Appendix D

Applicant __________________________________________

Work Plan Template
	Goal 1: IDENTIFICATION AND OUTREACH - Assure that selected nursing home residents* have the information needed to make informed choices about long term care services.

*The term “nursing home resident” refers to the nursing home resident, family member, significant other, legal guardian, or legally authorized representative.


	Measures of Effectiveness:

#____ of Section Q referrals contacted
#____ of self identified or other identified resident contacted
# ____ of DOH provided names contacted

  = ____ Total Number of actual contacts with nursing home residents, legal guardians, authorized representatives, family members, significant others, or friends 
#____ of identified nursing home residents not contacted but were attempted to be contacted
#____ of barriers identified that prevented contact with a nursing home resident
#____ of alternatives, per identified barrier


	Objectives
	Activities Planned to Meet Objectives
	Staff/Partnership Member(s) Responsible
	Completed by: 

(month & year)

	A. Work with staff from the Department of Health (DOH), as requested, to develop and update objective materials related to home and community based services.


	
	
	

	B. Using a peer-based approach, contact and provide objective information about home and community-based care options to nursing home residents identified from the MDS whose names were provided by DOH, (Meetings should be face to face with the resident, unless geographic or other extenuating circumstances prevent face to face meetings).
	
	
	

	C.    Using a peer-based approach, contact and provide objective information about home and community-based care options to other nursing home residents, such as those identified through the MDS Section Q process, those who have self-identified, those referred by professional staff or family members, or other nursing home residents that NYSDOH identified.  Please note that some of these nursing home residents may currently reside in out-of-state nursing homes.
	
	
	

	D. Within one month of attempting to contact identified nursing home residents, identify barriers to meeting with them.
	
	
	

	E.  Develop and implement strategies to addressing those barriers. 
	
	
	


Work Plan Template

	Goal 2: REFERRALS AND TRANSITION COORDINATION - Effectively communicate to the nursing home discharge planner the nursing home resident’s desire to pursue home and community based options.

	Measures of Effectiveness:

#____ of referrals made to a nursing home discharge planner 

#____ of nursing home residents that the nursing home discharge planner/nursing home resident/legal guardian requested assistance with transitional planning      

#____ of nursing home residents that, after referral, actually transitioned to the community utilizing one or more home and community based service



	Objectives
	Activities Planned to Meet Objectives
	Staff/Partnership Member(s) Responsible
	Completed by: 

(month & year)

	A. Throughout the contract year, make appropriate referrals to the nursing home discharge planner as requested by the nursing home resident. 
	
	
	

	B. Throughout the contract year, assist, the nursing home discharge planner, as requested, with the coordination of home and community-based services and supports so that all of the necessary service elements are put into place for a successful transition.  
	
	
	

	C. Within one month of attempting to make a referral to a nursing home discharge planner, identify barriers to successfully making a referral.
	
	
	

	D.  Develop and implement strategies to addressing those barriers. 
	
	
	


Work Plan Template

	Goal 3 RELATIONSHIP BUILDING – Build successful relationships with various stakeholders.
	Measures of Effectiveness:

#____ of meetings held with nursing home discharge planners
#____ of meetings held with nursing home Long Term Care Ombudspeople
#____ of meetings held with long term care community based stakeholders


	Objectives
	Activities Planned to Meet Objectives
	Staff/Partnership Member(s) Responsible
	Completed by: 

(month & year)

	A. Throughout the contract year, build and maintain relationships with nursing home discharge planners, Long Term Care Ombudspeople, long term care community based stakeholders, and entities that authorize or provide home and community-based services.  
	
	
	

	B. Throughout the contract year, build and maintain knowledge about available home and community-based services in the region.
	
	
	

	C. Identify barriers to building and maintaining relationships with nursing home discharge planners, Long Term Care Ombudspeople, and long term care community based stakeholders.
	
	
	

	E.  Develop and implement strategies to addressing those barriers. 
	
	
	


