into the hospital and hagemajod Siou go honwe. dort’ hear fom
these peopleau¥nowyou ag in pain. They might tell you, uh, yoedeess . come back or give us a call, come

to the emgencyaom. Thad'the extent of disgieainfomation or instictions.

—Cakegiver
RECOMMENDATION 4.1 RECOMMENDATION 4.2
Provide training for patients and their family Involve clinicians more fully in the discharge
caregivers. process and training.
ACTION 4.1.1 ACTION 4.2.1
Form partnerships with existing egiver Develop checklists with specifinformation by
organizations to develop and distribute specifi medical condition. Have physicians and nurses use

information for caegivers on post-acute eaiasks,  the checklists to tailor their attention and guidance
including bathing, lifting, and injections, as well as to the specifi needs of patients during the transition
self-cae for caegivers. to home. Encourage pfessionals to use checklists
when eviewing issues and home eareeds with
patients and when pwviding patients with take-home
copies. Develop and pmote the use of practice
since the patient turpand is so glkidVe need a systerarfdisbarg planner guidelines supporting the use of eathecklists,

Dismargz plannes don’t have enough time to dedicate to planning

and seek adoption of these guidelines by medical
associations.

to engag comranity patness in the planning.

—Provider

ACTION 4.1.2

Develop hospital and home-based patient and
informal caegiver training modules specifio the
medical needs and conditions of diverse patients
after dischage.

ACTION 4.1.3

Create Car Support Centers in hospitals for
education and training, wherpatients and family
cakegivers can watch videos and DVDg] fprint
and online esouces, connect with volunteers, and
be refered to community-based cagiver support
programs and in-home séces.

Caregivers ae often faed with daunting medical cae tasks akr dischage.

Training for caegivers is an essential paof e! ective transitional cae.
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Key Findings and Recommended Actions

RECOMMENDAI'ION 4.3

Support and evaluate implementation of new

RECOMMENDAIION 4.4

Incorporate transitional care into the program

JCAHO indicators on hospital discharge planning priorities of r elevant federal organizations.

and transitional care as part of the hospital
accreditation process.

ACTION 4.3.1

In response to implementation by the Joint
Commission on Aceditation of Healthcar

ACTION 4.4.1

Shae theseesearh findings with elevant
govenment agencies anécommend that

they include transitional caras a priority
within their aleas of oversight (e.g., ensuring

Organizations (JCAHO) of additional indicators to cultural competency of health eaproviders

assess thefettiveness of disctge planning and

transitional cag, ecommend that an independent

and poviding high-quality ca¥ to undersered
populations). Include the Administration on

study be funded to assess compliance with new  Aging, the National Institute on Aging, and the
JCAHO equirements. The study will ideally include U.S. Department of Health and Human\Segs'’
several health camiganizations, and be struced to Office of DisabilityAging, and Long-&rm

ensue the anonymity of @anizations to encourage Car Policy as well as the Health Resces

their participation and identify mblems that

might be impeding compliance with new criteria.

and Sevices AdministratioaBureau of Health
Professions and Beau of Primar Health Cae.

Consider at an early stage imposing no penalties for

compliance poblems so that hospitals can get
feedback without fear of losing aeditation.

FINDING 5

Seniors and cagivers ae not informed or trained in critical home-cameeds after a

hospitalization.

Patients and caregiverslack the information and
training critical to ensuring safe recovery at home.
They have difficulty finding information about
amyriad of issues, including medical problems;
home care; care for specific conditions; whereto go
and whom to cdll for help both during and after a
hospita stay; digibility for home and community-
based services and how to arrange them; home
maodification; caregiver emotional and physica sdlf-
care; and information in the patient's and caregiver's
language(s). According to the California Satewide
Survey of Caregivers, information, education and
training were the services most commonly used by
informal caregivers, but information was aso one
of the services most frequently reported not to meet
caregivers needs.!t

 Schalach, et a] 2005.
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Caregiversin our study reported that the information
the hospitas provided was inadequate, incomplete, or
uncoordinated. They did not know what information
to look for, and they found hospital staff—especialy
physicians—unhelpful. They needed individualized
information in multiple forms: verbal, written, and
video. These issues were intensfied for non-English
spesking patients and caregivers.

| didnt know what questions to ask or whahatfon
to even look faWhat is important for me was to have
someone that had a family member who waghttire
similar issues basically that theanfsawent tlmugh . .
suigeries or an illness. Basjdhky would tell me what

question® askthedoctgwhatquestion® askthesocial



The peson ging
home and theiarhily
have no idea and
undestanding of what
it takes to managat
home. .. If they aen'’t
aware of sevicesthey
don’t knw hav to try
to get them.

—Provider

worker or the nurse find out what infolation to ask 2. Resowe guides andeferrals that pgmote better

for | didnt know wherto get a lot of infoaition to begin access to home and community-baseises:

with, but | didheven know what to ask. Information on community seices (AAAs,
Medicae, Medicaid/Medi-Cal, senior centers,
volunteers, paratransit, etc., with key contacts
highlighted)

—Cakegiver

RECOMMENDAIION 5.1

Eligibility criteria for serices
Develop and distribute new esources and

increase awaeness of existing esources. Facilitated eferrals

Caregiver support prggrams
ACTION5.1.1

) i 3. 24-hour telephone support thugh advice and
Produce educational materials aradated esouces

_ information lines, especially about whep get
to addess the pe- and post-dischge needs of help when poblems arise at home or with in-
diverse seniors and eayivers. Theasouces should home sevices

provide integrated, easy-to-use, and culturally
appiopriateguidance in the following aas for
readers with a range of literacy levels.

4. Individualized, condition-specdinformation(in
multimediaformats,including print, DVD/video,
and Intenet):

1. Information to empower patients andgmnote Information tailoed to the patierd’and familys
advocacy by the carecipient: needs
How to talk to your doctor Care advice, danger signs, and phone numbers

for getting help
Your rights while in the hospital

How to navigate and negotiate the system

Information Sources Used by Caregivers

© Television

@ Radio

© Newspaper
Family

© Friends

0O Advice from Neighbor

@ Own Experience

@ Internet

© Support Group

(I Social Worker or Discharge Planner
Advice from Health Care Providers

( Other

(® Refused to Answer/Don’t Know
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Key Findings and Recommended Actions

ACTION 5.1.2 Organizations that train andfef continuing
I . education to poviders, such as the American
Increase the awaness and availability of existing . .
] _ i Society on Aging

resources that help seniors and egivers with the
hospital-to-home transition. Form partnerships Employee assistance and et@dg pograms,
to distribute esouces befa, during, and after such as those feffed by lage employers
hospitalization though: ACTION 5.1.3

Adapt existing information models for use in
transitional cae. For example, adapt hospice

' materials for use in post-disclggrhome ca, and
adapt information to multimedia formats to enhance

Physician grups and health systems

Organizations that see seniors, such as AAAs
senior centers, and adult day health centers

Organizations that see caegivers, such as usability and impove access to people with low
Family Caegiver Alliance and the Alzheinser’ health literacy
Association

FINDING 6

Professionals serving seniorseanot adequately trained in ffctive dischage planning,
post-dischage home ca, and transitions a@ss cae sites.

Inadequate training for dischge planners is a key  patients and cagivers fom diverse backgunds

reason why informal cagivers a not leceiving and with limited English language skills. Reskar
information about appriate sevices and training  shows that dierences in language and cukucan

on how to povide cae. Most dischaye planners, have major impacts on the quality and safety of,car
whether nurses or social workers, do not know the and that disparities in health sé&res and outcomes
sewices available in their communities. are associated with race, ethnicénd language.

This [home health aide] who had 12 years of expeﬁEheedoctor yelled at us because nobody was able to
was very loving to my motBet she coultdréad communicate with him. He said in a very angry tone that
a themometeiShe coulditake blood esswe. She an interpeter was badly needed at that time and [asked]
couldrt’keep the bloodepswecuf on. She didiknow  why my daughter who understands English left. He yelle
how | told her exactly how to transfer my mother andt us that he ditimeed people like usuad, what he

she let her fall thesfitime by not following any of the needed was an intetpr

directions that | gave.her —Caegiver
—Caegiver
Reople don't kmoabout seices that aravailable
Physicians, nurses, social workers, and other
providers also need specialized training to
understand the needs of their older patients and to
enhance their cultural competency to betteveer and comnmity-based seces ancesources

and the hospital doesn't tell thlemong hospital
distharg plannes; RNs don’t kmoabout home

Social woeks ae a little better

—Provider
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RECOMMENDAIION 6.1

Enhance training and education of poviders.

ACTION 6.1.1

Develop pofessional training modules on disoger
planning and transitional car

Many medical Gapovides ae Incorporate the modules into academic

training programs and continuing

populationgspecially when it comes

Include modules on family issues for

to cultual competence patients with Alzheimerand other

—Provider

dementias, high-risk conditions, and
mental health pblems.

ACTION 6.1.2

Create opportunities for oss-disciplinay and coss-
site education and training.

Develop mandatgrcross-disciplinay training
(e.g., including social workers and physicians
in training modules for nursing students).

Include parapofessionals in oss-disciplinay
team training.

Establish ongoing, multidisciplimameetings
of staf from hospitals and ém home and
community-based seices to encourage
shaed planning and carmanagement and
communication a@ss cag sites.

ACTION 6.1.3

Provide information esouces for poviders to use
with patients and informal cagivers in dischge
planning and home car and train poviders on use
of these materials.

Develop and mvide information on local
resources, with attention to the cultural and
linguistic needs of patients.

Implement this ecommendation to support the
new communicationaquirements of the Joint
Commission on the Aceditation of Healthcar
Organizations (JCAHO) and to ingwe
compliance with cuent federal mandates for

linguistically accessible health communications

(Effective Janugrl, 2006, evisions made to
InformationManagemenstandad IM.6.20

require hospitals to collect information on the
language and communication needs of patients.)

ACTION 6.1.4

Partner with leading fessional associations (e.g.,

the American Medical Association, the American
Nurses Association, the National Association of Social
Workers, the Council on Socialatk Education,

the American Society on Aging, and the American
Geriatrics Society) to pmote implementation of
transitional-cae training aarss academic disciplines,

as part of continuing education for certdtion or
licensing and as tracks atgfessional confences

and meetings.

ACTION 6.1.5

Recommend to govement and pofessionalegu-

latory bodies (e.g., the Medical Bdaf Califonia,

the Califonia Boad of Registexd Nursing, Calif-

ornias Boad of Behavioral Sciences, the American
Boad of Medical Specialties, the National Association
of Social Wrkers and others) that they include train-
ing on transitional caras part of theirequirments

for professional bodrcertification and licensing.

ACTION 6.1.6

Develop new certifation pocesses and @r

standads for training paramfessionals so that they
can perform some tasks now allowed only by nurses
or social workers, such as administering medications,
monitoring respirators, gating wounds, assessing
ADLSs (activities of daily living), and conducting

home assessments.

ACTION 6.1.7

Provide in-sevice training to paramfessionals (e.g.,
In-Home Supportive Seices [IHSS] workers and
others who povide personal caj, who curently
have fewer existing mechanisms for training. For
example, include no-cost or low-cost tracks for
workers at conf&mnces sponsed by pofessional
associations. Wk with IHSS Public Authorities to
implement such training.
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Recommended Improvements in Hospital-to-Home&ransitions

24

Seniorg/Caregivers

Increase public awareness of trangtional-care issues.

Frovide empowering information and training for patients and caregvers.

Frovde information about local resources.

Ensure that information is comprehensve, easyto-use, and appropriate
for patients with different cultural backgrounds, languages, and
literacy levels.

Indude caregvers in discharge planning.

Qreate care suppart centersin hospitals.

Develop peer advocacy programs using seniors as volunteers.

PFrovide advice and information through 24-hour phone support.

ProvidersHealth Sysems

Begn discharge planning before hospitalization.

Train provders on effective discharge planning and care for seniors.
Assess riskg/needs of both patients and caregvers.

Train provders on culturally competent care.

Develop informed consent for information flow across stes

Coordinate care and case management across stes

Frovide inhome falloa~up.

Bvaluate fadlity compliance with new JCAHO trangtional care measures.

Policy

Make transtional care an expliat public policy priority.

Change regulations and laws to improve transtional care.

Hlot enhanced transtional care, based on the hospice model.

Modify the Medicare haspice benefit to cover serious dronic illness and
trangtional care.

Link crossingtitutional performance to provder pay.

Amend family leave laws to accommodate family caregving needs.

Change reimbursement palides that create a bias toward inditutional
care.

Allow/fund IHSSworkers to assess needs before discharge and conduct
home assessments.

Cover cogts of minor home modifications that would ensure patients
recovery at home.

Increase funding under the Older Americans Adt and Medicare for
home and community-based senvices and case management during
trangtions

Make trangtional care, nat just skilled care for homebound patients,

a Medicare benefit.



Key Findings and Recomme

Family members ofen

want to help, but the
medical sytem must
meet them halfwgy, with
recognition of and suppot

for their crucial oles

FINDING 7

The medical system does not consider or support the critiol@ of informal (unpaid)

caregivers.

Family caegivers play vitables in assisting elders
after hospital dischge. One-fourth of cagivers
report that thee is no one
else who could help their
cae recipient if they wes
unable to do so. They
do not receive adequate
education and information
about home carand
community lesouces.
Further the medical and
social serice systems do
not acknowledge theote

; of caegivers in dischge
planning and thezfore do not assess, train, and
support them in their cagiving oles.

Family members pvide over two-thids of home
cale, and caegivers eport that informal support
from family and friends is the most common smur
of help in the home. &f, in the wods of one key
informant, “Caegivers a nowhee on the map.”
Accoding to one study75% of caegivers said they
received no teaching or disclgar planning during
the patiens hospitalization; only 25%eported
feeling included in dischge planning. They arnot
seen as part of the unit of eaaind theefore neither
cargivers nor the home engitment ae assessed
during the dischage pocess. As asult, the abilities,
resouices, and skills of informal agivers a often
oveestimated.

Family memberseauntrained in how toetr
people. People alischaed because they toeet
hospital criteria. For example, the patient needs twi

person assist and colostomy chanegivEa arnot

trained in that level of eaeeds, especially transfer
skills; and cagivers get hurt.

—Piovider

Can they give shots?eHsraeal example: a husband

with dementia who ésistant to aarThe wife has

macular degeneration, and she has to give shots becaus
Medicae cut this back. Medieaays theris a cagiver

and she can do it. What is the ability of dugvea?
—Policymaker

Training for caegivers is not part of dischue
planning or follow-up. This is particularly disturbing
because home aairs inceasingly complex and
patients ae often dischayed with complex car
needs.

Caegivers themselvesported inceased physical
and emotional psblems as aesult of caggiving, as
well as a negative impact on their work anmafices.
Maintaining the physical and emotional health of
caegivers, and especially long-termegvers, is a
priority need.

I lost my job—I had to stay ¢heith hehelping her
out. | wasted because | missed a few days of work, so

this made it medifficult for me to take earf her
—Caegiver

I want to mak it so ¢ear that theale of being a
caegiver affcts yourrianceg/our job if you have
oneyour &mily li€, your @n healthyour emotional

well-beingpur mental well-being.

—Caregier
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Assessment of the

patient’s—and the
caregivers—risks
and needs should
take pla@ before

dischage from the

hospital.

Key Findings and Recommended Actions

RECOMMENDATION 7.1 National Center on Cagiving) and other support

sewices (such as telephone or onlinegrams)

Enhance caegiver support. to provide emotional assistance aedpite for
cargivers and information on @viding and

ACTION 7.1.1 obtaining home cax.

Recognize and integrate egivers as part of the unit

of cae and as an integral part of theeaeam. For ACTION 7.1.4

seniors who do not have informal egivers, identify Encourage the development and evaluation of

an individual, such as a peer voluntegho can caegiver assessmenppucols in hospitals to

act as a “carbuddy” and advocate on the sesior’  systematically identify and assess thegiaes own
behalf thoughout the hospital dischge pocess and needs for information and support beddhe cae

transition to home. recipientis dischaged.(See also Recommendation 3.2
regading implementing risk assessment of seniors and
ACTION 7.1.2 informal caegiver$.

Encourage the development and evaluation of

innovative models in team eayiving, in which RECOMMENDAI'ION 7.2

family volunteey and/or pofessional cagivers
partner to assist with cagiving esponsibilities. . )
) more leeway and fexibility to support their
For example, the ShaiThe Cag program oganizes .
. . . caregiving roles.
family members, friends, neighbors, and colleagues
to assist with cagiving tasks identéd by the

. . . ACTION 7.2.1
patient and familyHelp can include personal ear
as well as day-to-day tasks such as transportation Amend the federal and Califoa family and medical

to appointments, childcar gocey shopping, meal leave laws, which cuently allow periods of accrued

Expand current laws to give family caegivers

preparation, and pet car or unpaid (federal) and paid (Califua) leave
for caegiving, to alsoequire employers to allow
ACTION 7.1.3 workers moe flexibility in their schedules and other

... conditions of employment in der to povide cae for
Increase the awaness and expand the availability ) ) o
a family member while continuing to work. Expand

of caegiver esouces and support gups (such as o ) o
) ) ) . eligibility to include cae recipients other than
those of the Family Cegiver Alliance tlaugh their _
spouses, pants, and childen.

FINDING 8

The system of carfor seniors is badly fragmented and outdated.

Public and nonpofit home and community-based cale, and unmet needs. In addition, publicly funded
sewvices ag often administed and funded by a and private seafices operate independently of each
patchwork of state and local agenciesuifting ina  other and povide only selected séces, which
confusing array of seices with difering eligibility generates confusion among seniors and informal
requirements. Furthedack of funding esults in cargivers who need a range of post-acute car
limited availability of setices, waiting lists, delayed sewices at home.
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The episodic, acute, and institutional focus of entr Medicaeis an amazingqgram for skilled needs for

long-term cae policies and funding is outdated.
A policy shift needs to occur tovwapreventive
cae, chonic cae management, continuity and

coomdination of cae, and integrated deliwesystems

that incorporate medical and social\sees as well

as caegiver training and support. Policymaker key

informants sha¥d policy fiscal, and/ore&gulatoy
causes for hospital-to-home transitioroplems.
Their responses focused on the following four
problem aeas:

Limitations of current financing and
reimbursement mechanismsdont allow

many of the seiices that consumers, discber
planners, and mviders identify as missing or

unavailable.

Lack of funding for sewices that exist or that
need to be developed to a@ds curent sewrice
problems, gaps, and unmet needs.

Fragmented and disjointed funding steams
and administrative authority—coupled with
rigid and outdatedegulatoy requirements—
impede access, continyignd coodination of
cae.

Inadequate data fbw and privacy/
confidentiality policies prevent information
from following patients aoss cag settings.

The policymaker key informants vesgisked to

identify specift programs and funding stams that

are associated with the @slems patients and

caegivers encountelhe most fequently mentioned

programs wex Medicae, Medi-Cal (Califarias

Medicaid pogram), case management, In-Home
Supportive Sevtices (IHSS), and the Older American

Act (OAA).

Medicare was seen as a goodpgram for acute and
skilled cae. Howeverit does not adequately adzs
the preventive and clonic cae needs of seniors now

and in the futue.

a lame population and meets acueneads. But what
about after? People doualify... Medicag has stayed
whee it was in the 60s. How do we design a system to
addess clonic nee@s. . When Medicastops, thes

no thee thee, but peopleeaonly [physically] at 70% of
whee they werbef@ they needed earlow do welfi

the gap? Medieareeds to be updated avdmped.

—Policymaker

Problems associated with Medieanclude the
following:

Lack of a non-institutional long-term ear
benefi, including transitional seices, case
management and home and community-based
sewices for chonically ill seniors

Limits on sevices
Rules of use that lead to cost shifting

Inadequate dischge planning and gmatue
dischage

Medi-Cal was most commonly criticized for its
priority on reimbursing nursing home aarather
than home and community-basedgees, as well
as for eligibility criteria thatequire users of both
institutional and community-based long-term
cale sevices to be frail elders who need skilled
cae. Medi-Cal case management is limited to
this population though home and community-
based waiver pgrams like the Multipurpose
Senior Serices Pogram (MSSP), 8grams for
éll-lnclusive Cae for the Elderly (RCE), and the
Linkages Rrgram. These waivergyrams sefe
small numbers of people buteathe only oute

to non-institutional cae. Furtheythere is no case
management available for ohic cae needs that
could delay or pevent the need for skilled @ar
Medi-CaB low provider reimbursement rates and
lack of an assisted-living benefiere also concars.
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Medicae is an amazingggram for

meets acute nee8sit what about after?

—Policymaler

Key Findings and Recommended

Lack of integrated payment systems makdsat har

Actions

on an assessment of the beciafys ability to

Providers see nursing homes as the default. By pol

Itég;}thing, and dessing independently).

Medi-Cal funds skilled nursing facilities and not horngSS poblems include: cost (which methan

and community-based services excejgftthvaivers.
Thee is institutional bias thdtad to change at all
levels of govenent.

—Policymaker

Medi-Cal model case-management pgrams such
as MSSP and RCE sewne only the frail elderly
(those needing a skilled
level of cae), can erull

only a small number of
people in each countgnd
are available only to people
who require nursing home-
level cae.

skilled needsrfa larg population and

Case management for the population novedr

by Medi-Cal is available only on a feedewice
basis, paid for by the patient and familyre cost is
prohibitive for the near poor and for many middle-
income patients.

Rseam shows that case managestkrtas
mortality It needs to be consudnien andeported.
Throwing tons of services at people eaw&n:.
Thee ae case-management models that work.

—Policymaker

In-Home Supportive Sewices (IHSS) is a pogram
for Medi-Cal benetiaries. It allows consumers to
find and hie workers to assist with personalear
homemaking, chas, and transportation. IHSS
workers can be family members. While betiafies

can eceive as many as 283 hours of assistance per,

month, they raely receive magthan 100 hours.

doubled fom $1.39 billion in FY 1998-1999 to
$2.8 hillion in 2002—2003 with a 52% inease

in caseload); $ical sustainability given anticipated
increases in demand; and the long delaynfr
application to eceipt of serices. In addition, ther
are program estrictions that limit IHSSadaptability
for example, participants sharing an apartment
cannot shag an IHSS workertime.

The Older Americans Act (OAA)funds Aea
Agencies on Aging pgrams thoughout the U.S.

as well as the National Family €giver Support
Program. Poblems with OAA pograms identigd by
the key informants included funding limitations and
restrictions, entenched local funding pcesses, and
eligibility criteria, including age.

RECOMMENDAI'ION 8.1

Promote policy changes that support efforts
already under way to impiove the transitional
care process and the accessibility and quality of
community services. Expand the participation of
providers in these efforts.

ACTION 8.1.1

Support the expansion of One-e-App—abA/

based system being developed in Calitoby

the Califonia HealthCag Foundation and The
Califomia Endowment that stamlines eraliment

in a range of publicly funded health and human
sewrice pograms—to impove access by seniors to
appropriate sevices. Encourage @ad adoption of

this steamlined eligibility pocess by hospitals, home
ale agencies, and other home and community-based
sewvice poviders in Califania, and advocate for

The number of allowed hours each month is based
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ACTION 8.1.2 RECOMMENDATION 8.2

Support Califonias acute and long-term oar
integration dbrts, which include seamlining
eligibility criteria and application pcesses for home
and community-based sédces to avoid the need for
multiple application forms, diéring time frames for
determining eligibilityand vaying waiting periods.
Promote similar changes nationally

Promote major Medicae, Medicaid/Medi-Cal, and
Older Americans Act policy and pogram changes
to support and adequately fund effective discharge
planning and transitional care and encourage in-
home rather than institutional care.

ACTION 8.2.1

ACTION 8.1.3 Expand funding under the Older Americans Act
for sewices povided to seniors in the home and

. . community by Aea Agencies on Aging, and\sees
incentives (such as pay-fperformance . ) ) .

) , . i for informal caegivers though the National Family
incentives beginning to be implemented

by the Centers for Medica& Medicaid Cargiver Support gram.
Sewices) for physicians who demonstrate
successful, long-terneductions in
rehospitalization for specdihigh-
cost diagnoses by @moting efective
transitional and in-home car

Encourage lmader adoption of fiancial

ACTION 8.2.2

Change Medicas “75% rule” to coverehabilitation
in acute inpatient facilities for a wider range of
conditions. Curently under this rule, inpatient
rehabilitation facilities (IRFs) must@re that 75%

Services like in-home

assistane and ACTION 8.1.4 of their patients have 1 of only 13 diagnoses or the
facility risks losing Medicareimbursement for all

paratransit help seniors Encouragémplementatiorof an Electonic ; o ) )
o . . . hospital admissions to the IRF in thatckl year

stay in their homes Health Recaf pilot or demonstration mwject that

and ommunities. encompasses the hospitalization, disgkeagylanning, I

However, mary public and hospital-to-home transition periods. Lanrieev o 2%

policies still faor

institutional care. ACT|ON 8 1 . 5

Evaluate andacommend expanded implementation
of legislative initiatives that impve cae and serices
relevant to transitions:

A5l
l|. —

“Care navigator” pposals, such as Califoa

SB 953 and AB 10, that establish piladgmams
to help seniors and cagivers identify and acces
long-term cae sevices

Courtesy of the R Department of Ajing

The Lifespan Respite @akct (HR 3243 and ACTION 8.2.3
S 1283) that enhances and expanekspite cag
programs nationally Change In-Home Supportive S&es (IHSS) policy

and pocedues and inaase psgram funding to
encourage and train IHS8presentatives to conduct

and community-based seces though changes pre-dischage determination of eligibility and home

to state Medicaid plans rather thaguiring assessments so they caovide IHSS seices in the
waivers home immediately after disclug.

The Impoving Long-&rm Cae Choice Act of
2005 (S 1602) that allows expansion of home
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Services like plysical

therapy can help people
recover a home. However,
many public policies still

favor institutional cae.

Key Findings and Recommended Actions

ACTION 8.2.4 RECOMMENDAIION 8.3

To implement theDlmsteald decision déctively
eliminate/minimize eimbursement policies that
create a bias towdiputting patients in institutions
after hospital dischge. Changeeimbursement
incentives so that merfunds ae available for home
and community-based séces. Assess the feasibilityAdapt the hospice model of family-focused

and cost-déctiveness of priding cae in the home ~and community-based cato transitional cax
instead of in skilled nursing Recommendhat the Centerdor Medicae &

facilities and other institutions Medicaid Sevices fund community granizations to
provide transitional carand evaluate their pgrams
Make home and community- in case management and in-homevems (e.g., the
based safices priority Homecoming Seices pogram at the San Francisco
entitlements, since theyealtess Senior Center). (Similar models being evaluated
for long-term cag, such asACE, ae showing

good esults; these anesults fom other Medica
demonstrations in mgress could be extended to

ACTION 8.2.5 transitional cag.)

Cover costs of home
modifications as well as
durable medical equipment,
since both have been the following:
demonstrated to enhance
recovey in the home andaduce ehospitalization.

Support demonstration projects and other
initiatives in transitional care.

ACTION 8.3.1

in the post-dischaye period.

expensive than nursing facility
cae.

ACTION 8.3.2

Fund and evaluate local demonstrationjpcts for

Care coodination and early-supported disclgar
Home-based cagiver training
ACTION 8.2.6 .
Team caggiving models, such as those developed
Pay for in-hospital visitsdm home health workers by Shae The Ca
(use cost savings generated éguced need for post-
hospital visits) to begin assessing patients’ needs a..d ACTION 8.3.3
arrange for community séices to be in place upon Design evaluations that have a high level of scientifi

dischage. rigor. Include longitudinal measas of hospital

readmission rates, changes ineaosts, and quality
ACTION 8.2.7 of life.

Explicitly cover transitional caras part of the

package of benédi provided under insurance ACTION 8.3.4

plans. (Investment in better disclgarplanning Monitor evaluationesults of a pilot grgram under

and transitional c& would lower overall costs for  Medicae to fund adult day carsevices to enhance

Medicae, Medicaid, and other insers.) in-home ecovey after a hospitalization. Review

2]n 1999, the 3. Summe @urt ruled inOimstead.. L.C[Oimstead vL.C., (98-536) 5281581 (1999) 138d~893] thafitle Il of the Amirans with DisabilitiescA
prohibits the unnecessgpinstitutionalization gbersons with disabilitieBheOlmsteaddecision has been erpreted to extend to people in nursing homes and other
institutional settings anatthose who lie in the communig and ae at isk of institutionalizatiofthe rulingequires stagés b male reasonable modifations o policies
and piograms that will enable individuals with disabiliteeeinain living independently tbugh accessotcommunity-based cee.
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sewices to be coved in the demonstrations and
recommend other essential transitionalecaevices

poor outcomes following hospital dischgar These
individuals do not qualify for public seices but

if gaps ae identifed. Recommend expansion if pilot cannot &ford to pay for essential seces out of

results ae positive.

ACTION 8.3.5

Disseminate fidings of pomising inteventions to
various audiences, and identify opportunities for
broader implementation.

RECOMMENDAI'ION 8.4

Following implementation and evaluation of
system improvements in transitional cae, seek to
expand eligibility for public pr ograms to meet the
needs of the gowing number of seniors.

People consulted during the course of tleisaach,
including the poject Advisoy Boad, identified

the signifcant poblem of individuals with low but
above-poverty-level incomes being at high risk for

Suppott for seniors and their cagivers

should be a goal of public policies
Enhaned suppot can help frail seniors

remain in their homes and stainvolved.

pocket. Howevelthe Advisoy Boad suggested that
the highest priority @commendations arto impove
the existing system and saes elated to dischae
planning and post-dischge cae and later to identify
opportunities to expand eligibility for these inoped
sewrices when their effacy has been demonstrated.
Included below a¥longeterm recommendations
resulting flom the eseach.

ACTION 8.4.1

Raise the income tbeshold (i.e., to 200% of the
federal poverty level) so that the ngaor elderly ae
eligible for additional home and community-based
sewvices under Medicaid/Medi-Cal.

ACTION 8.4.2

Modify the Medicar hospice benefio cover serious
chronic conditions even if they @not diagnosed as
terminal, and extend coverage of palliativeecar

ACTION 8.4.3

Make cae/case managementeambursable benéfi
under Medicae regadless of whether the patient is
eligible for nursing home car Some demonstrations
are in progress and may far workable models.

ACTION 8.4.4

Expand Medicar coverage so that home edenetis
(including personal assistanceg available for short-
term transitional ca and for chonic conditions, and
not just when skilled caris needed for homebound
patients.
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Conclusions

Sniors and informal cagivers, especially those in

the most vulnerable communitiesgagurently at vey

high risk for poor outcomes following a hospitalization.
Our analysis of hospital-to-home transitions of seniors
shows that (1) such transitionseaan inceasingly critical
health and social pblem for older people and their
cargivers, and that some seniors at vey high risk for
rehospitalization and inelased morbidity and mortality
after dischage; (2) curent training of pofessionals seing
seniors does not adequately aell issues such ateefive
dischage planning and critical home-eaneeds of seniors
post-hospitalization; (3) seniors and theiregivers do

not receive adequate education and information about
cargiving at home and availability of communiggouces,
and (4) to date, transitional @ahas not been identfi as a
significant priority by goverment agencies or philantbpic
organizations. Whave identi¢d many important
opportunities to impove such transitions tbugh training
of providers (nurses, physicians, social workers, and home
health aides), int&entions to povide seniors and their
cargivers with information and linkages to community
resouices, and ideas for system- and policy-level change.
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Appendix A: Project Advisory Board

Cindy Bicher MSWLCSW
SupervispAdult Potective Services
Department of Aging and Adult Services
City and County of San Francisco

Heidi Cartan,MSW
Public Policy Camator
IHSS Public Authority
Santa Clara County

PatrickCullinane,MA
DirectarSpecial Bjects & Govement Relations
American Society on Aging

Lynn Friss Feinbgr, MSW
Deputy DiectorNational Center on €giving
Family Caggiver Alliance

Pat Fey RN, BS, BA
Nurse Consultant
Division of Survey and Cedifon
Centers for Medie® Medicaid Services—Region 1X
U.S. Department of Health and Human Services

Grace Lee Gillis, LCSW
DirectorMedical Social Service Department
Santa Claradlley Medical Center

Marie Jobling, BS
Consultant and Foundingebiior
Planning for Elders in the Central City
San Francisco, Calif.

Darrick Lam, MSW
Aging ServicesoBram Specialist
Administration on Aging—Region IX
U.S. Department of Health and Human Services
Executive Dictor (2002—-2005)
Department of Aging and Adult Services
City and County of San Francisco

Sue Londerille, MD, MS
Medical Dector
Pathways Hospice
Oakland, Calif.

Lisa Mancini, MA
DirectorDepartment of Aging and Adult Services
San Mateo County

KathleenrMayedaMSW
DirectorSocial Services and Homecoming Seogcas Pr
San Francisco Senior Center

Wes Mukoyamal CSW
Executive Dectaryu-Ai Kai
Japanese American Community Senior Service
San Jose, Calif.

Anna Napoles-Springe?hD, MPH
Assistant Adjunctdfessor
School of Medicine and Center for Aging
in Diverse Communities
University of Califioia, San Francisco

Shari Simbuy, MBA, MA
Family Caagiver
BerkeleyCalif.

Rodney Vdrren, MRA
Family Caagiver
Concat, Calif.

Dolly Woodson, RN, BSN, PHN
Parish Nurse, Alta Bates-Summit Parish Nogsarir
Oakland, Calif.
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Appendix B: Community Partners

The following oganizations assisted the Hospital-to-Homajeret:

Alameda County San Mateo County
Alta Bates Summit Medical Center: Ethnic Health EI Concilio de San Mateo CounBurlingame

Institute and Health Minisyr Parish Nurse Fair Oaks Community Center—Senior Bees,
Program, Berkeley/Oakland Redwood City

Asian Health Seices, Oakland The Magnolia of Millbrae, Inc., Millbrae

Berkeley PrimgrCae Access Clinic, Berkeley Self-Help for the Eldetipaly City
Family Bridges, Inc., Oakland
Hong Fook Adult Day Health Ga€entey Oakland

. : . . Santa Clara County
Jewish Family and Childns Sevices of the East Bay ) ] o
Albany AmericanCancerSocietyNorthem Califomia

) ChineseJnit, Fremont
North Berkeley Senior Cent&erkeley

Avenidas Senior CentdPalo Alto
Over 60 Health CenteBerkeley

India CommunityCenter Milpitas

South Berkeley Senior CentBerkeley _ _

) India Community CenteiSunnyvale

Vietnames€ommunity Development|nc., Oakland ) ]
Southeasf\ssianCommunityCentey SanJose

_ ] Older Adult and Family CenteBtanfod University
San Francisco City/County School of Medicine/Department dadterars Affairs
Bayview Huntes'Point Adult Day Health Center (VA) Palo Alto Health CaiSystem
Chinese Newcomers Sare Center

Institute on Aging Ruth Ann RosengeXdult
Day Health CarCenter

Jewish Family and Childns Sevices of
San Francisco

Laguna Honda Hospital

New Leaf Outach to Elders

On Lok SeniorHealth, 30th &t Center
San Francisco Senior Center

San Francisco LGBT Community Center
Self-Help for the Elderly

Newcomes Health Pogram

University of Califamia, San Francisco
Medical Center
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