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Explanatory Notes

Section 432 of the Older Americans Act (OAA) requires the Assistant Secretary of Aging to
prepare a report each fiscal year which describes completed projects and their findings
supported under Title IV — Projects for Health, Independence and Longevity. This is the first
year the Administration on Aging (AoA) has compiled this report. It is similar in format to the
Compendium of AoA Grant Awards which has been compiled every year since 1984 and all
projects included in this report have been included in earlier Fiscal Year editions which may
be found on the AoA website. Most, but not all, of the new grant and final report
compendiums are project grants funded under the Title IV OAA authority. To view past grant
awards compendium go to

http://www.aoa.gov/AoARoot/Grants/Compendium/index.aspx

The project summaries in this report are taken from grantee final progress reports. They
briefly describe the purpose, organizations involved, and activities; and summarize outcomes
and major achievements accomplished during the lifetime of the project. Given that many
were conducted over a period of several years, they may not fully describe the activities,
evaluation conducted, or their findings. Readers are encouraged to contact the grantee if
more information is needed.

Project summaries are ordered by state location of the grant organization, the program or
initiative under which they were awarded, and the AoA organizational unit responsible for
project monitoring. A grantee organization index is in the appendix ordered by type of
organization. On-line readers may use the hypertext embedded in the Table of Contents to
jump to program and initiative areas of the compendium and the grantee organization index.
Descriptions of the AoA offices, programs and initiatives lead each compendium section.

Comments concerning this compendium can be made through the AoA website:

http://www.aoa.gov/AoARoot/About/Contact Us/Index.aspx
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Center for Planning, Policy, and Evaluation

The Administration on Aging (AoA) Center for Planning, Policy and Evaluation conducts the
agency'’s strategic planning, policy analysis, program development, and evaluation of
program performance functions. The Title IV Older Americans Act (OAA) discretionary grants
demonstrations supporting the Assistant Secretary of Aging’s priorities included in this
section are administered by the Office of Program Innovation and Demonstration, the Office
of Performance and Evaluation and the Office of Policy Analysis and Development.
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Aging and Disability Resource Centers

The Aging and Disability Resource Center Program (ADRC), is a collaborative effort of the
Administration on Aging (AoA) and the Centers for Medicare and Medicaid Services (CMS),
to establish information, counseling and referral services for older adults, adults with
disabilities and their families needing public or private resources to plan and support their
current and future long-term care needs.

The ADRC program began in FY2003 and as of FY2009 assisted over 200 centers in at least
one community in 54 States and territories. At least 13 States provide State-wide coverage
and over 30 States provide support for their centers. The goal is have State and national-
wide coverage within a few years. The majority of AoA funded projects in this collaborative
program included in this compendium were funded in FY2008.

Additional information about the ADRC program can be read on the AoA website

http://www.aoa.gov/AoARoot/AcA Programs/HCLTC/ADRC/index.aspx

and the AoA funded ADRC Technical Assistance Exchange website:

http://www.adrc-tae.orq.
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Program: Aging and Disability Resource Centers

Grant Number: 90AM2994
Project Title: Arizona Aging and Disability Resource Center
Project Period: 09/30/2005 - 09/29/2010

Grantee: Fiscal Funding
Arizona Department of Economic Security Year Amount
Aging and Adult Administration FY2010 $
1717 W. Jefferson PO Box 6132 FY2009 $
Phoenix, AZ 85007 FY2008 $
FY2007 $
Contact: FY2006 $
Melanie Starns FY2005 | $438,375
Tel. (602) 542-4446 FY2004 $
Email: mstarns@azdes.gov FY2003 $
Total $438,375

AOA Project Officer: Elizabeth Leef
Project Summary:

The Administration on Aging (AoA) and the Centers for Medicare and Medicaid Services
(CMS) awarded project funding through the Arizona (AZ) Department of Economic Security’s
Division of Aging and Adult Services (AZ DES/DAAS) for the development of AZ Links, the
Arizona Aging and Disability Resource Center (ADRC) which serves as a single, coordinated
system of information, assistance, and access for all persons seeking long-term care services
but targeting persons 60 and older and individuals with physical and developmental
disabilities.

AZADRC project goals were as follows: 1) to create a coordinated system of information,
assistance, and access for all persons seeking long term care services, and 2) to create a
programmatic process that is reflected in the form of an integrated data infrastructure that will
allow aging, physical disability, developmental disability, health, and Medicaid systems to
communicate. Key partners in this effort included: the Arizona Health Care Cost
Containment System (AHCCCS), the Arizona Governor’s Advisory Council on Aging (GACA),
the Arizona Department of Economic Security’s Division of Developmental Disabilities (AZ
DES/DDD), the Area Agencies on Aging (AAAs), Centers for Independent Living (CILs) and
other local community partners.

AZ ADRC project achievements included: 1) establishment of the administrative and
collaborative infrastructure for AZ Links, the AZ ADRC; 2) facilitation of individual choice by
creating a self-help web portal (http://www.azlinks.gov) that is available to individuals through
any computer connected to the Internet; 3) designation of AZ ADRC sites in 11 of 15
counties, where individuals can access counseling and assistance on long-term care
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information, options and services; 4) creation and implementation of an AZ ADRC training,
staff development and technical assistance plan; 5) creation and implementation of an AZ
ADRC public education plan; 6) implementation of the AZ Links Screening Tool as a web-
based tool for eligibility and streamlined access across agencies and populations; 7)
provision of technical assistance to community partners; 8) establishment of new programs,
including Care Transitions and Options Counseling; and 9) enhanced regional networking
and cross-training of information and referral staff.

The concept of the Arizona ADRC was that it would serve consumers, caregivers and service
providers as a “one stop” source of easily accessible and understandable information,
assistance and linkages to a full range of aging, disability, long-term care service and support
options that promote informed decision-making, individual choice, and healthy aging
behaviors. A “no wrong door” approach was adopted in the desire to promote and educate
the employees of all ADRC partners. The ultimate outcome is to allow the general public to
approach any ADRC partner agency which, when fully educated, would be able to provide
direction and assistance to the consumer regarding programs and services available through
all the partner agencies.

The project began in Maricopa County (Region [) as the first pilot site. Once the Maricopa
County ADRC implementation was complete, the remaining Arizona regions were targeted to
be developed and added to the ADRC consortium over the course of the project. During the
development of the pilot project, much of the ADRC related effort focused on assisting the
different regions in developing their organizations as “hubs” for the statewide ADRC. After
the Region 1 implementation was completed, (in order of participation) Region 4, Region 2,
Region 5 and Region 3 joined the effort as fully functioning ADRC partners. Planning for
ADRC participation in Region 6 has begun. AZ DES/DAAS is still working with the Native
American Communities and Tribes to incorporate them into the ADRC.

AZ Links functions statewide as a consortium with AAAs serving as the hub of each regional
partnership. The AZ Links consortium is guided by the AZ Links Steering Committee, chaired
by a staff member of AZ DES/DAAS, which functions as the single entity overseeing all
ADRC activities. The Steering Committee consisting of 30 representatives of state agencies,
organizations and institutions designates subcommittees to develop programs and/or provide
support functions, including the Customer Assistance Committee (CAC), the Uniform
Assessment Instrument Committee (UAI), and the Options Counseling Committee (OCC).

The CAC was designated to collaborate on the development of training documentation and
communication matrices to be used as standard materials for organizational-operational level
training throughout the state. As an inter-agency team, the CAC developed in-depth
educational materials focusing on Aging and Disabilities. The UAI Committee was asked to
develop a screening tool which is a simple questionnaire designed to quickly and accurately
identify a consumer’s most pressing needs, such as income or medical status and as an
online intake and search system that integrates into a database of services and providers.
OCC meetings were critical in planning and preparation of a successful grant proposal to
implement options counseling as a service of AZ-ADRC.
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Program: Aging and Disability Resource Centers

Grant Number: 90AM2995
Project Title: Colorado State Unit on Aging Aging and Disability Resource Center
Project Period: 09/30/2005 - 09/30/2010

Grantee: Fiscal Funding
Colorado Department of Human Services Year Amount
1575 Sherman Street, 10th Floor FY2010 $
Denver, CO 80203 FY2009 $
FY2008 $
Contact: FY2007 $
Todd Coffey FY2006 $
Tel. (303) 866-2750 FY2005 | $467,600
Email: todd.coffey@state.co.us FY2004 $
_ _ _ FY2003 $
AoA Project Officer: Eric Weekly Total $467.600

Project Summary:

The Colorado Department of Human Services (DHS) and the Colorado Department of Health
Care Policy and Financing (HCPF) received support from the Administration on Aging (AoA)
and the Centers for Medicare and Medicaid Services (CMS) to fund a three-year Aging and
Disability Resource Center (ADRC) in three areas of Colorado. The ADRC in Colorado is
known as Colorado Adult Resources for Care and Help (ARCH). ARCH utilizes the
resources and knowledge of an extensive network of agencies that provide information and
assistance to seniors and disabled consumers in Colorado.

The Single Entry Point (SEP) Agencies provide case management services for Home and
Community Based Services (HCBS) waivers in twenty-five geographic locations throughout
the state. Older Americans Act (OAA) services are delivered to consumers via a network of
sixteen Area Agencies on Aging (AAASs) in the state. Ten Centers for Independent Living
(CILs) throughout the state provide people with disabilities the tools needed to fully integrate
into community life including advocacy, peer support, independent living skill training, and
information and referral. The geographic boundaries of each office are not always clearly
defined since there are nine more SEP agencies than AAAs and fifteen more SEP agencies
than CILs. The SEP agencies are monitored and contracted through the Department of
Health Care Policy and Financing (HCPF) and the AAAs are monitored and contracted
through the Department of Human Services (DHS) Aging and Adult Division. The CILs are
monitored and contracted through DHS Vocational Rehabilitation Division. These variances
left deficiencies in the coordination between agencies when serving consumers in Colorado.

The Colorado ARCH has provided an opportunity for these four information and assistance
providers to coordinate together, along with other providers, to supply consumers with easier
access to services. Colorado ARCH targets seniors age 60 and older and adults age 18 and
older living with disabilities; however, no one who seeks information on long-term care
services is turned away. Colorado ARCH has expanded to six sites during the grant period
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rather than the three originally projected in the grant. The original site in Larimer County
(Fort Collins) kicked-off on September 5, 2006; with additional sites opening between May
and August 2010 - Mesa County (Grand Junction), Pueblo County (Pueblo), El Paso County
(Colorado Springs), Alamosa, Conejos, Costilla, Mineral, Rio Grande, and Saguache
Counties (Alamosa), and Otero County (La Junta). Mesa County has expanded to Garfield,
Moffat, Rio Blanco, and Routt Counties. Otero is in the process of expanding to Baca, Bent,
Crowley, Kiowa, and Prowers Counties. Colorado ARCH currently covers approximately
42,244 square miles or 41 percent of the total square miles of Colorado. Colorado ARCH is
available to 28 percent of the current population. Colorado’s population for those individuals
over age 60 is projected to increase approximately 18 percent in the next 5 years and 4.2
percent for those under 60. Colorado ARCH assisted 12,632 contacts from September 5,
2006 when the first pilot, Larimer County, kicked-off through September 30, 2010. During
that same time frame, Colorado ARCH served 8,083 clients. Of those clients, sixty-five
percent were over the age of 60 and thirty-five percent were adults 18 and over living with a
disability. Colorado is in the process of developing a plan to expand ARCH statewide in the
next five years

Currently, Colorado utilizes the ARCH website through VisionLink Tapestry
(http://www.coloradoarch.org). Resources for the first ARCH site, Larimer County, are listed
on the website using the taxonomy system. The website has a secure site for case
management documentation which includes all consumer data and is available for all ARCH
sites to use. Three of the current ARCH sites use 2-1-1 agencies as a contracted partner
with access to their MIS. The Denver Metropolitan Counties (Denver, Adams, Arapahoe,
Broomfield, Clear Creek, Douglas, Gilpin, and Jefferson Counties) and Boulder County are
currently using Network of Care for their information and assistance programs. As the ARCH
expands to these areas the ARCH MIS will need to interact with Network of Care and share
resources. Colorado is in the process of evaluating the most efficient means of maintaining
a management information system.

Resource Specialists are employed at all six of the Colorado ARCH sites. Resource
Specialists are available to provide assistance to consumers in securing the necessary
documentation for services, completing application forms with consumers, and linking the
consumer to a provider agency. There are two tiers of information and assistance services
provided by the Resource Specialists. Tier one provides information and assistance to
consumers by providing contact information for the services including telephone numbers,
addresses, and websites. Tier two is more intensive options counseling which assists the
consumer in exploring long-term care options and applying for long-term care programs. All
Resource Specialists are required to track and document demographics of consumers served
while maintaining a no wrong door policy.

In 2010, Colorado was awarded the Affordable Care Act Part B Options Counseling Grant.
Colorado will be developing operating standards for options counseling based on the
awarded proposal through the grant funding.
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Program: Aging and Disability Resource Centers

Grant Number: 90AM2999
Project Title: Community-Based Aging and Disability Resource Center
Project Period: 09/30/2005 - 09/30/2010

Grantee: Fiscal Funding
Idaho Department of Health And Welfare Year Amount
PO Box 83720 FY2010 $
Boise, ID 83720 FY2009 $
FY2008 $
Contact: FY2007 $
Michele Turbert FY2006 $
Tel.(208) 364-1946 FY2005 | $467,600
Email: TurbertM@idhw.state.id.us FY2004 $
: , . FY2003 $
AOA Project Officer: Kevin Foley Total $467 600

Project Summary:

The Administration on Aging (AoA) and the Centers for Medicare and Medicaid Services
(CMS) awarded funds to the Idaho Department of Health and Welfare, Division of Medicaid,
to develop a pilot Aging and Disability Resource Center (ADRC) in Idaho to provide elderly
and physically disabled citizens better access to services and to help them remain
independent. The goal was to provide elderly and physically disabled citizens better access
to services and to help them remain independent. Specifically the ADRC staffs were to: 1)
organize a community-based long-term care support system that enables target populations
to make informed decisions about long-term care options; 2) improve coordination of service
delivery between all local and state agencies that work with the targeted populations; 3)
provide an integrated point of access for information, supports, and services designed to help
individuals remain as independent as possible in their own homes and communities; and 4)
promote public awareness of both private and public community-based alternatives to nursing
home placement.

At the time the grant was written, it was believed that Idaho’s ADRC model would achieve
these goals in the following ways: 1) public awareness of both private and public long-term
care support options would increase in targeted communities; 2) people age 60 or older,
people with physical disabilities, and caregivers would access the ADRC for information and
assistance; 3) consumers would use programs and benefits that can help them remain in the
community; and 4) agencies involved with the ADRC will complete eligibility determinations
for services in a way that appears seamless to the consumer and avoids duplication of
information provision. Medicaid worked with representatives from the Idaho Commission on
Aging (ICOA), Area Agency on Aging (AAA), the disability community, and others to design a
model for the pilot ADRC. After a year of planning, the pilot ADRC opened in northern Idaho.
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During the two year pilot, significant inroads were made to streamline access to services and
help individuals and their caregivers in their efforts to remain independent and in their own
communities.

The project team and four ADRC staff overcame a number of obstacles including the sparse
population and Idahoans’ highly valued sense of independence. Forty percent of Idaho’s
residents lived outside urban areas on 90 percent of the state’s land. Idaho has 15.6 people
per square mile, compared with the national average of 79.6 people per square mile.
Twenty-six of Idaho’s 44 counties are considered frontier, having six or less inhabitants per
square mile

The communities in the pilot region came to truly support the ADRC effort. In time, it became
apparent that the model for the pilot ADRC would not be sustainable statewide. As the grant
period ended, project sponsors directed the team to seek alternative ways of expanding
ADRC services statewide. An extension to the grant was awarded and the ICOA assumed
management of the statewide ADRC. Their approach then and now includes utilization of
existing AAA staffs as well as providing the public with access to a web-based searchable
resource tool where resources can be found for services anywhere in the state. A statewide
Steering Committee is now in place. The Committee, which includes Medicaid, is dedicated
to developing and overseeing the ADRC five year strategic plan and exploring approaches for
improving inter-agency communication and service coordination for long-term care services
and supports.

The first year of the grant was a planning year. Twelve months after planning began, in
2006, Idaho’s ADRC pilot, originally named Aging Connections, now known as Aging and
Disabilities Connections, opened an office in Coeur d'Alene, Idaho. The Coeur d’Alene
ADRC site was, and still is, housed in the Area Agency on Aging (AAA) office which served
as the hub of the pilot ADRC operation. The pilot was staffed with four people; one
community development specialist, one intake worker (hired by the AAA), and two options
counselors. Two field offices soon opened, one in Sandpoint, Idaho, and one in Kellogg,
Idaho. The Sandpoint ADRC site was located in the Senior Center and the Kellogg site was
established in the Wellness Center. Options counselors staffed these two satellite sites
approximately one day per week for the first year until it was determine this approach was not
efficient and both satellite sites were closed. One staff person remained with Aging and
Disabilities Connections in the AAA office in Coeur d’Alene and another was hired for that
office by the AAA, so options counseling services continued. Most services were maintained
and continue today.

While Medicaid had a vested interest in the success of the ADRC in Idaho, it was not
practical for Medicaid to remain the lead agency in the day-to-day operations of the ADRC. It
was ultimately decided that the statewide model should be managed by the Idaho
Commission on Aging (ICOA) and a sub-grant was developed so they could do that work.
The Coeur d’Alene AAA, where the original pilot was housed, is now a model to the other
AAAs throughout the state on how to provide options counseling, information, referrals, and
long-term care planning through the AAA.
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Program: Aging and Disability Resource Centers

Grant Number: 90AM3002
Project Title: Aging and Disability Resource Center
Project Period: 09/30/2005 - 06/30/2010

Grantee: Fiscal Funding
Michigan Department of Community Health Year Amount
320 Walnut Street - PO Box 30479 FY2010 $
Lansing, Ml 48913 FY2009 $
FY2008 $
Contact: FY2007 $
Peggy Brey FY2006 $
Tel. (517) 341-0988 FY2005 | $467,600
Email: BreyP@michigan.gov FY2004 $
. . FY2003 $
AO0A Project Officer: Joseph Lugo Total $467 600

Project Summary:

The Michigan Office of Long-Term Care Supports and Services, the State Unit on Aging and
state Medicaid agency, created a network of aging and disability resource centers (ADRC)
with the Single Point of Entry (SPE) Program also called Michigan Long Term Care
Connections (MILTCCs) demonstration project. Through a competitive RFP process, four
MILTCC program sites (Detroit/Wayne County, West, Southwest and Upper Peninsula) were
chosen to become Single Point of Entry entities/Aging and Disability Resource Centers
(ADRC). The SPE demonstration project included support by State and Federal Medicaid
programs.

The goals for establishing ADRCs were to: 1) establish comprehensive resources of long-
term care; and 2) provide information and assistance in accessing services, and planning for
long-term care financing and delivery, benefits outreach and proactive choice counseling.
ADRCs have the capacity to improve access and enhanced consumer control to individuals
needing either public or privately funded services, professionals seeking assistance/supports
and services on behalf of their clients, and individuals planning for their own future long term
care needs.

The original intent of MILTCC was to conduct medical and facilitate financial eligibility
determinations for Medicaid-funded supports and services provided in nursing facilities and
the MI Choice waiver. Use of the ADRC/SPE was to be mandatory for individuals seeking
access to Medicaid-funded nursing facility programs. Original objectives included: 1) offering
consumers more options; 2) establishing quicker access to services through streamlined
eligibility and assessment; 3) reducing unnecessary institutionalization through diversion and
transition; and 4) integrating consumers' voice into organizational governance.
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Original anticipated outcomes were: 1) creation of modular assessment tool to be used
across programs/systems/settings; 2) financial eligibility determination meets federal
standard of promptness requirements; 3) fragmented intake processes integrated into a
single coordinated process; 4) decreased numbers of individuals who are being served in
institutions, as a result of transition services; and 5) more collaboration and involvement of
local organizations in the long-term care supports system

When implemented MILTCC served as a single entry point to publicly administered long term
supports and services including those funded under Medicaid and the Older Americans Act
(OAA). MILTCC targeted services to the elderly (60+) and individuals with physical
disabilities (18+) and their families.

The MILTCCs were successful in their mission to serve as Aging and Disability Resource
Centers (ADRCs). Consumer satisfaction results indicated MILTCCs were visible and trusted
places in the community where people received information and assistance on the full range
of long-term support options. MILTCCs improved access and enhanced consumer control by
providing: 1) comprehensive person centered information and assistance (I&A) for a range of
supports, services, and resources; 2) options counseling and ongoing choice support to
improve customer understanding of available long term care supports and services,
facilitating the person-centered planning process with consumers; 3) information about
nursing facility transitions and options, as preferences or conditions changed and when
desired, and assistance in the development of a transition plan; 4) Medicaid functional
eligibility determinations called Level of Care Determinations (LOCDs) for long term care
services provided in nursing facilities and the MI Choice Medicaid Home and Community
Based Services (HCBS) Waiver Program; 5) benefits counseling to help people learn about
and apply for public and private pay benefits; 6) long term care information, assistance and
counseling during crises, emergencies and nursing facility closures.

MILTCCs were eliminated via Executive Order on May 10, 2009 and closed 30 days later due
to lack of legislative appropriation. MILTCCs developed, operated and were independently
evaluated from January 2006 to mid 2009. SPEs did not have the opportunity to engrain fully
into Michigan’s long term care system for a sustained period of time. Without this
opportunity, policymakers may not have grasped the potential cost-savings that could have
been generated over time before deciding to withdraw funding. The State’s need for a single-
point of entry program as identified by the Michigan Medicaid Long Term Care Task Force
still exists. There is strong commitment at multiple levels to continue long term care reform
activities. Interagency workgroups continue to work on policy and program changes that
were initiated. The Office of Services to the Aging (OSA) and Office of Long Term Care
Supports and Services (OLTCSS) defined a new ADRC model based on a no wrong door
approach using existing resources immediately following MILTCC closure. The OSA applied
for and was awarded a 2009 A0A/CMS ADRC grant to rebuild ADRC capacity in Michigan by
utilizing existing long term care resources and building on lessons learned from MILTCC
demonstration project.
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Program: Aging and Disability Resource Centers

Grant Number: 90AM3003
Project Title: Aging and Disability Resource Center
Project Period: 09/30/2005 - 08/30/2010

Grantee: Fiscal Funding
Mississippi Department of Human Services Year Amount
Division of Aging FY2010 $
750 North State Street FY2009 $
Jackson, MS 39212 FY2008 $
FY2007 $
Contact: FY2006 $
Danny George FY2005 | $438,375
Tel. (601) 359-4925 FY2004 $
Email: danny.george@mdhs.ms.gov FY2003 $
Total $438,375

AOA Project Officer: Kevin Foley
Project Summary:

The Administration on Aging (AoA) and the Centers for Medicare and Medicaid Services
(CMS) awarded this grant to the Mississippi Department of Human Services (MDHS) Division
of Aging and Adult Services (DAAS) in collaboration with the Governor's Medicaid Division
and the Mississippi Department of Rehabilitation Services a grant to develop Aging and
Disability Resource Centers (ADRCS) in Mississippi counties targeting persons 60 and older
and adults with disabilities. ADRCs provide a single point of entry for culturally competent,
coordinated services where consumers can get information and advice about a wide range of
long-term care resources. Information concerning health care, income security, housing, and
financial management are provided via a streamlined, easy to access one-stop resource for
planning options for individuals, families and caregivers in supporting long term care.

The project goals were: 1) provide the target population with information on a full range of
long-term care support options through a streamlined, single point of entry to all publicly
funded programs and benefits; 2) create a management information system that will support
all functions of the ADRC and provide ease of access to consumers; 3) create an increased
awareness of long-term care options within the target population; and 4) create market
awareness of ADRC services and functions among target population, major referral sources,
service providers, and key community leaders. The anticipated outcomes of this grant were:
1) a sustainable coordinated system of information and access for all persons seeking long-
term support; 2) higher customer satisfaction; 3) an increase in elderly and disabled living in
their own homes; and 4) an increase in early planning for long-term care.
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Mississippi had to delay the implementation of the ADRC by 5 months because of the
unimaginable devastation that Hurricane Katrina left in her path, a period in which
MDHS/DAAS’ primary focus was assisting Mississippi Seniors in need. Mississippi hired an
ADRC project director at the end of January 2006 and the project development gained
momentum.

The overall plan strategy was to build the ADRC from the foundation of the local Area
Agencies on Aging (AAA). The first physical ADRC site was developed in Central Mississippi
covering seven rural and urban counties with diverse populations. The Central Mississippi
Area Agency on Aging pilot project used the “One Stop” approach for accessing public and
private services. Central’'s consumers are able to access long-term care options and
resources through single point of entry, well coordinated and supported.

MDHS/DAAS recognized early on that a single ADRC entity for all of Mississippi was not
feasible due to geography and the fact that not all 10 Area Agencies have the same types or
guantity of service and resources for long-term care. However, it was important that there
would be uniformity and standardization among the sites in key functions and processes, as
outlined in federal criteria for a fully functioning ADRC, and that there would be a seamless
system statewide. Mississippi now has three ADRC sites to include the Southern Mississippi
Area Agency on Aging and North Central Area Agency on Aging. Building an infrastructure
that is uniform yet flexible for other Area Agencies requires a tremendous amount of
collaboration and planning. The progress was slow and intentional. The Area Agencies have
continued a steady course towards achieving the State’s vision to duplicate the ADRC based
on the lessons learned from the pilot site. MDHS/DAAS is still evaluating the ADRC impact,
but the preliminary results from Central, pilot site, indicate that there is an increased
awareness of the ADRC and higher consumer satisfaction with its services.

Cross training has strengthened the knowledge base of the ADRC staff as they provide
information and assistance, options counseling, short term case management and follow up,
especially to those who require special attention and help. These are key ADRC functions
that are being embedded in Mississippi’s long term system. Participation and assistance
from project partners reflect stronger relationships that have been built through the ADRC
project. Through these relationships a strong foundation has formed for the positive change
and streamline to long term care statewide.

Looking forward, the State is pursuing these developments: 1) Central, North Central, and
the Southern Mississippi Area Agencies on Aging are seeking partnerships to sustain the
website; 2) development of a common vision for the ADRC at the State level, manage
partnerships and earn support of diverse stakeholders; 3) create formal partnership
agreements between the aging, disability, and Medicaid programs at the state and local
levels; 4) coordinate ADRC activities closely with other systems change initiatives and
partner closely with Medicaid; and 5) Develop a cohesive statewide marketing strategy to
raise awareness of ADRC services among consumers and community and state leaders.
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Program: Aging and Disability Resource Centers

Grant Number: 90AM2759
Project Title: Aging and Disabilty Resource Center: Building Upon Success
Project Period: 09/30/2003 - 12/31/2009

Fiscal Funding
Grantee: Year Amount
New Jersey Department of Health And Senior Services FY2010 $
Division of Aging and Community Services FY2009 $
240 West State Street FY2008 $
Trenton, NJ 08625-1002 FY2007 $

FY2006 | $400,000
Contact: FY2005 $48,000
Nancy Day FY2004 $
Tel. (609) 943-3429 FY2003 | $750,158
Email: nancy.day@doh.state.nj.us Total $750,158

AOA Project officer. Joseph Lugo
Project Summary:

New Jersey's Aging and Disability Rresource Center (ADRC) grant established multiple
ADRC sites at the county level to test the development and implementation of models that
integrated information and assistance, assessment, eligibility determination, and access
processes and staff across programs. New Jersey (NJ) built upon its extensive information,
assistance and referral system (NJ EASE) to provide information and assistance 24 hours a
day, 7 days a week, and 365 days a year through its toll-free number and a new interactive
website. A new management information system supporting client tracking, needs
assessment, care plans, and utilization was linked to a computerized universal application for
services.

The initial ADRC grant funded the development of two ADRC pilot counties in NJ - Atlantic
and Warren. The Building Upon Success grant originally outlined four specific goals: 1) to
expand the model to 5 additional counties in the next two years and ultimately statewide; 2)
to expand the Hospital Pre-Admission Screening (PAS) pilot to other counties to divert older
adults and persons with physical disabilities from permanent placements in long-term care
setting; 3) to increase visibility and access to long-term care (LTC) through public awareness
efforts targeting consumers and community provider agencies; and 4) develop a managed
care model utilizing ADRC as the key access point to all long-term care support.

It is the ADRC business process that is serving as the foundation for rebalancing and
streamlining access to long-term care supports. The ADRC process ranges from the ability
to handle the initial phone screening to a comprehensive assessment of a consumer’s
physical/health status care needs; from counseling consumers/caregivers to coordinating
their home and community-based services (HCBS); and from streamlining their Medicaid
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eligibility process to ensuring quality management strategies are incorporated across all
business processes.

In June 2006, the New Jersey Independence, Dignity and Choice Long-Term Care Act
(herein referred to as the Act) mandated the Department of Health and Senior Services to
implement a system of statewide long-term care service coordination and management; to
identify HCBS long term care models that are efficient and cost effective alternatives to
nursing home care; develop and implement a consumer assessment instrument that is
designed to expedite the process to authorize the provision of home and community based
services through fast-track eligibility prior to formal financial eligibility determination; develop
a quality assurance system; seek to make information available to the general public; and
create a Medicaid Long-Term Care Funding Advisory Council.

At the Center of New Jersey’s Independence, Dignity and Choice Act is a mandate to
implement a client-tracking system that advances the ADRC objectives, including easy
access to long-term care support services, streamlining eligibility determination and
coordinating long-term care service and management. New Jersey’s choice of such a client-
tracking system, SAMS, is to be used for the following components: 1) compliance with
federal Older American Act National Aging Program Information System (NAPIS) reporting;
2) deployment of SAMS for use in ADRC business process (intake, service planning, care
management, service utilization/costs tracked by funding source); 3) an interface with the
care needs assessment product to be used, and 4) redesign of the care management module
to meet the needs of New Jersey.

Due to the statewide implementation of this management information system, full ADRC
deployment in the first five ADRC counties was slowed to ensure that not only the five
identified counties are using SAMS for ADRC and NAPIS, but also to ensure that the sixteen
remaining counties were using SAMS for NAPIS reporting purposes. At the request of the
Area Agencies on Aging (AAAs) involved with both implementations, a new strategy was then
devised to first ensure all counties were up and running with SAMS and that the designated
counties kept on target with initial planning and training efforts to become an ADRC.

The intent of the Hospital Pre-Admission Screening (PAS) Pilot is to enable hospital staff to
screen and authorize placement for individuals seeking admission into either a nursing home
or Medicaid waiver program by using the At-Risk Criteria screening tool to determine nursing
facility placement. The primary goals of the Hospital PAS are to: 1) reduce the hospital
length of stay for Medicaid recipients seeking placement for nursing home level of care; 2)
free up DHSS staff to focus on Community Choice Counseling (OCCO) versus conducting
the PAS in the hospital; and 3) encourage a more collaborative working relationship between
hospitals/nursing facilities and the aging and disabled provider network. PAS is working to
reduce hospital length of stay, frees OCCO nurses to do Community Choice Counseling (i.e.
options counseling) and establishes a more formal working relationship between hospital staff
and the Division’s Office of Community Choice Options (OCCO).
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Alzheimer’s Disease Supportive Services — Innovation Projects

The Alzheimer’s Disease Supportive Services Program (ADSSP) supports state efforts to
expand the availability of community-level supportive services for persons with Alzheimer’'s
Disease and Related Disorders (ADRD) and their caregivers. Formerly known as the
Alzheimer’s Disease Demonstration Grants to the States (ADDGS), the ADSSP was created
by Section 398 of the Public Health Services Act. Under the Administration on Aging’s
leadership and in collaboration with the Aging Network, the ADSSP National Resource
Center, and a variety of state and community partners, the ADSSP supports the creation of
responsive, integrated, and sustainable service delivery systems for individuals with ADRD
and their family caregivers across the United States.

Beginning in FY2007 the program was changed to focus on evidence-based interventions.
Eighteen month cooperative agreements negotiated with States demonstrate how existing
evidence-based interventions help people with ADRD and their family caregivers can be
translated into effective supportive service programs at the community level. This
compendium includes two (2) projects from earlier competitions.

Additional program information, current project grants and a compendium of resources may
be read on the AoA website:

http://www.aoa.gov/AoARoot/AcA Programs/HCLTC/Alz Grants/index.aspx#resources
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90 AZ 2807

Project Title: Translating Evidence Based Alzheimer’s Disease and
Related Dementia Direct Service Research into Practice

Project Period: 09/30/2007 - 12/31/2009

Grantee: Fiscal Funding
California Department of Aging Year Amount
1600 National Drive, 2" Floor, Director’s Office FY2009 $
Sacramento, CA 95834 FY2008 $
FY2007 $338,864
Contact: FY2006 $
Janet A. Tedesco FY2005 $
Tel. (916) 928-4641 FY2004 $
Email: jtedesco@aging.ca.gov FY2003 $
Total $338,864

AOA Project Officer: Jane Tilly
Project Summary:

The California Department of Aging (CDA), in collaboration with the five Alzheimer’s
Association chapters in California and the University of Texas, Health Science Center,
implemented the Spanish language transformation of the Savvy Caregiver Program,
“Cuidando Con Respeto,” and delivered this program throughout California to better serve
the State’s ethnically diverse Latino caregivers. The five Alzheimer’s Association chapters
participating in this project were: The California Southland Chapter, Central Coast Chapter,
Northern California Chapter, Orange County Chapter and San Diego Chapter. These
chapters have committed to offer Cuidando in the future as part of their regular outreach to
the Latino community.

The project’s goal was to improve the availability of this evidence-based program for
Spanish-speaking Alzheimer’s caregivers by embedding the caregiver course within the
State’s service delivery network for older adults. The project’s strategy was to transform the
Savvy Caregiver Program to meet the needs of a low-literacy level, Spanish-speaking
caregiver population in a manner that: 1) yields high caregiver satisfaction; 2) increases
caregiver knowledge; and 3) reduces caregiver distress.

The measurable goals established for this project were that the Cuidando program: 1)
produces high caregiver satisfaction; 2) increases the caregiver’s knowledge of Alzheimer’'s
disease and the caregiving role; and 3) reduces caregiver distress. Although not originally
identified as a measurable outcome, the issue of maintaining fidelity to the original curriculum
and the manner in which the course was delivered was of importance and was closely
monitored. The Cuidando facilitators actively collected evaluation measures during each of
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two sessions including participant satisfaction with the course, knowledge gained, Zarit
Burden Scale and basic demographic information. In addition, data was collected three to six
months after Cuidando through telephone follow-up interview with open ended questions.
After the telephone interviews, the Zarit Burden Scale was mailed to the participants to
complete and return. All data was sent to the University of Texas for analysis. Data was
collected from 294 caregivers that attended the 20 Cuidando courses delivered throughout
California over a period of eight months.

The majority of Cuidando participants, 74 percent, were female and 97 percent were Mexican
American. The course evaluation and open-ended telephone interviews produced the
strongest evaluation evidence to conclude that the program was successful in teaching
caregivers the attitudes, knowledge, and skills that led to changes in caregiving practices.
For instance, caregivers described specific changes they had made in their caregiving
practices that could be traced directly to the content taught in Cuidando. The open-ended
guestions reported changes in attitude included less frustration; greater patience, tolerance
and acceptance of AD in relatives; increases in acquiring skills in caring for AD family
members; increased attention to caring for themselves; and greater awareness that others
were having similar experiences; and an increase is discussing issues with and involving
family members.

Outcomes from the knowledge test and the Zarit Burden Scale were inconclusive. The
evaluators believe that the knowledge test showed no change in knowledge from pre- to post-
test because the questions were either too easy or too confusing. At baseline, the responses
to the Zarit Burden Scale did confirm that caregiving negatively impacts the lives of the
caregivers. However, there was a low return rate of the mailed Zarit Burden Scale
assessment tool and those that were returned were frequently incomplete. Additionally, there
are other concerns regarding the meaning of “burden” for Latino caregivers who may feel a
sense of duty, honor or responsibility for undertaking the role of caregiving that would negate
their ability to acknowledge a sense of burden.

The products developed and disseminated include the Spanish version of a trainer manual
and a participant manual (available through the University of Texas), two articles for
submission to a peer-reviewed journal and a cost assessment methodology outlining
estimated costs of project start-up and operating costs.

This grant permitted the University of Texas to complete/further refine several key resource
materials needed to disseminate Cuidando more broadly. It also provided the resources for
California to implement this program in many Latino communities and has benefited many
Spanish-speaking families dealing with issues related to Alzheimer’s disease.
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90A10018

Project Title: California's Innovation Grant to Better Serve People with
Alzheimer's Disease and Related Disorders

Project Period: 09/30/2008 - 06/30/2010

Grantee: Fiscal | Funding
State of California, Department of Aging Year Amount
California Department of Aging FY2010 $
1300 National Drive FY2009 $
Sacramento, CA 95834 FY2008 | $234,382
FY2007 $
Contact: FY2006 $
Janet Tedesco FY2005 $
Tel. (916) 928-4641 FY2004 $
jtedesco@aging.ca.qov FY2003 $
Total $234,382

AO0A Project Officer: Theresa A. Arney
Project Summary:

The California Department of Aging (CDA), in partnership with local Alzheimer's Association
chapters and a coalition of community organizations, developed an intervention to better
serve ethnically diverse caregivers and improve early identification of the disease. The
project's goal was to enhance the capacity of the State's aging services providers to better
serve Vietnamese and Latino dementia-affected adults and their caregivers, with a special
emphasis on earlier identification and early stage support for affected Latinos.

The project's objectives were: 1) to improve state policies and practices on dementia care,
including building the capacity of four new Aging and Disability Resource Centers (ADRCS);
2) to increase access to home and community-based care for Latinos and Vietnamese
people with dementia and their families; 3) to expand Latino services to increase earlier
identification and development of supportive programs for an Early Stage population; 4) to
provide direct respite and relief to families caring for people with Alzheimer's disease and
related dementias (ADRD); and 5) to disseminate lessons learned. Anticipated project
outcomes were an expansion of the two existing community collaborative that assist families
in accessing dementia-related services and the development of culturally appropriate
services for the target populations.

The Dementia Care Network model on which this project was based is a California
innovation. Aware that families in many ethnic communities were not being served by
mainstream dementia programs, state and local agencies and organizations came together to
develop a model that would increase public understanding that dementia is not a normal part

18 of 207


mailto:jtedesco@aging.ca.gov�

of aging; that there are services that can help, and that having a family member with
dementia is not a shameful thing that needs to be hidden. At the same time, the model works
to build cultural competency among mainstream service providers so that they can serve
these ethnic families. This project incorporated this same approach in developing this new
Latino and Vietnamese Dementia Care Networks.

The model takes a two pronged approach: 1) developing a community coalition that includes
the targeted ethnic group’s community service organization(s) and mainstream health, aging,
and social service organizations in that community to identify barriers these families face in
accessing dementia care and strategies they can implement to make culturally competent
services available; and 2) providing community outreach, family education and assistance to
families in accessing services. The heart of this model is a Care Advocate who is bilingual
and bicultural and has expertise in ADRD care giving issues. Care Advocates provide
community ADRD education and acting as a care coordinator in assisting families to identify
service options and enrolling in these programs (if help is needed). For project clients
needing respite, some grant funding was available to help pay for the cost involved.

The project encountered four implementation challenges. They included difficulties in: 1)
overcoming traditional cultural beliefs that dementia is a normal part of aging and conversely
a sense of family shame that can occur when a family member exhibiting dementia
symptoms; 2) securing written ADRD educational materials in Vietnamese; 3) identifying and
serving persons in the early stages of dementia within the Latino Dementia Care Network;
and 4) the decreasing ability of many families to pay privately for in-home or community
based respite/dementia care due to reduced personal financial resources.

Throughout the grant new alternatives were sought to address these challenges.
Overcoming traditional cultural beliefs takes time, but good community education provided by
trusted community members and validation of these concepts through the ethnic media have
repeatedly been found to be the most effective strategies. Although need for translating
materials into Vietnamese was not identified, this was crucial and created much needed
resources. On the other hand, the project was not successful in developing strategies to
effectively identify and enroll Latinos in services for persons in the early state of dementia.
The challenges families are having due to the economy and its negative impact on their
ability to purchase services was beyond the capacity of this project to address, even though
the Care Advocates tried to identify publicly funded programs to serve their clients.

Products developed during the grant included: Consumer brochures translated into
Vietnamese which will continue to be available and available for broad dissemination, and a
Replication Manual and Lessons Learned Report that can assist organizations interested in
replicating the Dementia Care Network model and/or tailoring services specifically to Latino
and Vietnamese families. In December 2010, the California Alzheimer’s Disease Plan was
released. The California Department on Aging has been an active member of the Taskforce
involved in developing this Plan and we believe that it will be a valuable resource for the new
Governor and State Legislators, who will face ongoing budget deficits for the foreseeable
future, but will need to making policy and funding decisions on how to support the growing
number of California families impacted by Alzheimer’s disease.
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90A10002
Project Title: Maine's Alzheimer's Diversion Initiative
Project Period: 09/30/2008 - 06/30/2010

Grantee: Fiscal Funding
Maine Department of Health and Human Services Year Amount
Office of Elder Services FY2010 $
442 Civic Center Drive 11 State House Station FY2009 $
Augusta, ME 04333-0011 FY2008 | $236,236
FY2007 $
Contact: FY2006 $
Romaine Turyn FY2005 $
Tel. (207) 287-9214 FY2004 $
Romaine.Turyn@maine.gov FY2003 $
Total $236,236

AOA Project Officer: Priti Shah
Project Summary:

The Maine Office of Elder Services (MOES), in partnership with Maine's five Area Agencies
on Aging, the Maine Alzheimer's Association, and the Muskie School of Public Service,
developed, tested and implimented the Alzheimer's Diversion Initiative, a program to provide
specialized services to rural Maine caregivers of adults with Alzheimer's Disease and Related
Disorders (ADRD) who are at imminent risk of institutional placement and not yet eligible for
Medicaid. Project innovative features included: 1) screening protocols for adults at imminent
risk; 2) an evidence-based model, Healthy IDEAS (ldentifying Depression, Empowering
Activities for Seniors) expanded to a broader group of caregivers, testing its effectiveness in
institutional diversion; and 3) formalized referral protocols for adults with challenging
behaviors. The primary goal of the program is to divert people with ADRD from nursing home
or residential care placement.

The objectives of the program were to: 1) develop an organizational structure that can
sustain the initiative; 2) target adults at imminent risk; 3) extend Healthy IDEAS to include
caregivers who are not currently receiving respite; 4) increase the effectiveness of screening
and referring people with ADRD with challenging behaviors; and 5) assure caregivers have
greater access to appropriately targeted services.

Given the depressive symptoms associated with caregivers of individuals with dementia, the

Initiative studied the direct and indirect outcomes of the Healthy IDEAS designed for older
adults with chronic conditions by translating it to promotion of the health and well being of
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caregivers of individuals with dementia in rural Maine. The intended outcomes were to
reduce the rate of admissions to nursing homes and residential care facilities, and reduce the
rate of enrollment in Medicaid. The Initiative also provided insight into the complexities of
integrating standardized evidence-based program into the diversified roles of staff at
agencies on aging.

Statewide implementation of the Initiative was completed by OES in collaboration with
Maine’s five Area Agencies on Aging, Maine’s Alzheimer’s Association, the Muskie School of
Public Service — University of Southern Maine, the statewide assessment agency (SAA) -
Goold, and the state home care coordinating agency (HCCA) - Elder Independence of Maine.

Activities essential to implementation of the Initiative included: 1) train staff in Healthy IDEAS
for caregivers of individuals with dementia, motivational interviewing and provide Initiative
orientation; 2) identify caregivers of individuals with dementia; 3) refer caregivers to AAAs for
participation in Healthy IDEAS; 4) complete database and evaluation component of the
Initiative that was IRB approved; 5) complete intakes into the Healthy IDEAS study
implementing Healthy IDEAS as designated by participation protocol; 6) maintain fidelity to
the evidence-based Healthy IDEAS Program; 7) support coordinators in collecting and
downloading data for tracking and analysis; 8) analyze data from the study; 9) develop and
implement challenging behavior training and individualized challenging behavior consultation;
and, 10) sustain components of the program after termination of the study.

An evaluation report of the Maine Alzheimer’s Diversion Initiative was completed by Muskie
School. The findings from the outcome evaluation showed that caregivers in the intervention
group and the usual care group both had improvements in depression scores and in
response to problem behaviors. Those in the intervention group showed significantly greater
improvement. These results should be cautiously interpreted, however, because the
intervention group had higher scores at baseline. Thus, the findings could be a result of the
intervention; but they could also reflect a statistical tendency called regression to the mean.*

1 J. Fralich, J, Bratesman, S, Richards, M, Payne S, Evaluation Report: Maine Alzheimer’s Diversion Initiative, Muskie
School of Public Service, University of Southern Maine, Portland Maine. 2010.
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90AI0001

Project Title: Expanding Service Usage in Early Stage Alzheimer's: Project
LEARN (Listen, Educate, Adjust, Resolve, Navigate)

Project Period: 09/30/2008 - 06/30/2010

Grantee: Funding:
Missouri Department of Health and Senior Services FY2010 $
P.O. Box 570 FY2009 $
Jefferson City , MO 65102 FY2008 | $236,327
FY2007 $
Contact: FY2006 $
Glenda Meachum-Cain FY2005 $
Tel. (573) 526-8534 FY2004 $
glenda.meachum-cain@dhss.mo.gov FY2003 $
Total $236,327

AOA Project Officer: Theresa F. Arney
Project Summary:

The Missouri Department of Health and Senior Services (DHSS), in partnership with Central
Missouri Area Agencies on Aging (CMAAA) and the four Missouri chapters of the Alzheimer’s
Association, undertook an 18 month Alzheimer’s Disease Supportive Services Program
(ADSSP) to improve efforts in Missouri to increase service usage by individuals in the early
stages of Alzheimer’s disease. The goal of Project LEARN was to serve 400 families during
this grant period. Project LEARN (Listen, Educate, Adjust, Resolve, Navigate) was operated
through the Missouri Alzheimer’s Association Chapters. It was an intensive intervention to
help early stage families learn about resources needed to cope with Alzheimer’s disease and
related disorders. It offers a consumer directed comprehensive set of support and education
services for individuals with early stage dementia and their families.

Original objectives were to: 1) establish a referral process for Area Agencies on Aging,
physicians and other professional care providers that requires limited effort for the provider
and is non-threatening to the family; and 2) provide Project Learn, a comprehensive set of
services for individuals in the early stage and their families, through the formulation of an
individualized consumer directed plan that builds coping skills and addresses emotional,
educational and planning needs. Expected outcomes were: 1) increased sense of
competence and coping strategies in navigating the needs and challenges of Alzheimer's
disease; 2) increased number of individuals with early stage dementia using services; and 3)
family preparedness for continued home-based care through implementation of individualized
action plans.
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As part of Project LEARN a brief 8-question dementia screening tool (AD-8), was community
tested by the Central Missouri Area Agency on Aging (CMAAA) subsequently integrated into
their initial assessment process. The CMAAA represents a largely rural territory. The
CMAAA, appropriate DHSS staff and staff from the Missouri Alzheimer’s Association
Chapters were trained by Dr. J.E. Galvin in the use of the AD-8. Care Coordinators from
CMAAA made 725 visits during the grant period and administered the AD-8 717 times.
Project LEARN served 520 unduplicated individuals from 240 families.

A professional care consultant conducted a structured initial assessment for each participant
exploring reaction to diagnosis, concerns such as driving, legal and financial planning, home
safety issues, and other family needs. The care consultant talked and listened to both the
individual and caregiver to develop an individualized LEARNiIng plan. The LEARNing plan
included the specific action steps designed to help each individual family. As needs were
identified through the LEARNIng plan, referrals were made to educate families on appropriate
education programs and resources. All LEARN participants received education about
community based services that helped them meet the goal of maintaining care in the home
for as long as possible.

Care Consultants connected families to support groups, socialization programs and
individuals support options and while working with them they were able to help families adjust
to the changes that accompany Alzheimer’s disease. To facilitate resolution and assist
families in adjusting to changes, care consultants made follow-up contacts bi-monthly as
needed to make sure all concerns or needs had been resolved.

Individuals and family caregivers received assistance from care consultants in navigating the
network of services. Through a termination planning session, each family was provided with
information and community resources that helped them transition out of Project LEARN.
Participation in Project LEARN was available to individuals with early stage dementia
throughout the state, with special emphasis in outreach efforts to rural and frontier counties
and minority populations.

The products from this project are: a final report, including evaluation results and summary of
key lessons learned, a manual for program replication, a tested screening tool used within the
Area Agency on Aging network, and a cost analysis. The results of a Project LEARN
evaluation were very positive. Families increased their competence in dealing with dementia
and learning about needed services. CMAAA Care Coordinators agreed one hundred
percent that every Area Agency on Aging should use the AD-8 dementia screening tool.

The Heart of America Chapter is continuing to provide the Project LEARN program. They
have made advances in relationships/referral patterns with doctors and consider this project a
success that will continue to build. All chapters are seeking funding and plan to continue the
program including experimentation with subsidized fee for service models.
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Program: Alzheimer's Disease Supportive Services - Innovation Projects

Grant Number: 90AI0019

Project Title: Early Stage Dementia Project Telehealth Early Phase Patient
and Family Support Program (TESP)

Project Period: 09/30/2008 - 03/31/2010

Grantee: Fiscal Funding
Nevada Department of Health and Human Services Year Amount
Division for Aging Services FY2010 $
1860 E Sahara Avenue FY2009 $
Las Vegas, NV 89104 FY2008 | $110,857
FY2007 $
Contact: FY2006 $
Jeff Doucet FY2005 $
Tel. (702) 486-3545 FY2004 $
Email: jsdoucet@aging.nv.gov FY2003 3$
Total $110,857

AOA Project Officer: Theresa Arney
Project Summary:

The Nevada Aging and Disability Services Division (ADSD), along with its partners the
Northern Nevada Northern California Alzheimer’s Association, the Cleveland Clinic Lou Ruvo
Center for Brain Health, and the University of Nevada Center for Cognitive Aging conducted
an eighteen month innovation grant to better serve people with Alzheimer's disease and
related disorders. The goal was to establish early intervention service delivery to Alzheimer’'s
(dementia) patients and caregivers in rural and underserved communities of Nevada through
the use of televideo and telemedicine.

The target population for this project was rural, financially compromised individuals with early
phase Alzheimer’s disease, family caregivers, Spanish speaking patients and families, and
Native American patients and families. A special emphasis was given to Hispanic and Native
American populations spread over the 95,763 square miles in the rural and frontier areas of
Nevada. The remoteness of these areas and the sparse population complicate the service
delivery options. Identifying specialists willing and able to serve these rural communities
presents many challenges. The Nevada Early Stage Dementia Project Telehealth Early
Phase Patient and Family Support Program (TESP) attempted to address these issues and
allow access to specialists for rural patients and their caregivers through the use of
technology.

The Center for Cognitive Aging Alzheimer Disease Diagnostic and Treatment Center used
their telemedicine capacity to provide education for care recipients and their caregivers.
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Their ability and capability to reach outlying areas and support to train patients and families
helps reduce the burden associated with long term care costs through early intervention.
Collaboration with the Alzheimer’s Association of Northern Nevada provided specialty training
for persons in the early stages of Alzheimer’s disease and their families through this
telemedicine video. Sessions included an overview of early stage dementia, medical and
research updates on early stage dementia, legal and financial planning, managing change,
family relationships, advocacy and planning for the future. Topics such as safety concern
including three particular risks of falling and home safety were covered.

Surveys and interviews with participants found that a majority (80%) of Latino and Native
American participants reported that the education/caregiving training they received increased
their knowledge about Alzheimer’s disease and dementia and that they learned something
new that applies to their situation. Similarly 80% of rural participants reported that the
education and caregiving training they received increased their knowledge about Alzheimer’s
disease/dementia and that they learned something new that applies to their situation and
80% of all participants in the telemedicine program reported that the educational information
they received via this program was useful and helped them more effectively manage the care
and safety of the care recipient. Following their training, 80% of telephone support group
participants reported that the group increased their knowledge about dementia and helped
them more be more effective in their work as a caregiver or support group facilitator.

In addition, 100% of Hispanic participants indicated information and care consultations
provided increased their knowledge about Alzheimer’'s disease and 99% of rural participants
who attended education and training indicated they learned something new that applies to
their situation. All participants in the interactive televideo conferencing found the information
very helpful in helping with the short and long-term care of their loved one with Alzheimer’s
disease.

The Nevada project achieved and surpassed these outcomes. The program was positive and
beneficial for participates and their caregivers. A key component of this intervention was
building relationships in the targeted communities. Relationship building takes time and must
be ongoing to maintain the trust for continued interaction. To implement the Televideo
program it is essential to ensure a strong coordination between the all sites in terms of
support, operations and continuity. Also, outreach and relationship, including activities must
be maintained and supported. Program partners are passionate about the services they
provide and continue to seek funding opportunities to enhance these services from
independent sources as well as from the State of Nevada, Aging and Disability Services
Division through Federal and State funds.
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90AZ2790
Project Title: New Mexico Alzheimer's Program
Project Period: 07/01/2004 - 06/30/2010

Grantee: Fiscal Funding
New Mexico Aging and Long-Term Services Department Year Amount
Community Involvement Bureau FY2010 $
2550 Cerrillos Road FY2009 $
Santa Fe, NM 87505 FY2008 $
FY2007 | $300,000
Contact: FY2006 | $300,000
Lynne Anker-Unnever FY2005 $311,150
Tel. (505) 222-4503 FY2004 | $311,150
Email: lynne.anker-unnever@state.nm.us FY2003 $
Total $1,222,300

AoA Project Officer: Jane Tilly
Project Summary:

The State of New Mexico (NM) Aging and Long-Term Services Department (ALTSD)
developed and and implemented respite care services, particularly community-based adult
day care, targeting underserved communities and tribes in rural New Mexico. The goal of
New Mexico’s project was to improve the capacity of the state’s home and community-based
long-term care service delivery system to better address the needs and issues of people with
Alzheimer’s disease and related dementias (ADRD) and their caregivers.

The objectives were to: 1) build Alzheimer’s disease technical expertise at the state, area
agency on aging, provider and consumer levels; 2) strengthen data collection, integration and
integrity; and 3) strengthen options for evidence-based, consumer-directed services,
especially adult-day care services. The expected outcomes of the project were: 1) trained
and knowledgeable care coordination personnel; 2) increased access for consumers to
resource information, personalized care coordination, and consumer-directed care; 3)
increased coordination and collaboration among project partners; and 4) increased data
integrity.

The project brought together the New Mexico Aging Network in a series of training events
about ADRD and the resources available to address the needs of people with ADRD and
their family caregivers. The emphasis on this topic during the award period created a
renewed awareness of issues related to Alzheimer’s disease and the services and supports
available to address them. Training was provided to over eight hundred Aging Network
personnel. The training was found to be effective in increasing participants’ knowledge about
ADRD and the services available from the NM Alzheimer’s Association, the NM Aging and
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Disability Resource Center (ADRC) and the Area Agencies on Aging (AAAs). NM ADRC
counselors have been trained to recognize requests for dementia specific information and
services and have an increased understanding of how to connect callers with appropriate
services and supports.

Participants were very satisfied with the training received. Significant findings from the
training included the need for adaptations in training format, as many participants were older
adults, and many spoke English as their second language. Training materials were
translated, simultaneous interpretation was provided and bi-lingual monitors were available to
assist participants with filling out evaluation forms. Retention test scores improved when
testing was conducted by phone in Spanish. The integrity of data related to the ADRD and
the needs of caregivers was improved through the activities of this project. A more
standardized approach to the collection and reporting of the data is now in place, creating
improved opportunities for data analysis for program planning and quality improvement.

Access to consumer-directed respite services was increased by the project. Respite
services, in particular adult day care programs, were provided with individualized consultation
and training, and with this, increased access was gained to these programs by caregivers.
Two evidence-based caregiver education and training programs currently operate in the
state. Increased awareness of the consumer-directed respite voucher program administered
by the New Mexico Alzheimer’'s Association was also a result of the training. This may have
been the primary factor in the significant increase of both numbers of consumers and units of
respite services provided from FY 2009 and 2010.

Publications, workshop and educational materials have been developed and distributed
throughout the Aging Network. A task force has been formed to develop a “Dementia Plan”
for the state. Key partnerships were established or enhanced. The New Mexico home and
community-based long-term care service delivery system has increased its “dementia
capabilities” to better serve the needs of people with ADRD and their caregivers.

In 2005, the ALTSD was awarded a five-year Systems Change Grant for Community Living
from the Centers for Medicare and Medicaid Services. The intent of these funds was to help
New Mexico continue to “build the infrastructure that will result in effective and enduring
improvements in community-integrated services and long-term support systems.” With this
support, ALTSD over the course of the grant period: 1) improved access to long-term
support services for the older adult and adults with disabilities, including persons with
Alzheimer’s disease and dementia, through a one-stop, single-point-of-entry system for home
and community-based services; 2) developed a comprehensive, department-wide quality
management system; and, 3) transformed information technology systems within the
Department and across other state departments to support access to long-term care
services. The system transformation efforts achieved through the Systems Change Grant for
Community Living were aligned with and complemented the Alzheimer’s Disease Supportive
Services Program objectives.
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90AZ2788
Project Title: Continuing Partners in Care
Project Period: 07/01/2004 - 12/31/2009

Grantee: Fiscal | Funding
Rhode Island Department of Ederly Affairs Year Amount
John O. Pastore Center FY2010 $
35 Howard Avenue FY2009 $
Cranston, RI 02920 FY2008 $
FY2007 | $325,000
Contact: FY2006 | $294,050
Paula Parker FY2005 | $294,050
Tel. (401) 462-0546 FY2004 | $294,050
Email: paulap@dea.state.ri.us FY2003 $
Total $1,207,150

AOA Project Officer: Jane Tilly
Project Summary:

The purpose of the Rhode Island (RI) Department of Elderly Affairs (RIDEA) Alzheimer’s
Disease project which was branded as ADAGE was: 1) to develop a comprehensive
consumer-directed program which would provide community-based information, counseling,
support and services for individuals with early stage dementia and their caregivers; 2) to
provide subsidized community-based services for those with dementia who would not
otherwise qualify for any existing state or federal subsidized programs; and 3) to provide
ongoing training for Benefits Specialists at the Rl Aging and Disability Resource Center
(ADRC) to enhance their skills in “listening for dementia.”

RIDEA developed and implemented this program in collaboration with: the Alzheimer’s
Association-Rhode Island Chapter; the Rhode Island ADRC (“The Point”); six regional
community case management agencies that provide services statewide; and Ocean State
Community Resources (“Options”), a non-profit statewide agency that served as the fiscal
intermediary for the consumer-directed program account management.

The three target populations for the project were: 1) individuals with the early stages of
dementia and their caregivers, who could benefit from the “Live and Learn” program; 2)
individuals with dementia who needed community-based services to remain in the community
with their caregivers and who did not qualify for any state or federal subsidized services; and
3) any consumer, caregiver or professional in Rhode Island seeking information, counseling
and referral from The Point to assist individuals with dementia and/or their
caregivers/families. The project made available information, counseling, referral and
subsidized direct care services to all Rhode Islanders through two outlets - The Point, which
has built a statewide network of community-based linkages to reach individuals in every
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Rhode Island community and a statewide regional case management agency network. The
“Live and Learn” program for those with early stage dementia and their caregivers was
initiated in one central metropolitan county in Rhode Island but, over the course of the grant,
the was expanded to other geographic areas of the state.

Findings were focused in seven areas: 1) the value of client participation and direction in the
success of a program for those with early stage dementia; 2) the unanticipated “quality of life”
benefits of an early stage dementia program; 3) the need for an effective counseling
component for programs serving those with early stage dementia and their caregivers; 4) the
location and accessibility of an early stage dementia program within the community; 5) the
value of subsidized programs to serve as an incentive to individuals who are reluctant to
enroll in community-based services; 6) the value of subsidized programs in assisting
individuals to maximize their resources and to remain in the community as long as possible;
and 7) the need for ongoing training of professionals and counselors in the area of dementia
and related services.

Products developed during the grant period included assessment and eligibility forms for
professionals and informational brochures for consumers, caregivers, and professionals. The
program and policy implications generated by this project address the unique needs and
challenges that face those with early and later stage dementia and their caregivers. There
are significant implications for the value of consumer direction; the need for specialized
counseling; strategies to maximize limited consumer resources; the significance of “quality of
life” considerations in program design; and the psychology of program promotion and the
introduction of a service model to reluctant participants. There were also significant program
and policy implications for program design in the role of care coordination and effective
information and referral services.
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90AI0015

Project Title: South Carolina Alzheimers Disease Demonstration Grants to the
States Innovation Project

Project Period: 09/30/2008 - 09/30/2010

Grantee: Fiscal | Funding
Lieutenant Governor's Office on Aging Year Amount
1301 Gervais St., Suite 200 FY2010 $
Columbia, SC 29209 FY2009 $
FY2008 | $383,912
Contact: FY2007 $
Anne Wolfe FY2006 $
Tel. (803) 734-9900 FY2005 $
Email: awolfe@aging.sc.gov FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Michelle Boutaugh Total $383.912

Project Summary:

The goal of the Alzheimer's Disease Demonstration Grant to States (ADDGS) was to improve
access to home and community-based services for individuals with Alzheimer's disease and
related dementia (ADDRD) by targeting underserved minority and rural populations. The
underlying problem which was the catalyst for the grant project is the prevalence of
Alzheimer’s disease among the African American population in conjunction with the tendency
to go undiagnosed and/or receive care late in the course of the disease process.

The projects original objectives were to: 1) implement strategies that build familiarity and
trust among underserved minority populations; 2) provide outreach and screening through a
mobile ADRC in the Trident region; 3) provide outreach and education through Family
Consultants who are congregants of local churches; 4) provide medical screening by the
Medical University of South Carolina (SC) Alzheimer’s Disease Clinical Core Research Group
(MUSC-ADCCRG); and 5) provide vouchers that allow increased services through the SCAA,
the ADRC, and the Family Caregiver Support Program. The target population for achieving
these objectives lived in three counties of the South Carolina Lowcountry area (Charleston,
Dorchester, and Berkeley counties).

The project was a collaboration of the SC Lieutenant Governor’s Office on Aging (LGOA) in
collaboration with the SC Alzheimer’s Association (SCAA), the Trident Area Agency on
Aging/Aging and Disability Resource Center (AAA/ADRC), and (MUSC- ADCCRG).

Expanded outreach was conducted through primary care physicians to provide education and
training and facilitate referral of patients to the ADDGS case manager for assistance with
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identified needs, to include advanced directives and information on long-term care insurance.
This is especially crucial to those patients in early stage Alzheimer's disease, so they are able
to be a part of the decision-making process for themselves. Anticipated outcomes were
increased access to services and information; increased consumer control; increased trust,
familiarity and willingness to use services; and effectiveness of interventions.

The project built upon a previous ADDGS grant project. Efforts were continued for outreach
through the faith-based communities, to include recruitment and training of Family
Consultants to serve as liaisons between their respective churches and the program staff.
Additional outreach was provided through use of a mobile van. The case manager
conducted outreach to primary care physicians to facilitate referral of newly diagnosed
patients with Alzheimer’s disease. It was initially estimated that 400 individuals would receive
$500 vouchers to purchase supportive services with the possibility of increased benefits
available based on assessed need and that this approach would increase access of minority
and rural individuals with ADRD to home and community-based services. The concept
included assisting families and caregivers; especially early stage Alzheimer’s patients and
their caregivers, with information for advanced planning through referrals from primary care
physicians. Additionally, an innovative approach to support groups was launched in the form
of “self-help clubs”.

Building trust and credibility within the underserved minority communities was a priority in all
daily program activities. Because of the economic downturn services to our most vulnerable
populations have been curtailed and, in some cases, totally cut. This project’'s model is
attempts to create a basic framework for services in outlying areas and provide a feasible
alternative to more expensive urban-based dementia care. The case manager was able to
visit with families in their homes, including those in remote rural areas. Likewise, she was
able to provide easily accessible dementia care training in local neighborhoods, thereby
enabling caregivers to recognize symptoms earlier and know how to respond effectively.

Participants were surveyed to determine whether outreach interventions provided were
effective in increasing access to home and community based services and increasing
consumer choice and control of resources. A series of Yes/No questions followed by open-
ended questions afforded participants the opportunity to respond to questions regarding their
control over the services provided and subsequently utilized. This includes what impact the
program had on the participant’s life and if it impacted the ability to stay in the home or keep
a loved one in the home. Ninety-five percent of respondents indicated they felt they had
control over what services were provided and how those services were used. All
respondents agreed that this program made a difference in their lives. All respondents
answered that they would recommend this program to a friend.

This initiative has laid the foundation for meaningful dialogue among collaborative partners
from diverse backgrounds. The strides made through this project, with its innovative
multidisciplinary approach using both volunteers and professionals, are a cost-effective
approach in addressing critical needs, especially with declining resources.
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90AI10013
Project Title: Innovation Grants to Better Serve People

with Alzheimer's Disease and Related Disorders
Project Period: 09/30/2008 - 06/30/2010

Grantee: Fiscal | Funding
Tennessee Commission on Aging and Disability, Year Amount
500 Deaderick Street, Suite 825 FY2010 $
Nashville, TN 37243 FY2009 $
FY2008 | $236,253
Contact: FY2007 $
Melissa Redmond FY2006 $
(615) 741-2056 FY2005 $
melissa.redmond@state.tn.us FY2004 3$
_ _ _ FY2003 $
AOA Project Officer: Shannon Skowronski Total $236.253

Project Summary:

The Tennessee Commission on Aging and Disability, in collaboration with the Tennessee
Area Agencies on Aging and Disability, the Tennessee Respite Coalition, and the Mid-South
Chapter Alzheimer’s Association developed an intervention with the goal of extending the
length of time caregivers can function effectively in their role.

Project objectives: 1) increase the likelihood that a person with Alzheimer's disease can
remain at home; 2) decrease caregiver stress; 3) empower caregivers to make informed
choices about care using natural networks; 4) utilize single entry points for all populations
needing assistance through Area Agencies on Aging and Disability; 5) increase awareness
and knowledge of Alzheimer's disease among African American communities, specifically
churches; 6) design an evaluation plan to consider the fidelity of program implementation,
measure consumer satisfaction, make recommendations regarding program improvement
and project expansion, and monitor program quality; 7) reduce long-term care costs and
Medicaid spend down; and 8) identify continuation funding.

Intended caregiver outcomes included less burden and stress related to caregiving role,
increased satisfaction with family-directed respite care, increased choice and flexibility in
managing respite services for loved ones, increased family-directed respite care and other
services (especially among African Americans), increased use of natural networks, increased
involvement of clergy and lay leaders in African American churches, and increased
awareness and use of Alzheimer's diagnostic services and resources.
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The Alzheimer's Association in coordination with Southeast Tennessee Developmental
District and Greater Nashville Regional Council planned and executed follow up workshops
following the success of presentations at the African American Clergy Conference.
Television, Radio, and Newspaper Public Service Announcements were used to publicize
these events. Information was distributed at numerous Health Fairs and
Outreach/Awareness Events. These outreach efforts reached thousands of African
Americans and afforded them the opportunity to learn about Alzheimer's through outreach
efforts and planned workshops. Follow-up workshops for The African American Clergy
Conference succeeded in reaching the target population of African American laypersons. And
support groups have been formed to help serve the targeted African American population.

The workshops, conferences and seminars were held generated increased use of the single
point of entry through the Area Agencies on Aging and Disability for enrollment in the
Innovation Grant Program for respite services and identified the need for Community Support
Groups. Caregivers have been provided education on caring for the person with dementia,
as well as caring for themselves in order to maintain health and be able to continue as
caregivers. The Alzheimer's Association currently offers 16 support groups for caregivers in
Hamilton and surrounding rural counties. Three new support groups were initiated in
November 2009. Cost analysis report indicate 142 number of participants were served
including 72 with respite care, 49 with case management and 21 with assessment.

Follow up phone calls to survey the satisfaction of clients showed a great amount of
satisfaction among the participants within the innovation grant program where respite is
concerned and families are expressing a great deal of accountability and responsibility to
their loved ones. Statements vary from appreciation of the program to grief or feelings of lost
loved ones.

Challenges remain in reaching the targeted populations the grant was intended to serve. The
African American and Hispanic population has received very little attention in the past from
the media, medical community, clergy and professional communities. However, families may
have identified the disease within, but not sought resources or services to assist them in
dealing with their loved ones. The innovation grant partners have successfully been able to
provide settings where training, awareness, testimonies and professional advice as well as
support were presented. By providing these settings the targeted population has been
reached that would not have been possible otherwise. Outreach to the Hispanic community
remains limited due to limited staffing, mistrust of governmental agencies by this population
and perceived beliefs that there is sufficient support already present within their community.

Project products include a summary of lessons learned, a how to manual and materials, and
a cost analysis.
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Program: Alzheimer’s Disease Supportive Services — Innovation Projects

Grant Number: 90AI0012

Project Title: Early Stage Cognasium: A Supportive Services Program for
Early Stage Alzhiemer’s Disease and Related Disorders
Client/Caregiver Dyads

Project Period: 09/30/2008 - 03/31/2010

Grantee: Fiscal Funding
Utah State Department of Human Services Year Amount
120 North 200 West, Suite #325 FY2010 $
Salt Lake City, UT 84103 FY2009 $
FY2008 | $292,355
Contact: FY2007 $
Sonnie Yudell FY2006 $
Tel. (801) 538-3926 FY2005 $
Email: syudell@utah.gov FY2004 $
) . FY2003 $
AO0A Project Officer: Theresa Arney Total $292 355

Project Summary:

The Utah Division of Aging and Adult Services, the Alzheimer's Association Utah Chapter,
and statewide Area Agencies on Aging collaborated to provide care consultation with geriatric
health care services in early stage dementia for families whose loved one has just been
diagnosed or who is in the earliest stages of detection and intervention in the city of Logan,
Utah, and its surrounding rural areas of Cache County, and in Salt Lake City and its
surrounding area including Ogden City, Utah.

The project goal was to provide a multi-component care consultation intervention to improve
competency and well-being of caregivers (Caregiver Well-Being Kit) and increase self-
efficacy of persons with early stage Alzheimer’s disease and related disorders (ADRD). The
featured intervention was known as “cognasium,” a term coined for this project which teaches
those who care for a person with early stage dementia and memory loss to focus on the
person as a whole, rather than the disease. Cognasium is an activity-based focusing on the
remaining capacities of the early stage person with Alzheimer’s disease and related disorders
(ADRD). Cognasium also supports communication within the caregiver/care recipient dyad to
minimize disease symptom impacts for as long as possible. The early intervention begins
with development of an Individualized Cognasium Plan (ICP), which records personal goals
and commitments to action regarding a proactively brain healthy lifestyle with exercise,
nutritional, cognitive and social activity the early stage person wishes to pursue. The
“gymnasium for the brain” plan also includes practical cooperative activity to address mid-
and long-term impacts on legal, financial and care coordination matters.
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Project Objectives were to: 1) establish dementia care consultation sites at Area Agencies
on Aging; 2) train Area Agency caregiver support staff as dementia care consultants; 3)
initiate care consultation statewide for caregivers and persons with early stage ADRD to
identify strengths, solve problems, and develop a collegial or family care system; and 4)
provide statewide, standardized skills-building and life-enhancing workshops to implement
"Maintain Your Brain" self-care and cognition training; "Partnering with Your Doctor"; early
stage support groups dividing persons with early stage ADRD into their own groups
emphasizing social engagement and "cognasium for the brain" program; and a community-
based approach versus a single statewide conference. All objectives were met by the end of
the project.

The Dementia Care Consultation Site (DCCS) in rural northern Utah is successfully
functioning as an early stage intervention program with an orientation to brain health and
early detection of memory impairment and an outreach program disseminating Information
through the Logan Senior Center and four other rural-based senior centers in Cache and
Morgan Counties. Key staff of the Bear River Area Agency on Aging function as care
consultants at this facility which is designed and managed by a contractual arrangement with
the Alzheimer’s Association Utah Chapter. The Area Agency staff is trained as care
consultants, support group facilitators, brain healthy lifestyle trainers, and early detection and
diagnosis trainers by the Alzheimer’s Association. Monthly brain health workshops, early
detection and diagnosis workshops, and an Early Stage Cognasium Support Group take
place at the DCCS. The early stage DCCS can assist a family with questions on medications
prescribed for symptoms, making plans for the future, partnering with the primary care
physician, treatment planning, participation in clinical trials, making changes to adjust to a
new way of life, and assessing innovative programs for people in early stage dementia.

During the project period of September, 2008, through March, 2010, 53 rural northern Utah
dyads/families were served through Care Consultation, support groups, Safe Return™,
and/or information and referrals to community services. Of these cases, 28 early stage
individuals were identified and enrolled in the Early Stage Cognasium program along with
their primary caregivers and key family members. A total of 46 individuals, including
caregiver/care recipient dyads and family care systems, are receiving ongoing early stage
services in northern Utah.

The Care Consultation service also operates thorugh the Salt Lake City office of the
Alzheimer’s Disease Utah Chapter serving a 100 mile area fronting the Watsatch Mountains.
During the project period 36 professional volunteers (in careers such as counseling and
social work in the elder care industry) served as trained Care Consultants. Of 157
caregiver/care recipient dyads identified as early to moderate stage ADRD and served
through Care Consultation, 68 dyads were enrolled in the Alezheimer’s Disorder Ssupportive
Services Early Stage Intervention Program in the Wasatch Front Area. These included two
dozen Hispanic families served by the project’'s Early Stage Program. This system appears
to be sustainable and is a threshold for future collaboration with Area Agencies on Aging in
supporting dementia caregivers
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Program: Alzheimers Disease Demonstration Grants to States (ADDGS)

Grant Number: 90AZ2799
Project Title: Dementia Partnerships for Service Integration
Project Period: 07/01/2005 - 03/31/2010

Grantee: Fiscal Funding
Washington Department of Social and Health Services year Amount
Aging and Disability Services Administration FY2010 $
P.O. Box 45600 FY2009 $
Lacey, WA 98503-1045 FY2008 $
FY2007 | $290,000
Contact: FY2006 | $290,000
Lynne Korte FY2005 | $290,000
Tel. (360)725-2545 FY2004 $
Email: kortelm@dshs.wa.gov FY2003 $
Total $870,000

AOA Project Officer: Shannon Skowronski
Project Summary:

The overall goal of the Dementia Partnerships Project (DPP) was to improve the
responsiveness of Washington State’s system of home and community-based services to the
needs and preferences of individuals with dementia and their family caregivers by integrating
dementia-capable services into existing state programs. The approach was to utilize the best
knowledge and evidence, to optimize the expertise and infrastructure available, and to
evaluate the feasibility and impact of the emerging service models for family caregivers of
people with dementia. The project was supported by a state level advisory group made up of
representatives from Aging and Disability Services Administration (ADSA), Alzheimer’'s
Association, Alzheimer Society of Washington, Washington Adult Day Services Association
(WADSA), University of Washington, and participating Area Agencies on Aging (AAAS).

Two area agencies on aging - Seattle-King County AAA (Aging and Disability Services) and
Northwest Washington AAA (Northwest Regional Council - serving Island, San Juan, Skagit
and Whatcom counties). - became the primary site locations in response to a solicitation for
project support. Their responsibility was to target low income individuals with Alzheimer’s
disease and related disorders (ADRD), convene local partnership teams to serve ADRD
individuals and their family caregivers, and arrange for ADRD day care services two days a
week for 25 individuals, provide family support counseling to at least 26 client/caregiver
dyads and counseling to at least 13 other caregivers each year.

Participants receiving counseling were required to meet several criteria, including living alone

and receiving at least 40 hours of direct care and/or supervision per week from the primary
family caregiver or are living with the primary family caregiver and not be in a licensed care
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facility i.e., adult family home, boarding home or nursing home. In order to receive services,
the person with dementia could not be using formal support services (e.g., respite, in-home
care) for more than 6 hours per week; could not already be using adult day services at time of
entry into the program; and both the person with dementia and primary family caregiver had
to agree to use the dementia day service two days per week.

The project addressed a number of challenges in the current support of ADRD individuals.
Before this approach the majority of funds in this program were spent on in-home care
services available throughout the state. Adult day services, a cost-effective approach to
respite care as well as emotional and health supports for the individual with dementia, were
considerably less accessible. Eligibility restrictions and funding limitations created
disincentives for expanding or enhancing services for the dementia population — resulting in a
gap in the state’s continuum of care for those with dementia and their families. Another
significant gap in the state’s system of community based long-term care for individuals with
dementia was the availability of individualized, dementia-specific information and support that
can respond to the unique and diverse needs of individuals with dementia and their family
caregivers.

The formation, training and use of local Dementia Partnership teams was intended to bring
focus and coordination to the issue of dementia with the goal of improving access to, and
utilization of, family caregiver support and respite care services. The local Dementia
Partnership teams included, at a minimum, representatives from the Family Caregiver
Support Program (FCSP) and Area Agency on Aging, local Alzheimer’s-specific
organization/s, and the dementia day service provider.

Anecdotal reports from partners over the last three years about the benefits of the Dementia
Partnerships approach reveal generally positive findings in terms of building trust,
relationships, improving the flow of information, and problem-solving. Effectiveness in
regards to reaching the target goal for increased referrals was mixed due to a limited array of
services in such an area and because where a community network was already established,
referrals between agencies were already occurring fairly regularly. With the relatively limited
target population and limited number of connections to be made, the potential for change was
smaller than anticipated.

Measuring referrals, while informative in one aspect, does not describe the full benefit of the
partnerships established. When Dementia Partnership team members were asked recently
about the advantages of such an approach, respondents agreed that the teams had
increased information-sharing opportunities among partners at the community level and
contributed to a greater focus on the issue of dementia/caregiving, improved levels of
coordination related to the issue of dementia/caregiving, improved awareness of and access
to family caregiver support and respite care services for the dementia population.
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Community Living Program

The Community Living Program (CLP), initially called the Nursing Home Diversion Program,
funds projects that support development of State programs to assist individuals who are at
risk of nursing home placement and spend down to Medicaid to enable them to continue to
live in their communities with access to consumer directed home and community services.
CLP grants are administered through the State Units on Aging (SUAS), in partnership with
Area Agencies on Aging (AAAs) and in collaboration with community service providers, and
other key long-term care stakeholders. The projects complement the Centers for Medicare
and Medicaid Services (CMS) “Money Follows the Person Initiative” by strengthening the
capacity of states to reach older adults before they enter a nursing home and spend down to
Medicaid and utilize consumer directed services. It also supports states’ long-term care
rebalancing efforts.

CLP awardees in FY2009 received two year grant awards administered under cooperative
agreements. Three projects described in this compendium were funded as Nursing Home
Diversion programs and received no-cost extensions to complete their projects. Thirteen
projects awarded under CLP in this compendium were funded in FY2008. Grants funded in
FY2007 and FY2008 were funded for an 18 month period

Information about the program may be read on the AoA website at

http://www.aoa.gov/AoARoot/AcA Programs/HCLTC/NHD/index.aspx

Additional information about these programs may be found on the website of the Aging and
Disability Resource Center Technical Assistance Exchange.

http://www.adrc-tae.org
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Program: Community Living

Grant Number: 90CD1187
Project Title: Arkansas Nursing Home Diversion Program
Project Period: 09/30/2008 - 09/30/2010

Grantee: Fiscal | Funding
Arkansas Department of Human Services Year Amount
Division of Aging and Adult Services FY2010 $
PO Box 1437, Slot S530 FY2009 $
700 Main Street FY2008 | $569,437
Little Rock, AR, 72203 FY2007 $
FY2006 $
Contact: FY2005 $
Deborah K. Ellis FY2004 $
Tel. (501) 682-8082 FY2003 $
Email: debby.ellis@arkansas.gov Total $569 437

AoOA Project Officer: Linda Velgouse
Project Summary:

The Division of Aging and Adult Services (DAAS), the State Unit on Aging for the State of
Arkansas, currently administers a Nursing Home Diversion Modernization Program (NHDM)
to rebalance its long-term care system and provide Arkansans with additional choices in how
and where they receive long-term care services and supports. The goal of the project was to
expand and strengthen this program to enable non-Medicaid eligible Arkansans, at imminent
risk of nursing home placement and spend-down to Medicaid, to remain in the community
and out of the nursing home.

The objectives of this project were to: 1) expand the current Nursing Home Diversion
Modernization (NHDM) program; 2) work in collaboration with the Single Entry Point and Area
Agencies on Aging (AAAS) to identify additional participants for the program; 3) develop and
refine nursing home diversion and spend-down targeting criteria; 4) continue providing
services to the 150 participants in the current NHDM and add up to 52 new enrollees to the
program. Anticipated outcomes of the project were to: 1) provide services available under
the NHDM program to additional Arkansans; 2) assess Arkansas's NHDM assessment and
screening tools; 3) produce a report detailing the outcomes of the Nursing Home Diversion
project; and 4) provide training opportunities and materials to the state's AAA network on the
philosophy and implementation of Cash and Counseling models.

The Cash and Counseling Model on which the Administration on Aging (AoA) laid as a
foundation to offer the Community Living Program (CLP) has been a success in Arkansas not

39 of 207


mailto:debby.ellis@arkansas.gov�

only for the persons served by the program, but also for the management of the four (AAAS)
that offered the CLP. Arkansas was able to double the number of AAAs that would gain
experience with the Cash and Counseling Model. This represents half of Arkansas’s Area
Agencies on Aging.

During the funding period, Arkansas expanded the service area of the Community Living
Program (CLP) by doubling the number of participating Area Agencies on Aging. The Central
Arkansas Area Agency on Aging (CareLink) and Northwest Arkansas Area Agency on Aging
expanded the counties served. Together with those served by the Southwest Arkansas Area
Agency on Aging and Southeast Arkansas Area Agency on Aging, a total of 184 Arkansans
were offered the opportunity to enroll in the Community Living Program. Currently 56
persons remain active in the Community Living Program. CareLink has 35 CLP participants
still active.

Southwest Arkansas Area Agency on Aging and Southeast Arkansas AAAs received the
same training and support as CareLink and Northwest. Neither Southwest nor Southeast
established financial management services, but were supported through grant funding by a
contracted service. Three of the four AAAs are provided services to veterans through the
Veterans Directed Home and Community-Based Services program. The fourth, South West
AAA is interested in working with the Shreveport Veteran’s Administration Medical Center
(VAMC) and offering this needed service to veterans in southwest Arkansas. Each AAA was
very familiar with the needs of people within their region and enrolling people into the CLP did
not prove difficult. Arkansas’s experience with Cash and Counseling and the resources
available through both the Administration on Aging and the National Resource Center for
Participant Directed Services afforded the necessary support to offer the fiduciary role. The
CLP expansion served 184 persons with 56 persons continuing to be supported by the Area
Agencies on Aging after the project grant period.

Expected goals of increasing the AAAs offering the Community Living Program were met.
The project used the Minimum Data Set for Home Care (MDS-HC) and worked with Lewin
and JEN Associates to collect data from participants and a comparison group enrolled in the
State Medicaid waiver program to answer the question of whether the project properly
targeted those at institutional risk. Preliminary results indicate that this was accomplished
and that persons through diversion were able to enjoy the comforts of remaining in their
communities for a longer period of time. The agency’s work with Lewin evolved from its
original design to become more comprehensive by testing whether the assessment
instrument, the MDS-HC was targeting those at high risk of institutionalization. Lewin and
JEN Associates worked together to compare the CLP MDS-HC assessments to 246
assessments used to determine eligibility for Home and Community-Based Services (HCBS)
operated by the Division of Aging and Adult Services. The Lewin report will be available in
2011.
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Program: Community Living

Grant Number: 90CD1179

Project Title: "CHOICES At Home Phase II" — Connecticut Nursing Home
Diversion Modernization Project

Project Period: 09/30/2008 - 09/30/2010

Grantee: Fiscal Funding
Connecticut Department of Social Services Year Amount
25 Sigourney Street FY2010 $
Hartford, CT 06106 FY2009 $
FY2008 | $649,398
Contact: FY2007 $
Margaret Gerundo-Murkette FY2006 $
Tel. (860) 424-5322 FY2005 $
Email: Margaret.Gerundo-Murkette@ct.gov FY2004 $
. _ FY2003 $
AoA Project Officer: Carolyn Ryan Total $649,398

Project Summary:

The Connecticut Department of Social Services and its State Unit on Aging, in partnership
with the Agencies on Aging of South Central and Western Connecticut and community
providers, administered the Choices at Home (CAH) Community Living Project (CLP). The
goal wass to help consumers who are at-risk of nursing home placement, but not yet eligible
for Medicaid, to remain in their own homes. Project objectives were: 1) provide consumers
in the south central and western areas with flexible service options, utilizing a Cash and
Counseling (C&C) model with funds from the federal Caregiver and State Respite Care
Programs; 2) target services to individuals in the areas who are at-risk of nursing home
placement and spend-down to Medicaid; 3) enhance the Single Entry Point (SEP)
established in the south central area and develop a new SEP in the western area that
provides access to long-term care services and supports; 4) develop and implement formal
protocols across key stakeholder organizations supporting the rapid provision of HCBS to
target populations; and 5) design a comprehensive performance measurement program.

The following project outcomes were achieved: 1) consumers have a C&C option through
the Caregiver and Respite programs in the Areas; 2) consumers can receive screening,
assessment, LTC options counseling, and services for at-risk target group through the fully
functioning SEP in the Areas; 3) individuals at-risk of nursing home placement and spend-
down to Medicaid are effectively and efficiently identified through an assessment tool and
served through existing programs; and 4) change can be sustained beyond the grant period
and incorporated into the state’s LTC system.
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Connecticut's CLP/CAH), was a pilot project designed to utilize flexible service dollars and a
Single Entry Point system (SEP) to help individuals residing in the South Central and
Western regions of Connecticut avoid nursing home placement and spend down to Medicaid.
The project was comprised of two separate components: 1) the addition of a C&C model of
service delivery through the existing State funded Alzheimer’'s Respite Care program
(CSRCP) and the National Family Caregiver Support program (NFCSP); and 2) the
development of an Aging and Disability Resource Center (ADRC) to serve as Connecticut’s
SEP.

The C&C service delivery option was piloted in the south central region of Connecticut
through the Agency on Aging of South Central Connecticut (AASCC) and the project was
evaluated by the University of Connecticut, Center on Aging (UCONN). Connecticut
proposed to serve 65 clients via the C&C option (40 via respite services and 25 through an
expanded supplemental services option). However, there was slower than expected
enrollment by existing caregiver program clients who were given the first chance to take
advantage of the new service delivery option. In order to increase enrollment the C&C
workgroup developed an aggressive outreach strategy to reach the general public and
generate additional referrals to the program. At the same time that the marketing campaign
was launched, the Governor closed enroliment to the CSRCP. Therefore, only 27 clients
could be served through the respite portion of the C&C option (as apposed to the goal of 40).
Remaining funds were reallocated and additional clients were served through the expanded
supplemental services option. Connecticut exceeded the goal of serving 65 total clients but
was unable to meet the goal of providing respite services to 40 of the 65.

As part of the project Connecticut established a functioning ADRC in the South Central and
Western regions of the State. Both ADRCs operate through the Area Agency on Aging (AAA)
and Centers for Independent Living (CIL) that serves the respective regions. In South Central
Connecticut the ADRC is comprised of the Area Agency on Aging of South Central
Connecticut (AASCC) and the Center for Independent Living, the Center for Disability Rights
(CDR). In Western Connecticut the ADRC is comprised of Western Connecticut Area
Agency on Aging (WCAAA) and the Center for Independent Living, Independence Northwest
(IN).

A C&C assessment tool targeting individuals at-risk of institutionalization and spend down to
Medicaid was developed and implemented by both regions; an ADRC assessment and
screening tool targeting individuals at-risk of institutionalization and spend down to Medicaid
was developed and implemented by both ADRCs; and at-risk individuals were served through
existing programs including the C&C service option of the CSRCP and NFCSP by in both
regions of the state during the grant period.

The 2008 CLP grant served as a critical step for the Connecticut State Unit on Aging to begin

making meaningful changes to the way it and the agencies it funds provide long term care
services and supports to consumers.
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Program: Community Living

Grant Number: 90CD1189
Project Title: Nursing Home Diversion Modernization
Project Period: 09/30/2008 - 09/30/2010

Grantee: Fiscal | Funding
Massachusetts Executive Office of Elder Affairs Year Amount
One Ashburton Place FY2010 $
Boston, MA 02180 FY2009 $
FY2008 | $885,165
Contact: FY2007 $
Ruth Palombo FY2006 $
Tel. (617) 222-7512 FY2005 $
Email: Ruth.Palombo@state.ma.us FY2004 $
_ _ _ FY2003 $
AoA Project Officer: Caroline Ryan Total $885 165

Project Summary:

The Massachusetts Executive Office of Elder Affairs (OEA) initiated a comprehensive nursing
home diversion program to create a sustainable infrastructure that identifies older adults and
people with disabilities, along with their family caregivers, who are ineligible for Medicaid, and
helps them avoid placement in a nursing facility. This project pursed the following goals and
objectives. Goal 1 - establish Aging and Disability Resource Consortia (ADRCSs) throughout
the state, with Long Term Care Options (LTCO) as a core service. Objectives of Goal 1 were
to: 1) recruit, train and support ADRC staff to provide LTCO counseling; 2) connect clients
with community-based services; and (3) establish protocols to support referrals. Goal 2 -
identify and prioritize people at risk for nursing home placement and spend down to Medicaid.
Objectives of Goal 2 were to: 1) assess to determine those in greatest need; 2) reach out to
hospitals, nursing homes, rehabilitation facilities and Medicare Enroliment Centers to promote
referrals; and 3) distribute materials explaining benefits of LTCO counseling and ADRC
services. Goal 3 - incorporate support services for caregivers as part of nursing home
diversion. Objectives of Goal 3 were to: 1) modify how respite dollars are allocated to
support family caregivers; 2) incorporate caregiver training, and support into ADRC referral
network. Goal 4 - develop the infrastructure necessary to support consumer-direction.
Objectivesof Goal 4 were to: 1) train ADRC staff in consumer-directed care counseling; and
2) create a policy that all ADRCs will promote consumer-directed services.

Earlier programs and initiations, including establishment of Options Counseling as a
mandatory service through passage of the Massachusetts Equal Choice Bill, initiation of its
ADRC system through a grant from the AoA and Centers for Medicare and Medicaid Services (CMS),
provided Massachusetts, the State funded home care Enhanced Community Options
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Program (ECOP), and a CMS Systems Transformation grant served as a foundation to build
an extensive and robust nursing home diversion program. This grant enabled Massachusetts
to transform its nursing home diversion infrastructure from a network of just three ADRCs, ten
Aging Services Access Points (ASAPSs) offering consumer direction, and no trained Options
Counselors, to a statewide network of eleven ADRCs actively providing Options Counseling
and offering a consumer direction option to consumers throughout the state.

Train-the-trainer sessions on consumer direction for representatives from each of the twenty-
seven ASAPs provided the consumer-direction training to their ASAP colleagues, principally
care managers and registered nurses. The trainings consisted of two 90 minute sessions,
followed by shorter sessions over subsequent months. Statewide availability of the consumer
directed option throughout the Home Care Program required not only substantial training
among Massachusetts' twenty-seven ASAPs, but also a change in culture among ASAP staff
who traditionally have relied on a case management model to connect consumers with
services and supports. By collaborating closely on cross-trainings, marketing, sharing of
resources and outreach, ADRC partners have developed a much more expansive and
comprehensive understanding of one another's consumer directed philosophies. Statewide
rollout of consumer direction was informed by the experiences of a Person Centered
Planning (PCP) pilot at BayPath Elder Services. This model is an alternative to the traditional
case management approach and allows individuals the option to manage their own home
care budgets and purchase goods and services that are not limited to the traditional services
available through ECOP.

The project successfully achieved all of its proposed outcomes: 1) established an
infrastructure to support consumer-direction across community-based programs; 2) created a
statewide network of ADRCs; 3) implemented a sustainable Options Counseling model; and
4) strengthened capacity to provide information and services to help individuals remain in the
community. These outcomes have enhanced Massachusetts' capacity to identify people at
risk of nursing home placement and spend down to Medicaid, and to provide two service
delivery models, Options Counseling and consumer direction, which increase consumers'
knowledge of and access to services that can help them remain in the community. The
project also developed and tested training curricula and protocols for Options Counseling
which have provided a foundation for a more consumer focused approach to delivery of long
term services and supports.

Statewide expansion of the consumer directed option under the Massachusetts Nursing
Home Diversion Project permitted offering the consumer directed option to all 70,000
consumers of its Home Care Program. This represents an expansion on the project's original
goal to offer consumer direction only to ECOP participants. To date, just over 200 people
have opted for consumer direction, reflecting the newness of the concept, and the long-
standing reliance Home Care consumers on traditional case management in guiding their
choices. The Nursing Home Diversion Project has facilitated the creation of a statewide
network of ADRCs, a corps of trained staff, training procedures and protocols that form the
infrastructure to provide Options Counseling and consumer direction throughout
Massachusetts. The Massachusetts Home Care Program will work with other policy makers
to incorporate these services as integral, standard and permanent components of long-term
care.
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Program: Community Living

Grant Number: 90AM3161
Project Title: Michigan's Nursing Home Diversion Program
Project Period: 09/30/2007 - 09/30/2010

Grantee: Fiscal | Funding
Michigan Department of Community Health Year Amount
Office of Services to the Aging FY2010 $
PO Box 30676 FY2009 $
Lansing, Ml 48909-8176 FY2008 $
FY2007 | $500,000
Contact: FY2006 $
Peggy J Brey FY2005 $
Tel. (517) 241-0988 FY2004 $
Email: BreyP@michigan.gov FY2003 $
Total $500,000

AoA Project Officer: Linda Vergouse
Project Summary:

The Michigan (MI) Office of Services to the Aging partnered with three Area Agencies on
Aging (AAA) to support of this Nursing Home Diversion (NHD) grant. This program was
conceived and initiated through consumer input and collaboration with partners, particularly
the Office of Long-Term Care and Supports Services (OLTCSS) with the following
goals/objectives: 1) to implement targeting strategies for older adults "at risk" of nursing
home placement and Medicaid spend-down, track "at risk" adults, and evaluate effectiveness
of target indicators; 2) to increase consumer control by redirecting Federal and State funds
directly to consumers for flexible spending plans, and 3) to implement single entry point
systems to improve access to aging services and increase ability to target CLP clients.

Anticipated outcomes included: 1) "at risk" consumers would be identified and enrolled in the
program; 2) consumers would have options for flexible spending and control of funds and a
choice of where they receive services; and 3) AAAs would utilize single entry point functions
to identify and serve "at risk" consumers.

Three workgroups were initiated at the state level to begin the work of developing targeting
criteria, Person Centered Thinking (PCT) training, and policies and standards. A stakeholder
group was convened at the beginning of program implementation, to look at criteria
associated with functional and financial indicators of nursing facility placement. The goal was
to develop a tool that could easily be used for screening environment by information and
assistance (I&A) specialists. Functional criteria was based on research related to late loss of
Activities of Daily Living (ADLs) associated with imminent nursing home placement, including
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assistance needed for dressing, bathing, moving in bed, and mobility in the environment. In
addition, there was an item related to loss of cognitive functioning. The targeting screen
looked at imminent risk precipitated by major life events, such as loss of caregiver, hospital or
nursing home discharge, APS referral, or other emergency. Information was collected on all
of these indicators and combined for overall risk.

The first three CLP sites had a total of 473 participants. Of those, 244 had complete
information on all elements of the targeting criteria and 55% were found to be eligible for the
program. Nearly half of these had incomes under 300% of poverty with assets no higher than
$50,000. The majority of CLP participants were able to remain in their homes for the year
following consultation, with only 6% transferring to nursing facilities. The 6% who transferred
into nursing facilities all had diagnosed dementia or reported severe memory problems that
affected decision-making. An additional 36% of CLP participants with dementia or memory
problems remained in their home of choice with supports and services.

The final targeting form/indicators worked well in practice. Sites were not mandated to use
the form as developed; they could incorporate indicators into the face sheets/intake forms
already in place in their work settings. The final targeting criteria were successfully used for
the last two years of the project.

Flexible funding policies assisted participants in two ways. First, state policy was changed to
allow community living consultation services to be covered under funding for access services.
Second, Area Agencies on Aging (AAA)could use state funds to underwrite or provide
vouchers or reimbursement for services so CLP participants could try out services they might
consider paying privately for in the future.

CLP funds were supplemented by state funds to expand training availability to all 16 Area
Agencies on Aging, staff of Centers for Independent Living, and staff of the Long Term Care
Ombudsman program. Based on past experience with culture change as well as training
participant surveys, it became clear that all levels within participating agency’s required
training in order to create and sustain organiz