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FEASIBILITY STUDY REPORT

FEASIBILITY STUDY EXECUTIVE SUMMARY

The 2009 Washington Legislature passed HB
Management (OFM) to conduct a study of the feasibility of closure of state institutions. In
response, OFM contracted with a consultant team to conduct the asge3$msesummary
focuses on findings and recommendations regarding the DSHS Division of Developmental
Disabilitiesrun residential habilitation centers (RHC).

How WAS HE STUDY CONDUCTEB The team considered information from four sources:

1. Previous stugsconducted by JLARC, DSHS, and the Department of General
Administration. These studies provided information on property values, strategic plans,
and closure plans for Fircrest School and Yakima Valley School.

2. Current financialprogrampolicy, andquality assurancdataprovided by DSHS Aging &
Disability Services AdministratiorData for this study is current to June 2009 unless
otherwise noted.

3. Stakeholder focus group and survey findifrgsn over 800 people including people with
disabilities, their families, advocates, and providers.

4. Current RHC individual service plans and June 2009 personnel payroliidiatawas
collected specifically for this study.

WHAT DID THE TEAM FIND? Thereare seven key findings.

1. Nationally, Washington State is behind the current tient$ dependence on RHCs
States argetting out of the business of statgerated large facilithased long term care.
No state is expanding its institutional care systéfashington has more RHC beds per
citizenthan most other states. States that closed facilities recently were primarily
addressing one dihiree major issues

¢ Buildings were wearing out and too expensive to replace.
e Classaction litigation settlements reqad closure.
e Federal Department of Justice investigations found civil rights violations.

2. RHCs are expensive to operaidere are threprimaryreasons.

12

e Buildings and other RHC capital assets are more expensive to maintain than leased

homes in communityeighborhoods.

e State employee compensation for direct care workers is higher than private agency

direct care workers6é compensation.
e Shorttermrespite &crisis emergencyesidentialservices provided by an RHC on
campus havéhe single highegier capita codiin state fundspf any DDD service.

3. People who live at the RHCs and their familggs highly satisfiedjo not want to leave
and will strongly andactively resist community placemeiiteir concerns and
convictions must be respected aiwhsideredA significant number of people have lived
in the RHCs for a majority of their lifBme and are wanting to age-placeat the RHCs
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A significant number of people currently residing in RHCs were admitted at young ages
and havdived at the failities in excess of thirty yearkeaving the RHCs for these people

is difficult. Recently in the past two years, RHCs have laginitting childrerbecause
community alternatives have not been available. This practice has the potential to create a
new geeration oflongtermRHC residents

The community service system curreriigks adequate respite and emergency / crisis
residential capacityRegional case managepmeople and familiegnd community
providersheavilydepend on RHCs farisis residenal backup support because of a lack

of existing community optiongncreased community respite services are imperative to
support people and families in their own homes and deter future admissions to RHCs.
Without these respite resources, RHCs will experience continued pressure to admit people
as the only option.

Intensive supported living servicaad day programwould be the primary community
option for people leaving RHCEhe current supportedving provider net workand
county programsvill require increaseéinancingand capacityo meet the health, safety,
and critical care needs of these people.

States are directly operating commuriysed supported living programs for people who
present complekealth needand / or community risk$n Washington, smmunity

programs o support people with similar ndg but are not required to accegferrals
unconditionally Statesthat operate community supported living programs use them as
therfzer o rejecto saf et yareim#ansitisndbetweenchensds f o r
Washington, only RHCs have a requient to accept all referrals.

Valuableclinical and program expertise concentrated at the RHCS ageherallynot
available to people and families in need in the commumhgre was overwhelming
concernfrom all stakeholderthat theseritical resoures would be lost if the RHCs were
closed.

WHAT OPTIONS WERE CGNDERED AND WHAT EMAJATION CRITERIA WERAPPLIED? The team

considered five future options for the RHCs.

1.
2.

3.

4.

5.

Maintain the current statsd change nothing.

Close all stat®perated services amdmpusesand place all people with community
private providers.

Close the skilled nursing facility (SNF) ordyd place people with a combination of small
stateoperated or privatelpperated community supported living programs.

Close the intermediate @afacility (ICF/MR) onlyand place people with a combination
of small stateoperated or privatelpperated community supported living programs.
Convertthe RHCdrom longterm care programs tmmmunity resource centerffering
respite, clinical outreacland crisis intervention.

In considering these recommendations, the team applied four criteria.

Davis Deshaies LLC November 1, 2009
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1. Maintain quality of carewill people and families receive equal or better services and
supports than they are currently receiving?

2. Future service demandre there people in the future who will need these services and
supports?

3. Regqulatoryand policy environmentTo what degree are thefederal and state regulatory
and policypressure$or various alternatives?

4. Financial impactWhat are the current and pecjed future fiscal impacts of various
alternatives?

WHAT ARE THE TEAKB RECOMMENDATION3The recommendations address both the questions of
the feasibility of reducing 250 beds in thear termand the future of the RHCs in the next ten
year s . slrécemmengaion$ are:

Recommendation # 1: No later than 2013, Washington ceedue 250 beds from

the RHCdy closing FHMC and 13 cottages on other RHC campBecause of the

current SNF and ICF/MR bed mix and because the RHCs are recommended szbe clo

by 2019, it is not feasible to consolidate people and increase the census at various

campuses without creating multiple moves for people within a short period of time. The

team is experienced withe high degree of stress people experience when mamihg

recommends that DSHS proceed in a respectful and patient nthanerinimizes

multiple moves The recommended actions to accommodate the 250 bed reduction are:
e Close FHMC and vacate the campus

o Closeseven(7) cottages at Rainier School

¢ Close two (2cottages at Fircrest School

e Close one (1) cottage at Yakima Valley School

¢ Close two (2) cottages at Lakeland Village
Recommendation #2 . As part of the reduction of 250 beds, Washington should
immediately place children currently living at the RHCs inedesb per at ed chi | d

intensive care homeshis action can be accomplished by transferring the current Fircrest
staff and resources to a community supported living setting.

RECOMMENDATION  #3 : No later than 2019, Washington calose all but a felRHC

beds andonvertLakeland, Fircrest, and Yakima Valley irttree smalcommunity

support centers which provide emergengsis support and ambulatory &frclinical

outreach serviceg&ach center would have clinical expertise to suppeople with ausm

and their familiesThese three centers wowdtsoretain a small number of SNF beds to
honor the stateds commitment -in-placeaThése w p e o
centers would focus on providing geographically accessible services faneagstern,

and central Washington respectively.

Recommendation # 4 : Washington should expariid community supported living
networktoincludea f Z @1 @ c-bperatediresitieatial optiovhich focugson

people with complex health needs or whospré significant community risk§o
accomplishsignificantRHC closurea publicly operated safety net of residential supports
which must accept all peopie essential.

Davis Deshaies LLC November 1, 2009
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Recommendation #

5: The community supportdi/ing provider network requires

substantial refinancing and increased capacity in order to support people leaving the

RHCs in an equal or better fashidrhat financial support should be directed specifically

to increasing direct care compensation and also to increasing the overadirrafmb
providers and bed capacity

HOwW MUCH WILL THESE RECOMMENDATIONS COSTOR SAVE THE STATES OPERATIONS& CAPITAL

BUDGETS?

The reduction of 250 beds in the RHCs will initiatiyst $.,815,363more inthe first year
operations budgehanSFY 2010current levelin order to cover provider stamp and consumer

transition expenses. Agming a start date of July 2QXst savingand expenditures wibbreak
even by Januar2013 The state will experiengeet savings of 4,346,75(er year thereafter

from thereduction o250RHC beds

Assuming cold closure of the Frances Haddon Mofgaitity and theassociated cottages
involved in the 250 bed reductigen additionat1,875,000 of building expenses can also be
avoided in future Capital budget mineorks.Heartland Alternative #3 for FHMC (sale of excess

properties) would provide the state with $1.2 million from the €2dital budget impact isot
considered part dhe operating budget impact.

Should the state decide to close its remaining MHbeds and restructure its nursing home and

clinical supports (e.g. Recommendation,#Bpstate will experience a net savings of

$116,138,316 for the period of SFY 20thtough SFY2018, and per annum savings of
$41,982,95per year starting in SFY 201 A summary of operating budget savings per state
fiscal year (SFYpand the bed closusehedule arprovidedin the table below.

Summanof operatingbudget savingsnd expenseper SFY for Recommendation RHC restructuje

SEY 2011 | SEY 2012 SEY 2013 SEY 2014 SEY 2015 SEY 2016 SEY 2017 SEY 2018
Comrgl)’(gg?’;“”g $3224,030 | $16,703,042 | $28,438,311 | $40,226,270 | $67,282,368| $92,466,081 | $110,515,415| $112,838,140
Com”é‘j(ggsoe“me $736,000 | $1,012,000 | $1,104,000 $1,288,000 | $2,495500 | $2,403,500 | $1,092,500 0
Increase SOLA Mg 0 0 $595,884 $1,191,768 | $1,787,652 | $1,787.652 | $1,787,652 | $1,787,652
Clinical Outreach /
Crisis Response 0 0 0 0 0 $1,645080 | $1,645080 | $1,645,080
Teams
Placerprigtm Tsransmo $184.273 437,649 $714,059 $1,036,538 | $1,661,340 | $2,263,107 | $2,536,636 | $2,536,636
TOTAL EXPENSH $4,144,304 | $18,152,692 | $30852,254 | $43,742,576 | $73,226,860| $100,565,421 | $117,57,286 | $118,807,511
RH&Q\E,R,%%T'ON $2,328,040 | $19,413,474 | $34,410,694 | $50,120,499 | $80,182,787| $119,126,848 | $156,833,509| $160,790,468
DFFERENCE | ($1815,363 | $1260,782 $3,558,440 $6,377,923 | $6,955927 | $18,561,427 | $39,256,223 | $41,982,957
Davis Deshaies LLC November 1, 2009
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Summary of the RHC belbsure and emmunity transitionbudget impact by fiscal yedor Recommendation #3

(RHC restructure)

State i) o_f pe’(\)lglr(?tr)f(;vin(z;f o’\:?:_(?:s\,l)lrf]grs
Fiscal Number of pe?op:grw;\gng to State - Biennium (End
Year RHC Action people moving Community operated of last SFY)

(July to from RHCs Residential supported
A7) programs prc!g;grgns
SFY 2011 | FHMC: close 2 cottages 32 16 16
Fircrest: close 2 cottzgges 32! 16 16 ($1,815,363)
SFY 2012 | FHMC: close facility 24 24 0
Rainier: close 8ottages 48 48 0 $1,260,782
Yakima: close 1 cottage 16 0 16
SFY 2013 | Lakeland: close 2 cottages 32 16 16
Rainier: close 4 cottages 64 64 0 $3,558,440
SFY 2014 | Fircrest: close 2 cottages 32 16 16
Lakeland: close 1 cottage 16 16 0 $6,377,923
Rainier: close 4 cottages 64 64 0
SFY 2015 | Fircrest: close 4 cottages 57 41 16
Lakeland: close 4 cottages 64 64 0
Rainier: close 4 cottages 64 64 0 $6,955,927
Yakima: close 2 cottages 32 8 24
SFY 2016 | Fircrest: close 3 cottages 41 32 9
Lakeland: close 4 cottages 64 64 0
Rainier: close 6 cottages 88 88 0 $18,561,427
Yakima: close ¢ottage 16 0 16
SFY 2017 | Lakeland: close 3 cottages 36 36 0
Rainier: clos® cottages 59 59 0 $39,256,223
SFY 2018 | Actions complete $41,982,957
TOTAL Remaining RH( Total increase in| Total increase in| Total Net
IMPACT Capacity private state-operated | Savingsrom
through community com. programs | SFY 2010
SFY 2018 programs throughSFY
2018
FHMC: closed facility 0 40 16
Fircrest: ICF/MR 0 105 16
Fircrest: SNF 48 0 41
Lakeland: ICF/MR 0 180 0
Lakeland: SNF beds 26 16 16
Rainier: closed facility 0 387 0
Yakima: SNF 38 8 56
TOTAL 112 736 145 $116,138,316

! Fircrest to move all children to stadperated intensive care home in 2011

Davis Deshaies LLC
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SCOPE OF PROJECT :

This sectionof the report is focused on the feasibility of closing 250 beds at the residential
habilitation centers (RHQ)perated byhe Department of Social amtealth Services Aging and
Disability ServicesAdditionally, OFM requested that the consultants prexadongterm (10
yeal) contextfor the future of the RHCStudy requirements specific to the developmental
disabilities are listed

e Theimpact and interest gfeople currently living in the RHCs who would be relocated to
other residential programs tociode both community programs as well as other RHCs
e The availability of alternativeommunitylong-term care supports arservicesf various
RHCswere to close
e The opportunities for consolidation of RHC services and capacity
Various financial consideratns to include:
o Currentand future operatiorsnd capital costfor various RHC closure options
o Ongoing feility-related costs associated with closure of all or portions of RHC
facilities womonaihddécbobdld @BwWosure opt
o0 Thenumber andype of RHCstaff who would be affected by closure
0 Savingsaccried by closure and / or consolidation
o0 Additional transitional and lorterm support costs associatedhitie relocation
of people currently residing in RHCs
o0 Theeconomic and soci@npact onvarious local communities in which RHCs are
located
e Stakeholdeppinions and perspects to includgeople living at the RHCs and their
families staff who work at the RHCs, consumer advagdébdor, county government, and
provider organizations
e Policyand operational issues that must be addressed prior to closure or consolidation

This portion of the study was conducted by Davis DeshaiesdridCBerk & Associatesnder a
sub-contract agreement with Christopher Murray & Associates.

P ROJECT APPROACH

A team of former state developmental disabilipesgramdirectors from Arizona, Texas,

California, Maine, Alabama, Louisiana, and Washington were selected to conduct a review and
analysis of RHC options and future directions, and provide a written sstarhmendations to
OFM. This feasibility gudy teamestablishe@nd worked froma set of existing vaks and

beliefs. These values dre the actions and practice of #tedy, and are as follow:

o All people have the right tohoose and diretheir persoal supports.
All people have the right taccurate and objective informatitmmake choicg and
should expect that the information is presented inraterstandabl&ashion.

e All people have the right to knotke limits of available public suppart orde to make
appropriate choices.

Davis Deshaies LLC November 1, 2009
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Within the context of the study values and beligfs, RHC feasibility studyeam initiatedive
activities. First, a comprehensive review of previous national and Washington state studies and
analyses was completed. Secpfodtus group discussions with potentially effected people,
families, and RHC staff were conducted. Additionally, meetings with labor organizations,
community advocate organizations, association of counties human servicesdmdmdators

and communityesidential services providers were hdidird, financial, performanceutcome

and program data weexamined and used to build alternative RHC modmsrth, individual
support teams and placement officers for each RHC provided prospective placement plans for
each person residing in each RHrthally, select discussions with key elected and DSHS

officials were conducted. Results from these activitiedatailed irthe subsequent sectiook

this report All data listed in this report is current as of June 2009 and was provided by DSHS and
[ or OFM unless otherwise noted

CRITERIATO DETERMINE OPTIONS & RECOMMENDATIONS

Thefeasibility studyteamapplied four test criteria in its deliberations of various RHC alternative
options. These test criteria are listed in order of priority. Specifically, if the first test is not met,
the alternative is not considered further. All recommeradietinatives musmeetall test criteria

in order to be considered for recommendatmthe Governor and Legislatufehe RHC

alternative test criteria are:

1. Maintain quality of carewill people and families receive equal or better services and
supports than they arercantly receiving?

2. Future service demandre there people in the future who will need these services and
supports?

3. Regqulatoryand policy environmentTo what degree are thefederal andstateregulatory
and policypressure$or various alternatives?

4. Financial impactWhat are the current and projected future fiscal impacts of various
alternatives?

Quality of Care Criteria To determine quality of comparable care leytis studyeam
examined current levels of RHC support as wethasoutcomesral resource needs of people
who have either previously left the RHCs during the pastty#®ur (24) months or who posss
similar support needs to people currently in the RHRB& primary sources of information were
used.

1. Current RHC direct care suppdevelswere determined by a review of June 2009
personnel payroll documents. Staffd residents/ere identified for each RHC cottage /
home.

Davis Deshaies LLC November 1, 2009
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2. Individual support teams and placement officers proviledhost recent assessments of
individual behaviorand health support needs, as well as prospective community support
needs and last known individual and family interest in placement. All Rldlcement
officers noted thaplacement planare dated andill need to be updated and refreshed.

3. Community suppi plansand associated codts people with comparable needs who
recently left RHCsvere provided by DSHS / DDDIn all instances, people leaving the
RHC were considered to needhanimumof 1staff per 2 people during the day and 1 staff
per 4 people atight. In addition to direct care staff support, additional clinical resources
were assigned to peofbased upon the RHC team assessments.

4. Quality assurance outcanstudies and mortality reviews conducted by DSHS/DDD were
also examined. Both RHC staffichfamilies of people living in the RHCs expressed
significant concern thatomprehensive and thorough planning and traiowaur prior to
placement of people with serious health issues.

5. The feasibility study team also reviewed
people with similar needs who moved from state institutions in other states. Specifically,
current experiences from State of Indiana Muscatatuck CamtieFort Wayne Ceer
which involved people with significant behavioral support ne2@8% & 2007closures)
and State of California Agnews Centehich involved people with significant health and
medical needs (2008 closure) were examined. Program designs and increaseditpm
supportused in both stasehave been incorporated into the Options and
Recommendations section.

Future Service DemandThree trends were examined to determine future demand for RHC
servies. First, the overall national and statgulation growh and associatagrowth in the
numbersof peoplewith developmental disabilitiesas projected through calendar year 2020.
Data sources used in these projections incluttedU.S. Census Bureau Americdammunity
Survey, December 2008}.S. Census Bureddecennial Census of Populatiand selected
journal articled. Second, specific trends involving people with autism spectrum disérders
people with fetal alcohol syndrome / fetal alcohol effect, and peaftechronic conditions due

to aging were examined to determine their potential impact on residential service needs. And
third, data on consumers waititgreceiveresidential supportsvas compared to the overall
population growth trend.

2Sherman, Romi Roads t o Commu worltslyeet preparedragreqireat bf éeastbility team, Department of Social & Health Services,
July 24, 2009.

% Mickel, Amy and Stan Tayloff Act i ve St at us P o p uCaldotnia State Univeosityt Qollege ofBlsiness Asiministration,
Sacramert, California2008.

4 Autism and DD Monitoring Networli Pr eval ence of Aut jFebmarga0@ctrum Di sorder so

SStallard, EricAi Est i mates of the Incidence, Preval ence, Duration, ngntensit
National Institutes of Aging, January 2008

Prouty, R. W. , S mi t h R@sidentia&serkigekfor personk with deve(o@r@iital disabilitfes: Status and trends through
2 0 0, &iversity of Minnesota, 2007.
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Requlatory& Policy Environment The purpose of theegulatoryand environmental scan is to
determine the extent to which national and state litigation, and federal regulations and oversight
will affect the future delivery of residential services. To assess the current policy environment,
two primary aspds were examined. First, current national and state litigation trends and
subsequent court rulings were reviewed. Second, both current and pending Title XIX Medicaid
regulations, interpretive guidelines, and HCBS waiver models were considered. The gburces
these judicial and federal findings are the updated reports from the National Association of State
Developmental Disabilities Directors, and the experiences of feasibility team members who serve
as federal court monitors and / or sit on CMS regulatdwsary committees.

Financial Impact. Once the criteria for quality of care, future service demand, and political and
policy environment have been met, financial impact is determined. The basis for calculating
financial impact involves #sesteps.

1. Determine RHC fixed and variable costs.

2. Determine individualized service plans and associated reimbursemerioraash
person leaving an RHC.

3. Apply implementation phas@ schedules and associated transition expenses

4. Determine cost of community capachyilding activities necessary to accommodate
RHC placements.

5. Define critical path to include dependent activities which must occur prior to community
placement from an RHC.

Davis Deshaies LLC November 1, 2009
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N ATIONAL P ERSPECTIVE

This section presentshastorical perspectivef the creation and evolution of staiperated

facilities in the United States. Additionally in this sectikay future national trendse

discussed. Both historical and future perspectives are provided as a context for understanding
future change.

National History of StateOperated Residential Programs

David Braddock from the University of Colorado and others provide a history ofogtatated
residential programs in their bodRisability at the Dawn of the 24Century andhe State of the
State. The first institution for people with disabilitieBerkins School for the Blind, wapened

in 1848 in Boston, Massachusetts. The original intent of the Perkins School was to provide short
term education and training and then netpeople back to their communities. The first-tuthe
residential facility opened in lllinois in 1865 at the urging of Dorothea Dix, a noted advocate.
Other states followed suit amdnstructed largeesidential campuses with buildmgpecifically
desgned for people with disabilities. Growth of these facilities accelerated signifi¢hralygh

World War 11 (1945b ut | evel ed b yheytrdmained drudllyyunchahd@ed untd the T

early 19700s. | nappr opr i gressand thefidsi ctass actios law e r e
suit (Wyatt v. Stickney) focused on community alternatives was filed in 1972 at Partlow State
School in Tuscaloosa, Al abama. From that | it

restricti ve iatoduced intmfederal Medicadaegulation.

Prior to 1972, the source of funding for stafgerated residential services was sfatel only. No
federal monies were dedicated to these institutions. With the authorization of the Title XIX
Medicaid Intermdiate Care Facility / Mental Retardation (ICF/MR) program, Washingtah
other states converted thetate institutions and select community programs to receive federal
matching funds. In 1981, the Medicaid Home and CommBatsed Services (HCBS) waiver
program was introduced and has emerged as the primary funding source for smaller
individualized community living settings. Nationally, the number of individuals served in
communityhomes smaller than six beds grew from 4,000 people in 1960 to 376,5806ih 2

During the 16éyear period 1992006, thestateoperated residentiglopulationnationally

declined 53%. During that same period, WashingtSrt at e 6s 1| nst idedinedbyg n al
46.3%.When comparing the number of staijgerated institutio beds to the general population

of the stateWashington maintaina higher ratio of RHC beds per 100,000 citizens than the

nati onal average. The foll owi ng neighlotingorc o mp a
select other stat&with similar sevices.

" Braddock, David, editoisability at the Dawn of the 2Tentury and The State of the Stafesmerican Association on Mental retardation,
Washington D.C. 2002.

8 Braddock, David, and R.Hemp, M. Rizzolthe State of the States in Developmental Disabiliti8gventh Edition, American
Association on Intellectual and Developmental Disabilities, September 2008.

*Prouty, Robert, ResidentialbSarvicesfar Pe@sons Wwith Revatopmentdl DisabilBiedus and Trendbrough2007 |,
Research and Training Center Community Living, University of Minnesota. July 2008.
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Table #1: Comparisons of RHC bed reductions, per capita costs, and beds / 100,000 citizens

Percent Change in State Average Daily Ratio of RHC Average Dai
State operated Bed Capacity | Expenditures by Resider] Residents td 00,000 State
1990 to 2007 (2007)° Citizens

Washington State -46.3% $505.13 15.7
Oregon -95.1% $745.34 1.1
Idaho -55.7% $681.00 6.3
Montana -68.9% $511.02 8.2
California -57.9% $706.32 8.3
Arizona -63.1% $379.00 2.1
Florida -34.4 $356.75 6.8
Wisconsin -70.4% $577.70 9.9
National Average -55.9% $482.81 12.9

Since 1970, 40 states haslesed140 stateoperatedD institutions (Braddock et al., 2008). Ten

states and DC have no stafgeratedD institutional services at this time: Alaska, Hawaii,

Indiana, MaineMinnesota, New Hampshirblew Mexico, Rhode Island, Vermont, and West

Virginia. Table2s u mmar i zes i nformation on the nationdc
2000

Table #2 State Institution Closures since 2000

State Name of Agency ngﬁ(re d Previous Use Ciﬁgus CTc?sa; d Current Use
Alabama BrewerBayside 1964 MR Facility 67 2003 Corrections
Alabama Tarwater 1976 MR Facility 74 2003 Corrections
Alabama Wallace 1970 MR Facility 80 2003 Corrections
California Agnews 1885/1966 | Ml Facility 411 2008 Undetermined
California Napa 1875/1967 | MR/MI Facility 30 2001 MI use only
Florida Landmark 1965 MR Facility 256 2005 Revert to county
Florida Gulf Coast center | 1960 MR Facility 306 2001 Undetermined
Georgia Bainbridge 1967 WW |l AirForce base 129 2001 Corrections
Georgia Augusta RC Not 438 2003 Undetermined

reported
Georgia Gracewood Not 93 2003 Undetermined
reported
lllinois Lincoln 1877 MR Facility 153 2004 Vacant
Indiana Fort Wayne 1887 MR Facility 120 2007 To be demolished
Indiana Muscatatuck 1920 MR Facility 87 2005 Undetermined
Louisiana Leesville 1912/1964 | High School 20 2004 Undetermined
Louisiana Columbia 1967 MR Facility 14 2004 Undetermined
Massachusetts | Dever 1940/1946 | POW Camp 294 2001 Higher Ed Citr.
Michigan Southgate 1977 MR Facility 55 2002 Undetermined
Minnesota Fergus Falls 1888/1979 | M 38 2000 Regional MH Ctr.
Montana Eastmont 1969/1979 | MR Facility 29 2003 SNF
New York Sunmount 1922/1965 | TB Hospital 503 2003 DD specialty unit
North Carolina | Black Mountain 1883/1977 | MI Facility 77 2005 SNF
Ctr.
Ohio Apple Creek 1931 MR Facility 178 2005 Undetermined
19 |pid.
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State Name of Agency 0:)22:9 d Previous Use Czﬁgus CY|§:(; d Current Use
Ohio Springview 1910/1975 | TB Hospital 86 2004 Undetermined
Oregon Fairview 1907 MR Facility 327 2000 Housing
Pennsylvania | Altoona 1975 MR Facility 90 2008 Undetermined
Wisconsin Northern 1897 MR Facility 173 2005 Shortterm dual

Wisconsin Ctr. diagnoses

Key National Trends:

Previous studies by DSHS and national research have documented significant changes in
caseload growth Specifically, the prevalence afitism spectrum disorders rapidly increasing
and is now estimated at 1:150 childrEor other peoplethe impact of public education and
community inclusion programs combined with various family support initiatives &liowed
people to remain in their own homes with the support of those families. Supportive family
members are now getting older and are in some instances unable to continue to provide supports.
A survey in Arizona found that 62% te&mily care givers wer over the age of 60 years
Additionally, the imgct of federal IDEAHeadstartChild Find, and otheearly intervention
programshave identifiecchildrenin need of servicelhese arly identificationefforts have
increased the demand for services. Bnaleople graduating from public school are expecting
residential supports and employment. Again similar to the early intervention group, the
prevalence opublic school graduatelsas not increased in recent years but early identification
and personal exgetations have increased the demand for public service.

Correspondinglyservice delivery system&ave experienaksignificant changes. Community
residential supports have shifted from group living situatiomsdividual homesnd apartments
which are well integrated into neighborhoods and communities. Incréazedonfamily-
support and personal cateasencouraged people to continue to live with their families.
Likewise, service providers have evolved from paspunsoredjroup homes tgrivate for
profit business corporationSeveral states haesgperienced decrease in the number of small
providers due to econonvof-scale financial constraints. Large workshop and fadildged
activity programs have been replaced vgitipported employment initiative& number of states
have initiatectreative optionsuch as family cooperatives, circlessapports, and micro
enterprises to encourage individualized services.

Therole of state governmenin the delivery of services ls&ecoming increasingly variable

among states. Several states hawisourced case management and support coordinéign
Florida, Arizona, Indiana, Montana) to private providers. Florida and Arizona also have made
case management an optional serviempke and their families may choose to waive case
management and use the associated funds to support other needs in their servitgians.
employee operated HCBS supported living prograresnow available ia7 states. These
programs focus on supping people who present community risks or are medidedigile as

well as providingbackip / dAf ai | s aHCBwaivess rare beaosingnnewore d e d .
consumedriven/ seltdirectedandallow for wider ranges of individual supports. Several states
havei ni t i at ed -fili vns@ pwhahdwmphasee setfirected servicesNisconsin
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and California have used HCBS waivers to transform their state institutional facilities into clinical
resource centers (Southwestern Wisconsin Center and Agnews)Center

All states have experiencsdynificant fiscal growth in public developmental disabilities
program$’. Overall budget expenditures as well as cost per consumer have risen in the past six
years? Highest per capita costs have occurred in staeratednstitutions although costs in
community residential programs have also seen substantial increases. As cost containment
methods, Medicaid CMS has encouraged the upeliished fee schedulés provider
reimbursement anstandardized consumer allocat®io control future fiscal growth.

Legally, states continue to experiemt@ss action litigationas well as federal Department of

Justice actions. Recent court actions have focused on state implementatioDlofdtead Act

(8 states), people omaiting lists(13 states), andccess to caressues 9 states). State

appropriations have not kept pace with court mandates and settlement agreements. As a result,
states are faced with the pressure t orddrt akeo
to figived needed resources to class members.
andhaven ot 0 consumer s.

Based upon the key trendsscribed previous)ythe forecast for the future suggests the following
directions

1. Stateoperatedong-term care in large settings (specifically ICF/MR) wiéicreaseand
will be replaced by stateperated crisis / urgéoare centers (funded by HCBS

2. Stateemployee operated supported living programs will increase and focus on people
with dual diagoses and / or community risk.

3. The use oprivately-providedextended family models, host homes, and adult family
homes will increase.

4. A combination of state and privatebperated supported livifgpmes focused on people
with intense health needs wiligrease as alternatives to generic skilled nursing facilities
(SNF).

5. People and their families will receive individual resource allocations which set limits on
the amount of public funds available for support.

1 Kaiser Family Foundatiofi Tr ends i n St at eKFMAmIli2@08.i d Fundi ngo,
2 National Association of State Budget DirectdtsE i s ¢ a | St aikuloy 2ulp@®8Nat i on
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STATE OF W ASHINGTON P ERSPECTIVE

The State of Washington Aging and Disabilities Administratibivision of Developmental

Disabilities (DDD)operatdive (5) residential habilitation centers (RHC) wélturrent occupied
capacity ofessthan 1006 onsumer s. The DDD portion of the
of State Institutional Facilitieso calls for
capacity. Historically, RHC reductions occurred through natural or planned attritiotheit

exception of the closure of Interlake School in 1994. Current DDD practice is to provide respite
supports as bed vacancies occur. Several recent Executive and Legislative initiatives have focusec
on the future use of RHC assets. DSHS has initiateshsive stakeholder discussionsuiing

i n t he p ubiisiorcodDevetnpmerdal Dis@bilities Strategic Plan 20@D0D i n

August 2002 fiStrategies for the Future LoRange Plan Report Phase 3: Final Repiort
DecembeR002, DSHS Centers Rernative Analysi® i n De ¢ & fitlanning Drahe 3

Future of DDD Residential Habilitation Centérs i n°, BPeelirnary Transition Plan

Planning for the Downsizing and Closure of Fircrest Schd@8tate Residential Habilitation

Cented Jamuary2004", fiAging and DisabilityAdministrationi StrategicPlan 2006 t®0110

in May 20048, andfiFircrest Excess Property Repettand Use Options and Recommendatins

in January 2008, a n dreqiiently Asked Questions Yakima Valley Proposed Closure and

Transfer of Residents i n F e b?f. Subsequentde@idia@ive discussions have included the
proposed closure of Fircrest School in Seattle and Yakima Valley School in Selah. Finally, DDD
finds its caseload growth ety.ceeding the stat

Statistically, of children born in Washington Stat€% are born with a developmental
disability. Onlytwo-tenths of one perce(@.2%)of children aged-Q0 are assumed to
require statgaid waiver servicé For special populations, trends \fillow the national
experiencavith two significant differences. While th@revalencef people with
disabilities will remain at 1.58% of the general population, the mix of diagnoses is
changing. California StatUniversity, Sacramento, foutithtthe natbnalincidence of

®Br addoc k Dividioa of Dévalopmefital Disabilities Strategic Plan 2BD096 Washington State Department of Social and Health
Services, August 2002

4 Division of Developmental DisabilitiefiStrategies for the Future LoriRange Plan Report Phagi Final Report, Washington State
Department of Social and Health Servideecember 2002

“Heartland, fAState of Washington Centers: AINOEE DSHS$ Buideg&lamald ysi so, |
Division provided additionatommentand updated datagarding adjustments to the Heartland findings.

'8 Division of Developmental Disabilitie§, Pl anni ng for the Future of \UdlngteheStte Departméneof Hab i
Social and Health Services, Septem?@0d3

YAging and Di s ab iRrdlininary FrahsitiomFlas Planming forahe Dowiisizing and Closure of Fircrest School: A State
Residential Habilitation Centér, Washi ngt on St ate Department of Social and Health ¢

BAaging and Di sabi | iSttategicRthmA006d0klt ,r aWa somi, ngit on St ate Department of Soci

'° Lands & Building Division and\ging and Disability Administratiod Fi r cr e st E x ¢ eisLand Bse Optiensang Repor t
Recommendations Department of Social and Health Services, January.2008

®Rolfe, Lindai Frequent |y Asked Quest i onWashingtanStatemBepartadnt oeSpciaBaadhHeaith Services, Se | a h o
February 2009

2 Division of Developmental Disabilitie§, St r at egi e s f -RangetPlareRepoit® hia = Ddpartment of Social
and Health Services, December 2002.
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people with autism and autism spectrum disorder (ABB)s mi r r or ed Cal i f o
experience. Autism in California hereased fromd999 to 2002t a rate of 9.1% per

year, while thencident rateof people with mental retardationdecreasing & rate of

8.3% per yedf. In addition to the changes in mix of diagnoses, two age groups are also
increasing significantlyChildren at risk of developmental disabilities are predicted to

increase by 7.8% per year for the next five yeakewise, adults and seniors in need of

long term care are projected to increase by 12.2% by?2013.

Current RHC Status: Currently, RHCs consist of a mixture 249 skilled nursing facility (SNF)
beds and43intermediate care facility / mental retardatlmedsfor an overall total of 992 beds
Rainier and=HMC offer ICF/MR services only. Yakima Valley offers SNF services only.
Fircrest and Lakeland Village offer both ICF/MR and SNF servidesstimated 60 people
(15%)who currently reside at Rainier widwtherwise qualify for SNF care should Rainier
provide it*. Table #8 lists the number of people using each of the REEsf June 20G9and the
number of state staff employed as of June 200Bhere were 2,728ull-time equivalent (FTE)
paid staff in June 200%.or this reportthetypes of staff ardivided into direct care staff (DCS),
clinical staff (Clinical), administrative and program support staff (Admin & SS). FTE counts are
based upon June 2098rsonnkpayroll reportsand do not include overtime or annual leave
costs.For determinatiomf currentstatus, all RHC clinical and administrative / support service
staff levels are projected to remain constRHC direct care staff are projected to increassed
upon the increase in shdgrm emergency admissions.

Table#3: Distribution of consumers and staff by SNF and ICF/MR program

RHC Consumer Data Number & Type of Staff
DEs: . . Current
Current SNF ICF/MR Care Clinical | Admin & Staff ETE
census Beds Beds Saff total SS total
total Total
Frances Haddon Morgan Center 55 0 55 81.73 20.03 37.35 139.11
Fircrest 210 89 121 351.36| 123.65 133.2 608.21
Lakeland Village 238 58 180 369.3| 117.74 92.93 579.97
Rainier 387 0 387 740.92| 172.68 241.33| 1154.93
Yakima Valley 102 102 0 138.81 49.47 55.83 24411
TOTAL 992 249 743 1682.12| 483.57 560.64 | 2726.33

2 Mickel, Amy and Stan Taylofi Act i ve St at us P o p ulaléotnia State Unigrsityy Cdilegedaii Businessi s o ,
Administration, Sacramento, California, 2008.

22 Manton, Kennethii Re c e n t Declines in Chronic Disability in the EI de
Annual Review of Public Health, April 2008.

2 pDD, fiPlanring for the Future of DDD Residential Habilitation CergepDepartment of Social and Health Services,
September 2003.

% Aging and Disability Services Administratioh,DDD E MI S Re p oDepartnientmféSoclatd Héalth Services,
June 2009.

2 persmnel payroll record data from June 2009 from each RHC.
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RHC direct care staff ratios are expressed in two waysstifircoveragebasicRHC staff ratios
are assumetb be 1 direct care staff pempéople (14) during waking hoursShft coverage for
short-term emergency direct care staff ratewe assumed to be 1 staff per geople (1:25). For
every bed that is convertém longterm care to emergent calm@sic coveragdirect care staff

is projected toncrease by @.FTEtolstaff for 2.2 peopleRHC staff ratios can also be described
asoverall coverageOverall drectcare stafito-resident ratiogor each of the RHCs are included
in Table #. As reference, largeaumbers irstaff ratiosmean thathere are more direct care staff
for each RHC resident.

Table #: Overallcurrentdirect care staff ratio to RHC resident

Overall Direct Care Staff Ratio to RHC Resident | Fircrest Rainier Lakeland| Yakima | FHMC
Number of Fultime DC staff (June 2009) 351.65 740.92 369.3 138.81 81.73
Number of RHC Residents (June 2009) 210 387 238 102 55
Overall DGStaff to RHC Resident ratio (# of staff to 1 1.67 1.91 1.55 1.36 1.49
person

In addition to the SNF and ICF/MR services, each RHC also provides plesspsi and short

term emergency residential supports. Talddists the current (June 2008ndaverage historical
capadies for these servicesUse of the RHCs increased significardiyer FY 2006Rainierand

Fircrest experienced increased respitegsions; people usj respite service represented a

annual averagef 10% of the RHC recipients. For select months, respite admissions reached a
maximum of almost 15% of people served by RHCs. Should these trends in respite use continue,
respite admissins will represent an estimated 30% of all people served by Ri#2820 All

RHCs will experiencsignificant pressure to admit people for resgdieortterm emergency
admissions are generally more expensive thanterng admissions due to the need for

immediate crisis intervention and staff intensity.

Table %: Historical RHC Respite and EmergesefJuly 2000 to June 2009)

Average Respite / Emergency Use per Month | Fircrest Rainier Lakeland| Yakima | FHMC
Average month since 2000 (July 2000 to JuP@09) 10 8 4 11 4
Average month prior to 2006 (July 2000 to June 2006 4 6 3 12 4
Average month since 2006July 2006 to June 2009) 21 11 6 10 3
Percent of Current Bed Capaaitylast 3 year averagg 10% 3% 3% 10% 5%
Maximumper monthsince 2006 32 15 13 14 6
Minimum per monthsince 2006 13 6 3 3 1

The RHC bed census has slowly decreased over time, and is directly related to the growth of the
community supported livingSL) program. While DSHS offers a wide range of service options

for people with disabilities such as Medicaid personal care, adult foster care, and family supports,
thecomplexity and nature of the needs of people currently residing in RHCs suggests that
intensive suppwed living services would be the primargmmunity opton for people leaving

RHCs For projection purposethe RHC bed census history is provided for January 2003 to June
2009, ad projected forward to June 2QFRHC capacity includes respite asigortterm
admissionsThese projections assume no change in current fundify pmd are calculated
usingalinear regression formukss referenced in footnote .28
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Table #: Current and Projected RHGedswith no change in current policy

RHC 2003 2004 2005 2006 2007 2008 2009 2014 2019
RHC 1,055 1,017 989 084 1,003 989 976 922 872
PR - -3.6% 2.8% -0.5% 1.0% -1.4% 1.3% -5.5% -10.6%
change

*(Calendar year 2009 = January 2009 through June 2009)

Averageper capitaannual expenditures the RHCs howeverwill increase over time with no

change in current policyncreases in RHC annual per capita costs are projected as the percentage
of shortterm emergency admissions increases. Tablgdvides historical and projected costs

for theRHC programsRHC expenditures are calculated from the June 2009 Aging and Disability
EMIS report. RHC expenditures and caseload include costs related to respite atefrshort
admissions. Projections are calculated usiligear regression formufZ.

Table#7: Current and Projected Rﬁ@erCapita Expenses with no change in current policy

RHC 2003 2004 2005 2006 2007 2008 2009 2014 2019

RHC | $390.15 | $413.14 | $435.73 | $457.41 | $490.76 | $538.37 | $543.22 | $679.03 | $810.76
paedcalll - 3.5% 5.5% 5.0% 7.3% 9.9% 0.7% 18.49% 41.3%
Change

*(Calendar year 2009 = January 2009 through June 2009)

KeyCharacteristics of People Currently Residing in the RHCs

The study team examined various demographic and clinicafrdataDSHSwhich described
people currently residing at the RH&sAIso, demographic studies from Illindisindiana, and
Canad&’, were reviewed. In briefhe study team found thhecause of their sizRHCs have a
large concentration of people with significanppart needs. Similar people with significant
support needs are also wsirvedn community residential prograsnKey to providing

successful carm both RHC and community settings is the presence of a highly individualized
personcentered support plamhere are two conditions, however, that will affect the future RHC
census.

27 Aging and Disability Servicesi EMI S R& pme t D6pardnént of Social and Health Services, June 2009.

Sx-X)-Y)

2 |inear regression formulaa+bxwherea = 3 — bx andb = == .
D(x—x)2 Y (x—x)

2 Kohlenburg, Elizabeth and B,Wang, R. CalhoirCo mmuni ty I nstitution Cost

C a r &asearch & Data Analysis, Department of Social and Health Services, August 2004.

%0 Braddock, David and R.Hemp.Ser vi c e s farPeopléwitimn Revelommental Disabilities in lllinois: A MeState
Co mp a r Ursversityaf Colorado, Department of Psychiatry. May2008.

Compari sot

%lLemay, Raymondi Dei nsti tutionalization of
Journal of Community Mental Health volume 28.n0.1, Spring 2009.

Peopl e with Caeadienl opment

2009
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First, many people have lived in the RHCs for a significant portion of their Avsignificant
percentag€49%)of these people wasdmittedaschildren under the age of 15 ygaand have
lived in the RHCs for over 40 yeaittachment # provides descriptive statistics aschtter
gramcharts of consumer age and length of stay. Tabl@adisents a summary of that data.

Table #8: Age characteristic of people currently livingRidC¢does not include respite & shagrm emergency admissions)

Age Fircrest Rainier Lakeland YVS FHMC Grand Total
Under15 years 3 0 0 0 1 4
16¢ 21 years 19 0 0 2 8 29
22 ¢ 45years 49 65 54 35 46 249
46 ¢ 64 years 106 243 140 49 2 540
65 yearsand older 28 71 34 2 0 135
Grand Total 205 379 228 88 57 957

Table 9 presents RHC length of stay daof June 200%ircrest and FHMC have
proportionally more people who have been in the RHAeks tharfive years. length of stayor

Lakeland and Fircress impacted by people transferring from Interlake. Those people show up in

the 10i 20 year group; their time speatt Interlake is not considered in this analysis.

Table 8: Length of Stay (in Years) for people currently living in RId€s not include respite & shagrm emergency)

Length of Stay | Fircrest Rainier Lakeland YVS FHMC Grand Total
Under 5 years 44 44 20 5 18 131
05-10 years 4 36 7 8 4 59
10¢ 20 years 16 18 58 8 9 109
20¢ 30 years 34 55 16 16 13 134
30¢ 40 years 28 61 41 19 10 159
Over 40 years 79 166 88 32 0 365
Grand Total 205 380 230 88 54 957

Table #D describes the age of admission to the Rt3@f June 200%eople entered Rainier and
Lakeland at the youngest ages, and in garieave longest length of staykhere is a strong
indication that the younger someone is admitted to an RHC, the longer their length diatay.
for Lakeland and Fircrest reflects the transfer of people from Interlake in 1993/1994. These
transfers were treated as new admissionglagid age of admission to Interlake is not included.

Table #0: Age atAdmission to RH@oes not include respite & shdgrm emergency)

Age at Admission | Fircrest Rainier Lakeland YVS FHMC Grand Total
Under 5 years 6 19 28 16 1 70
05-10 years 36 100 37 29 15 217
10¢ 20 years 84 107 65 19 26 301
20¢ 30 years 43 48 48 11 10 160
30¢ 40 years 22 53 33 8 0 116
Over 40 years 14 53 19 5 2 93
Grand Total 205 380 230 88 54 957
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Capital assets

AsRHCOs continued to reduce t-terenbasig, B08eoftheof pe
existing licensedbeds have been closed. Table £binpares the current RHC licensed bed
capacity with the June 2009 actual occupancy.

Table #.1: Current Facility Capacities v. June 2009 occupancy

RHCs Rainier Fircrest Lakeland Yakima FHMC Total
Certified 450 298 305 128 56 1,237
beds
Current 387 210 238 102 55 992
Occupancy
Difference 63 78 67 26 1 245

While this table suggests that RHC consolidation may be feasible, the mix of SNF and ICF/MR
beds within each of the RHCs does not create sufficient capacity to close a. fab#itgxception

is FHMC. People living at FHMC could be accommodated at Fircrest and Rainier School within
existing capacity.

RHC DESCRIPTIONS

A description of e a tdowdnformatibneregitdinG thesage, Iengtpofo v i d
stay, and agef admission for people living at each center is listed. Additionally, capital budget

and alternative land use study findings are presented. Finally, feedback from the various
stakeholder focus groups is outlined, and RHC legal concerns are included.

Frances Haddon Morgan Center

Frances Haddon Morgan CenteHMC) is located in Bremerton at the site of the former
Olympic Center. The capacity has remained constant at 56 bedshsreaay1980® and the
occupancy has been 99% for the past six year pdfldbllC was initially designed as a short
term treatment center for childrentlwautism under the age of 14 years. As the number of
children with autism increased statewide, alternative commresturces were unable to keep
pace with the population growth and the 14 yadrage limit was removedHMC is certified as
an ICF/MR under Medicaid regulatiorirom the August 2009 RHC Consumer database for
FHMC, age and length of stay datgiesentd in the following table

Table#12: Current age of people living BHMQas of September 2009)

Statistical Measure Age in Years
Mean Average Age 31.6
Median Age 33.3
OldestAge 49.1
Youngest Age 12.8

The oldest person is 49 years old and the youngest person is 12 years old. The average age of
people living aFHMC is 31.6 years old.
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While FHMC is relatively small in comparison to the other RHCs, it provides on average 5% of
its capacity to people need short term emergency supports. Length of stay and age of
admission data are presented in the followaiges The FHMC population generally divides

into two groups: people who have beerldMC over 20 years and people who have resided at
the facility for less than 5 years.

Table#13: FHMOLength of Stay

Statistical Measure Length of Stay in Years
Mean Average Length of Stay 30.1
Median Length of Stay 35.1
Longest Length of Stay 49.7
Shortest Length of Stay 1.0

The average age atimission for a person BHMC was 15.6 years. The youngest person
admitted was 4 years old and the oldest was age 45.

Table#14: Age at Admission for people living’iMC

Statistical Measure Age of Admission in Years
Mean Average Age at Admission 15.6
Median Age at Admission 15.1
Oldest Age at Admission 45.2
Youngest Age at Admission 4.8

FHMC maintains approximate§7,461sq ftof building space and sits 12.8acresof land The
campusgncludes three residential cottages, a lodge, and a main office building which makes up
approximately two thirds of the building spateaddition toFHMC, other state agencies also
useapproximately 60%f the Main Buildingspacefor office and adminisative purposes

unrelated t&-HMC. All buildings appear to be in genegdod repair. tlity systemsand facility
maintenancare scheduled for upgradeReview of he 200920110mnibus PreservatioBapital
Budget andVinor Works Capital Budgedated Jun®, 2009 containgthe followingrequests:

Table #5: DSHS Capital Budget Ptagune 200gFHMC)

DSHS Capital Budget Plan

Project 2009- 2011- 2013¢ | 2015¢ | 2017-

2011 2013 2015 2017 2019

Main Building Electrical Stitanel $155,000 0 0 0 0
Improvements
Site ADA Pedestrian Pathway $215,000 0 0 0 0
Burwell Cottage Kitchen Renovation 0 $750,000 0 0 0
Exterior Recreational Equipment $150,000 0 0 0 0
Exterior Recreational Equipment $150,000 0 0 0 0
Exterior Recreational Improvement $200,000 0 0 0 0
Main Building HVAC Upgrades $270,000 0 0 0 0
Main Building Indoor Gymnasium Upgrade $650,000 0 0 0 0
Main Buil