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Explanatory Notes

The Administration on Aging (AcA) Compendium of FY2010 Grants is the 31% edition of the
annual compilation of project grant abstracts awarded under the Older Americans Act (OAA).
It is in accordance with the OAA Section 432(b) which calls for the Assistant Secretary to
submit a report to the U.S. Senate and House of Representatives which describe projects
funded in the previous Fiscal Year.

This compendium includes 428 project descriptions including 230 new awards and 198
continuations. Readers will note the increased number of grants awarded by AoA funded
with appropriations authorized by legislation other than the Older Americans Act. In 2010
both formula and discretionary grants were awarded under the American Recovery and
Reinvestment Act of 2009. New this year were grants funded under the 2010 Affordable
Care Act. The Public Health Service Act and the Health Insurance Portability and
Accountability Act of 1996 have supported grants under AoA’s Alzheimer’s Disease
Supportive Services Program and Senior Medicare Patrol programs in the past.

The major change in the appearance of this year’s edition is that project descriptions have
been organized by the funding opportunity announcement in which applications were
submitted and prefaced by a brief description of program or content area in which project
awards were made in FY2010. Awards made to State government and tribal organizations
under the Medicare Improvements for Patients and Providers Act (MIPPA) announcements
were awarded on a non-competitive basis and were not required to submit full applications.
Funds appropriated were allocated by formula. While they are not described individually,
general descriptions of the awards are included.

Last year the following changes were made and are continued in this edition: 1) Only new
and continuation projects receiving FY2009 funds are included — previous editions included
active projects which did not receive new funding; 2) Project descriptions are organized by
the AoA organizational unit responsible for monitoring projects with the exception of
Congressional directed awards which are administered throughout the agency; 3) the index in
the back of the compendium is grouped by the type of grant organization and within each
category organized by State; and 4) project descriptions include the name of the AoA project
officer.

Readers interested in learning about projects should first contact the grantee organization.
The contact name and the AoA project officer are subject to change even during the course
of the project period. Information about program areas can be found on the AoA website:
http://www.aoa.gov and on websites of organizations serving as technical assistance
resource centers that can be accessed through the AoA website.

Telephone: (202) 619-0724

Email: aoainfo@aoa.hhs.gov

Mailing Address:  U.S. Administration on Aging
Washington, D.C. 20201
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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 three major units of this Center: 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 Center (ADRC) was launched in the fall of 2003 as collaborative
effort of the Administration on Aging (AoA) and the Centers for Medicare and Medicaid
Services (CMS) to streamline access to long-term care supports. AoA and CMS envision
ADRC:s as highly visible and trusted places available in every community across the country
where people of all ages, incomes and disabilities go to get information on the full range of
long-term support options. The ADRC program provides states with an opportunity to
effectively integrate the full range of long-term supports and services into a single,
coordinated system State efforts to develop “one-stop shop” programs at the community level
that help people make informed decisions about their service and support options. States are
using ADRC funds to integrate and/or better coordinate their existing systems of information,
assistance, and access and are doing so by forming strong State and local partnerships.

AoA and CMS envision ADRCs as highly visible and trusted places available in every
community across the country where people of all ages, incomes and disabilities go to get
information on the full range of long-term support options. Three core principles of AoA and
CMS’s vision are: 1) creation of a person-centered, community-based environment that
promotes independence and dignity for individuals; 2) provision of easy access to information
to assist consumers in exploring a full range of long-term support options; and 3) provision of
resources and services that support the range of needs for family caregivers.

During FY2010 AoA funded the second year continuations of grants awarded in FY2009
which expand the geographical reach of ADRCs to every State and increase the number and
coverage ADRCs with a number of States with existing ADRCs. Two competitions for new
awards were also held In FY2010: 1) support for incorporating into existing ADRCs the
service of option counseling where individuals could receive a full assessment of their needs
and understand their choices for current and future supports in maintaining their quality of life
at home or at a long term care facility; 2) support for ADRCs to adopt evidence-based care
transition models that integrate the medical and social service systems to help older
individuals and those with disabilities remain in their own homes and communities after a stay
in a hospital, rehabilitation or skilled nursing facility.

Descriptions of awards made under each of the above funding opportunities are included in
the following Sections.

Additional Information about AoA’s support of ADRC programs may be read on its website:

http://www.aoa.gov/AoARoot/AcA Programs/HCLTC/ADRC/index.aspx
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Aging and Disability Resource Centers — Expansion and Enhancement
Projects

The Administration on Aging held a project grant award competition in FY2009 to support
new and to enhance existing Aging and Disability Centers (ADRCs). A goal of this
announcement was to expand the geographical coverage of ADRCs to all States. At the time
of the announcement 45 states and territories had received grants and were supporting over
200 ADRC sites in operation across the nation. An additional 2 states had developed ADRCs
as part of their Community Living Program grant. An additional goal was to encourage States
to serve Medicare beneficiaries or individuals with chronic conditions at risk of unnecessary
re-admission to hospitals by strengthening ADRC coordination with hospital discharge
planning programs and physician practices.

Under this announcement, 50 awards were made in FY2009 to 48 States, Guam and Puerto
Rico. In FY2010 continuation awards for the second of three funding years were awarded to
49 of the 50 grants and these are included in this compendium.

Information about the ADRC program may be viewed on the AoA website:

http://www.aoa.gov/AoARoot/AcA Programs/HCLTC/ADRC/index.aspx
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0041
Project Title: Alabama Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Alabama Department of Senior Services Year Amounts
770 Washington Avenue, Suite 470 P.O. Box 301851 FY2010 | $229,917
Montgomery, AL 36130-1851 FY2009 | $246,056
FY2008 $
Contact: FY2007 $
Julier Miller FY2006 $
Tel. (334) 242-5594 FY2005 $
Email: julie.miller@adss.alabama.qgov FY2004 $
. . , FY2003 $
AoA Project Officer: Kevin Foley Total $475.973

Project Abstract:

The Alabama Department of Senior Services (ADSS) in partnership with Middle Alabama
Area Agency on Aging (M4A) is pursing the following goal: to coordinate a personalized and
consumer friendly approach to provide information and long-term care options, both public
and private to meet the growing demands for long-term care services and supports for older
individuals and those, disable or living with chronic illness for the Aging and Disability
Resource Center (ADRC) grant to empower individuals to navigate their health and long-term
support options. Project objectives are : 1) expand ADRC to M4A region; 2) Implement
procedures, develop tools, and training to support hospital discharge planners and
caregivers; 3) expand and enhance services in collaboration with the Governor’s Office of
Disability and Independent Living Resources of Greater Birmingham to serve all target
populations; 4) prescreen clients for potential Medicaid spend down and counsel clients on
importance of appropriate long-term care planning; ADSS will increase IT capacity to
implement system changes and track measures that show effectiveness of program; 5)
ADSS and State ADRC Advisory Council will develop a 5 year plan and budget to implement
statewide ADRCs in all AAA regions; and 6) ADSS will coordinate with Medicaid working with
other health and human service providers to increase awareness and funding for ADRCs and
to develop a coherent system of access to modernize the long term care system in Alabama.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0035
Project Title: Aging and Disability Resource Center Development and Expansion
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Alaska Department of Health and Social Services Year Amounts
Senior and Disability Services FY2010 | $229,917
550 W 8th Ave FY2009 | $228,856
Anchorage, AK 99501 FY2008 $
FY2007 $
Contact: FY2006 $
Amanda Lofgren FY2005 $
Tel. (907) 334-2612 FY2004 $
Email: amanda.lofgren@alaska.gov FY2003 $
Total $458,863

AoA Project Officer: Eric Foley
Project Abstract:

Alaska is currently undergoing a large systems change to restructure the Home and
Community Based Medicaid Waiver (HCBMW) and Personal Care Assistance (PCA)
programs. The Aging and Disability Resource Centers (ADRCSs) have an opportunity to
become an entry point into publicly funded long term support services, as part of a statewide
system improvement project. There are three ADRCs and the goal of this grant is to develop
three new ADRCs in areas of the state that currently do not have an ADRC. This
infrastructure is necessary to achieve Senior and Disabilities Services’ (SDS) goal to utilize
the ADRCs to streamline access to services statewide. The first 18 months will be used to
develop and foster the growth of each new site with focus on awareness and assistance.
This is fundamental to make the ADRCs visible and trusted places for seniors, caregivers and
individuals with disabilities to access the full range of long term care support services
regardless of their income. The second 18 months will focus on access. This will incorporate
and implement activities of the current ADRC Pilot Project and SDS system changes to
realign the process of the HCBM Waivers and the PCA Program. The Hospital Discharge
Planning Tools, developed through the Center for Medicare and Medicaid Center Real
Choice Systems Change grant will also be implemented during the second 18 months of this
grant into the new sites. At the end of the 36 months, Alaska will have six ADRC sites that
meet the recommended metrics for a fully functioning ADRC. ADRCs will also develop and
implement a five year plan and tools for program evaluation to create a sustainable ADRC
program in Alaska.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0008
Project Title: Arizona Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Arizona Department of Economic Security Year Amounts
Aging and Adult Services FY2010 | $229,832
1789 W. Jefferson, Site Code 950A FY2009 | $228,622
Phoenix, AZ 85007 FY2008 $
FY2007 $
Contact: FY2006 $
Cindy Saverino FY2005 $
Tel. (602) 542-4446 FY2004 $
Email: csaverino@azdes.gov FY2003 $
Total $458,454

AOA Project Officer: Elizabeth Leef
Project Abstract:

The Arizona Department of Economic Security, Division of Aging and Adult Services (ADES-
DAAS) in collaboration with the Area Agencies on Aging (AAAs), academic and community
provider partners, will build upon the strengths of AZLinks, its Aging and Disability Resource
Center (ADRC), to educate and develop formal linkages with federally supported Care
Transition Programs, The project’s goal is to assist individuals with chronic conditions who
are being discharged from hospitals to avoid unnecessary nursing home placement or
hospital re-admissions. Project objectives are: 1) increase ADRC resources to coordinate
with local hospital discharge planners to incorporate the Care Transitions Program; 2) modify
the statewide data management system to enable the Arizona ADRC to gather client
information effectively and 3) develop a five year operational plan with input from all key
stakeholders. Expected outcomes include: more informed public and improved access to
services; improved support for individuals and informal family caregivers; lower hospital re-
admission rates, maintenance of current level of health functioning, improved capability to
collect and process client data, increased self-care management, and effective integration
with existing programs using a no wrong door approach. Project products are: 1) annual data
reports; 2) program materials for replication; 3) revised scopes of works and policies and
procedures; 4) evaluation results; and 5) a final report.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0005
Project Title: Community Choices - Arkansas Care Transition Program
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Arkansas Department of Human Services Year Amounts
Division of Aging and Adult Services FY2010 | $210,365
PO Box 1437 Slot S530 FY2009 | $246,902
Little Rock, AR 72203 FY2008 $
FY2007 $
Contact: FY2006 $
Kris Baldwin FY2005 $
Tel. 501-682-8509 FY2004 $
Email: kris.baldwin@arkansas.gov FY2003 $
Total $457,267

AoA Project Officer: Linda Velgouse
Project Abstract:

The Choices in Living Aging and Disability Resource Center (ADRC) operating within the
Arkansas Division of Aging and Adult Services (DAAS) is collaborating with the University of
Arkansas for Medical Sciences (UAMS) Medical Center and the St. Joseph's Mercy Health
Center the ADRC to adapt the model of the Colorado Care Transitions Intervention to
implement the Community Choices project. The ADRC will develop and implement a
replicable program working with hospital discharge planners to identify consumers to ensure
their needs are met as they transition from an acute care setting to the community. The
project goal is to improve care transitions by providing consumers with the support and tools
that promote self-knowledge and self-management as they move from one long term setting
to another. Arkansas will partner with Area Agencies on Aging, Independent Living Centers,
providers of community health and home and community based services to achieve the
following objectives: 1) create community partnerships that will develop and implement a
sustainable discharge planning process; 2) streamline access to home and community-
based services(HCBS) that support consumers in transitioning from one long term setting to
another; and 3) implement a variety of training opportunities to community partners to
increase consumer choices and better coordinate services in the community. Project
outcomes include: 1) a replicable care transition program that can be expanded statewide; 2)
community partners who are aware of services that increase consumer choices; 3)
individuals at high risk of nursing home admission have quicker access to HCBS; and 4)
reduction in hospitalizations for program participants.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0047

Project Title: Enhancing and Expanding California's Aging and Disabiity
Resource Center

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
California State Independent Living Council Year Amounts
1600 K Street, Suite 100 FY2010 | $237,383
Sacramento, 95814-4010 FY2009 | $199,365
FY2008 $
Contact: FY2007 $
Elizabeth (Liz) Paxdrai FY2006 $
Tel. (916) 445-0142 FY2005 $
Email: liz@calsilc.org FY2004 $
_ _ _ FY2003 $
AoA Project Officer: Elizabeth Leef Total $436.748

Project Abstract:

The grantee, the California State Independent Living Council (SILC), supports this three-year
Aging and Disability Resource Center (ADRC) network enhancement in collaboration with the
California Department of Aging, the Department of Rehabilitation, and the Health and Human
Services Agency. The goal of the project is to enhance the California ADRC network. The
objectives are: 1) expanding the network by one more site; 2) teaching and promoting
practice of the Coleman Care Transitions Intervention model; 3) participation in the ADRC
cross-agency Steering Committee work group activities; and 4) Strategic Planning to design a
master plan to expand the ADRC Network throughout California. The expected outcomes of
this project are: 1) increased consumer awareness of and information about long-term
services and supports, as well as home and community-based service options; and 2)
increased consumer understanding regarding eligibility for long-term services and supports.
The products from this project are: A new ADRC location in California; data and lessons
learned from promotion of the Coleman Transition Intervention; a final report, including
evaluation results; a Website; abstracts for national conferences.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0028
Project Title: Expansion of Colorado's Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Colorado Department of Human Resources Year Amounts
Aging and Adult Services FY2010 | $229,906
1575 Sherman St., 10th Floor FY2009 | $228,844
Denver, CO 80203 FY2008 $
FY2007 $
Contact: FY2006 $
Todd Coffey FY2005 $
Tel. (303) 866-2750 FY2004 $
Email: todd.coffey@state.co.us FY2003 $
Total $458,750

AOA Project Officer: Eric Weakly
Project Abstract:

The Colorado Department of Human Services (CDHS) and the Colorado Department of
Health Care Policy and Financing is conducting a three-year expansion of the Aging and
Disability Resource Center (ADRC) known as Adult Resources for Care and Help (ARCH) in
Colorado. The Colorado ARCH utilizes the resources and knowledge base of existing
agencies including: the Single Entry Point (SEPs) Agencies, the Area Agencies on Aging
(AAAs), Centers for Independent Living (CILs), and Colorado 2-1-1. The goal of Colorado
ARCH is to improve access to information and assistance for long-term care services for
aging and disabled adults in Colorado. Colorado ARCH coordinates with agencies to
streamline access for both publicly and privately funded services. The objectives are: 1)
expand and sustain a management information system (MIS); 2) enhance and expand the
integration of evidence-based programs and education of hospital discharge planners; 3)
expand Colorado ARCH Pilot sites to Eagle, Garfield, Grand, Jackson, Pitkin, Summit, Otero
and Crowley Counties; 4) blend Denver and Boulder Counties into Colorado ARCH; 5)
develop a plan to expand Colorado ARCH statewide; 6) expand Colorado ARCH to an
additional three pilot sites; and 7) evaluate the impact of Colorado ARCH. Expected
outcomes include: 1) long-term care services, resources, and supports are made known to
consumers in Colorado; 2) long-term care services, resources, and supports are easily
accessed; 3) resource Specialists improve the connections and collaboration to these
services; and accessing the best fit for services expands the consumer's choice.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0048

Project Title: Connecticut's Aging and Disability Resource Center Project
Project Period: 09/30/2009 — 09/29/2012
Grantee: Fiscal Funding
Connecticut Department of Social Services Year Amounts
Aging Services Division FY2010 | $229,917
25 Sigourney Street FY2009 | $204,161
Hartford, CT 06106 FY2008 $
FY2007 $
Contact: FY2006 $
Margo Gerundo Murkette FY2005 $
Tel. (860) 425-5322 FY2004 $
Email: Margaret.Gerundo-Murkette@ct.gov FY2003 $
Total $434,078

AoA Project Officer: Carolin Ryan
Project Abstract:

The Connecticut Department of Social Services (DSS) and its State Unit on Aging (SUA), in
partnership with the Agencies on Aging of North Central (NCAAA), South Central (AASCC)
and Western (WCAAA) Connecticut and the Centers for Independent Living (CIL), Center for
Disability Rights (CDR), Independence Unlimited (IU), and Independence Northwest (IN), and
Home and Community Based Services (HCBS) provider Connecticut Community Care, Inc.
(CCCI), and the Hospital of Central Connecticut (HCC) will partner to further expand Aging
and Disability Resource Centers (ADRC) in Connecticut. The goal of providing consumers
with a Single Entry Point (SEP) system to all long-term services and supports while providing
streamlined access to all publicly funded long-term supports and services, including both
HCBS and institutional care will be fulfilled through these objectives: 1) create new ADRC in
the North Central Region (NCR) of Connecticut with core partners NCAAA, 1U, and CCCI; 2)
ADRC partners with HCC to pilot a new person-centered hospital discharge planning model
,the Care Transition Intervention (CTI), in effort to reduce unnecessary hospital readmissions
and replicate in 2 remaining regions; 3) Incorporate new ideas for sustainability including use
of Title 111-B funds; 4) formally coordinate with the State Medicaid Agency (SMA) to provide
expedited eligibility determinations (EED); and 5) develop a Statewide ADRC operational
plan and budget. Expected project outcomes include: 1) new ADRC; 2) new committed
partnerships; 3) CTI model in 3 regions; 4) EED achieved; and 5) sustainable long term care
(LTC) systems change. Expected products include: ADRC products in alternative formats;
accommodations for consumers, and LTC Management.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0020
Project Title: Delaware Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Delaware Department of Health and Human Services Year Amounts
Division of Services for the Aging and Adults with Disabilities FY2010 | $229,896
1901 N. DuPont Highway FY2009 | $228,854
New Castle, DE 19720 FY2008 $
FY2007 $
Contact: FY2006 $
Guy Perrotti FY2005 $
Tel. (302) 255-9390 FY2004 $
Email: guy.perrotti@state.de.us FY2003 $
Total $458,750

AOA Project Officer: Kevin Foley
Project Abstract:

The Delaware Division of Services for Aging and Adults with Physical Disabilities (DSAAPD)
proposes to use funds provided through this grant to establish a new, statewide Aging and
Disability Resource Center (ADRC). The Delaware ADRC will provide a one-stop access
point for long-term care services and supports for older persons and adults with physical
disabilities in the State. The ADRC will be operated by DSAAPD staff in coordination with
partner organizations, including the Division of Medicaid and Medical Assistance, the State's
Health Insurance Counseling and Assistance Program (SHIP), the State's Centers for
Independent Living (CILs), and the Delaware Aging Network (DAN). Functions to be carried
out by the ADRC will include information and awareness; options counseling; streamlined
access to public programs; person-centered hospital discharge planning; and quality
assurance and evaluation. Because Delaware is a single planning and service area for
purposes of administering funds under the Older Americans Act, DSAAPD currently serves
as a focal point for information and assistance services statewide and performs as an access
point for many public programs. The grant will allow DSAAPD to make the infrastructure
improvements and systems changes needed for the successful implementation of an ADRC.
Infrastructure improvements will include the installation of a state-of-the-art call center; the
development of a web portal for real-time referrals; the creation of an ADRC web site with a
searchable database; and the development of management information systems needed for
client tracking. Other improvements will include expanded training, increased coordination
among partner agencies, and formalized support of the hospital discharge planning process.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0025

Project Title: Strengtheing the District of Columbia Office on Aging’s Aging and
Disability Resource Center

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
District of Columbia Office on Aging Year Amounts
441 Fourth Street, NW, Suite 900 South FY2010 | $227,990
Washington, DC 20001 FY2009 | $225,899
FY2008 $
Contact: FY2007 $
Clarence Brown FY2006 $
Tel. (202) 724-4382 FY2005 $
Email: clarence.brown@dc.gov FY2004 $
_ _ _ FY2003 $
Ao0A Project Officer. Kevin Foley Total $453.889

Project Abstract:

The goal of the District of Columbia Office on Aging and the Aging and Disability Resource
Center (DCOA/ADRC) three year project, in collaboration with its Senior Service Network,
collaborating partners and District hospitals, is to significantly strengthen its existing
DCOA/ADRC program by developing and implementing a coordinated, person-centered
hospital discharge planning component and streamlining access for family and informal
caregivers support and services. The project's objectives are: 1) integrate the hospital
discharge planning component into the DCOA/ADRC starting with five pre-selected hospitals
during the first eighteen months and all District hospitals in three years; 2) develop a
consumer cost model to accompany hospital discharge services and planning designed to
show cost effective options that can save time and avoid frequent re-hospitalizations; 3)
change the District's approach to and system for providing caregiving services among all
service providers; 4) develop new informal caregiver support materials that are person
centered, culturally competent, and targeted to low and moderate income groups for families
post hospital discharge; and 5) increase access to information, services, sources of support
and training for all District caregivers. The expected outcomes are: 1) the first DCOA/ADRC
person-centered care coordination model in the District; 2) reduction in the District's rate of
re-hospitalization and a consumer cost saving model; 3) real system change in providing
streamlined access to caregiving services for consumers, family/informal caregivers of all
ages; and 4) enhanced caregiving training and consumer information and support materials.
The expected products are: consumer and family caregiver information and materials on
hospital discharge planning; evaluation results of system changes; conference presentations;
and reports.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0006
Project Title: Florida Aging and Disability Resource Center Expansion Grant
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Florida Department of Elder Affairs Year Amounts
4040 Esplanade Way, Suite 315 FY2010 | $238,206
Tallahassee, FL 32301 FY2009 | $238,842
FY2008 $
Contact: FY2007 $
Abbie Messer FY2006 $
Tel. (859) 414-2105 FY2005 $
Email: messera@elderaffairs.org FY2004 $
. . . FY2003 $
AoA Project Officer: Caroline Ryan Total $477.048

Project Abstract:

The Florida Department of Elder Affairs (DOEA) in collaboration with the Agency for Persons
with Disabilities (APD) is expanding the disability population served by one of Florida’'s
existing Aging and Disability Resource Centers (ADRC) and to transition one of the current
Aging Resource Centers (ARC) to a fully functioning Aging and Disability Resource Center.
The goals of this proposal are to strengthen current ADRC efforts by expanding the target
population of people with disabilities served by the ADRC in Planning and Service Area
(PSA) 5 to include persons with developmental disabilities, transition the Aging Resource
Center in PSA 8 to a fully functioning ADRC by expanding services to include persons with
developmental disabilities and establish a framework for statewide implementation of ADRCs.
The objectives include: 1) develop a training curriculum on developmental disabilities
including supports and services; 2) educate ADRC staff, members of the service provider
community, local coalition workgroup and other stakeholders regarding people with
developmental disabilities; 3) enhance existing information and referral system by expanding
resources that may be utilized for persons with developmental disabilities; 4) streamline
access to all publicly supported long-term care options including resources for persons age
50+ with developmental disabilities and their caregivers age 60+; 5) develop a five-year plan
to achieve statewide coverage of ADRCs; and, 6) evaluate the project's effectiveness.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0019
Project Title: Georgia's Aging and Disability Resource Center Expansion Project
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Georgia Department of Human Services Year Amounts
Division of Aging FY2010 | $229,917
2 Peachtree Street FY2009 | $228,856
Atlanta, GA 30303 FY2008 $
FY2007 $
Contact: FY2006 $
Cherly Harria FY2005 $
Tel. (404) 656-1705 FY2004 $
Email: chharris@dhr.state.ga.us FY2003 $
Total $458,773

AOA Project Officer: Caroline Ryan
Project Abstract:

The goal of the Georgia Department of Human Services Division of Aging Services project is
to expand availability of Georgia’s Aging and Disability Resource Connections (ADRCSs) to all
of the state's 159 counties and to strengthen the capacity of the ADRCs to serve all citizens
needing long term care supports independent of age or disability type. The specific
objectives of this proposal are: 1) add three new ADRCs in areas currently not served; 2)
partner with the state's Quality Improvement Organization and the Center for Medicare and
Medicaid pilot project, the Care Transitions Initiative, to establish a pilot discharge planning
project linking the Northeast Georgia Area Agency on Aging ADRC, the Newton Medical
Center and the two nursing homes located in Newton County; 3) add an additional ADRC
website tool to integrate the Benefits Check up into e-forms so that applying for multiple
benefits is easier to manage; and 4) improve the quality assurance and reporting process to
measure performance goals and indicators. The expected outcomes include : 1) increasing
the number of ADRCs in Georgia from six to a total of nine raising the number of counties
served by an ADRC from 70 to 119, which represents 75% statewide coverage; 2) reducing
readmission rates of Medicare beneficiaries discharged from hospitals in Newton county and
avoiding unnecessary nursing home admissions; 3) increasing the number of contacts and
individuals served by Georgia's ADRCs; and 4) developing and implementing a standardized
customer satisfaction survey to improve ongoing quality of Georgia’s ADRC network.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0002
Project Title:
Resource Center Program

Project Period: 09/30/2009 — 09/29/2012

Expansion and enhancement of Guam's Aging and Disabilty

Grantee: Fiscal | Funding
Guam Department of Mental Health and Substance Abuse Year Amounts
790 Governor Camacho Road FY2010 | $224,150
Tamuning, GU 96913 FY2009 | $225,862
FY2008 $
Contact: FY2007 $
Francisco S. Reyes FY2006 $
Tel. (671) 475-4646 FY2005 $
Email: francisco.reyes@disid.quam.gov FY2004 $
_ ) ) FY2003 $
AoA Project Officer. Eric Weakly Total $450.012

Project Abstract:

The Guam Department of Mental Health and Substance Abuse has a Memorandum of
Understanding (MOU) with the Department of Integrated Services for Individuals with
disabilities to conduct a three year project to enhance its operational no wrong door Aging
and Disability Resource Center network. Project goals include: 1) decreasing the amount of
time between referral and intake; 2) Increasing diversions from institutional settings; 3)
Increasing awareness about Medicare/Medicaid benefits (including Part D coverage); and 4)
decreasing rates of hospital readmissions within 30 days of discharge. Stakeholders have
identified three areas for needed for improvement: 1) when consumers use the program to
locate services, they often face a complicated enrolliment process; 2) when consumers use
the program to learn about their options, there is no formal linkage to SHIP counseling; and
3) when discharge planners can use the program to make referrals, there is no coordinated
process for transitioning consumers to a community setting. Accordingly, Guam will use new
ADRC funds to: 1) streamline the enrollment process by working with providers to identify a
common dataset for intake forms, and configuring Guam's ADRC information system to
automatically populate these forms using existing community health records; 2) Improve
coordination with the State health Insurance Information Program (SHIP) program by co-
locating SHIP counselors at ADRC community events, and cross-training ADRC/SHIP staff;
3) Implement person-centered discharge planning by developing a consumer preference
survey and a community living plan template; 4) providing consumers, family caregivers, and
discharge planners access to real time availability (waitlist) information; and 5) interfacing
with medical records (to the extent possible) to eliminate duplication/compartmentalization of
data; and expanding electronic community health records to include decision support tools
that allow consumers to better manage chronic conditions while living in the community.
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Program: Aging and Disability Resource Centers

Grant Number: 90DRO0036

Project Title: Hawaii Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012
Grantee: Fiscal Funding
Executive Office on Aging Year Amounts
250 South Hotel Street, Suite 406 FY2010 | $235,940
Honolulu, HI 96813 FY2009 | $244,328
FY2008 $
Contact: FY2007 $
Noemi Pendleton FY2006 $
Tel. (808) 586-0100 FY2005 $
Email: noemi.pendleton@doh.hawaii.gov FY2004 $
, , ) FY2003 $
AoA Project Officer: Linda Velgouse Total $480.268

Project Abstract:

The State of Hawaii, Executive Office on Aging (EOA) in partnership with the four Area
Agencies on Aging (AAA), is expanding the current Aging and Disability Resource Center
(ADRC) statewide. The overall goals are to empower Hawaii's residents to make informed
decisions about their options and to streamline access to the services and support that elders
and their family caregivers need. EOA strives to fully integrate the disability community and
partners by developing a seamless, single entry point with no wrong door approach. Through
collaboration with the disability community and key health and social service providers,
Hawaii's ADRC will move beyond the information and assistance component to incorporate
more in-depth options counseling, streamline access to public and private long-term
supports, and enhance person-centered hospital discharge planning to establish a fully
functional ADRC. The objectives are to: 1) develop a 5-year operational plan and budget for
achieving statewide coverage of Hawaii's ADRC; 2) expand and formalize linkages with key
aging, disability and health care providers; 3) provide options counseling training to staff on
specific aging and disability topics (e.g., private pay services, care home placement, disability
services); 4) make enhancements to the Hawaii ADRC website to improve access to
information and services; and 5) maintain an integrated data collection and reporting system
for quality assurance and evaluation. The expected outcome is that the state will have a fully
functional ADRC for Hawaii residents to make informed decisions about their long-term
options and to access existing services and supports.
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Program: Aging and Disability Resource Centers

Grant Number:
Project Title:
Project Period:

90DR0O011

Aging Disability Resource Center Grant

09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Idaho Commission on Aging Year Amounts
3380 Americana Terrace, Suite 120 FY2010 | $229,917
Boise, ID 83706 FY2009 | $228,856
FY2008 $
Contact: FY2007 $
Kim Toryanski FY2006 $
Tel. (208) 334-3833 FY2005 $
Email: kim.toryanski@aging.idaho.gov FY2004 $
. _ FY2003 $
Ao0A Project Officer: Keven Foley Total $458.773

Project Abstract:

The ldaho Commission on Aging is developing policy, procedure, and infrastructure change
at the local and state levels to take the next steps to realizing reform of Long Term Services
and Supports (LTSS). The goal of the grant will be to empower Idahoans to navigate their
health and long term support options, with added supports for Medicare beneficiaries or
individuals with chronic conditions during the critical event of hospital discharge, through
statewide Aging and Disability Resource Center (ADRC) Implementation. The objectives will
be to: 1) amend and monitor AAA contracts to fully develop the local ADRC including nursing
home diversion capacity; 2) develop a State Five Year Plan with all stakeholders involved;
and 3) enhance management information systems supporting health and social service
providers. The outcomes will include access to a well-developed long term services and
support system throughout Idaho that provides individuals in critical pathway settings, like
hospitals and nursing homes, with consumer-centered assistance and planning to remain as
independent as possible in the community. Products will include required reports, evaluation
results, and program materials for replication, and a Five Year Strategic Plan.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0015

Project Title: Aging and Disability Resource Center: Empowering Individuals
to Navigate Their Health and Long Term Support Options

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
lllinois Department on Aging Year Amounts
Planning, Research and Development FY2010 | $234,468
421 East Capitol FY2009 | $224,716
Springfield, IL 62701 FY2008 $
FY2007 $
Contact: FY2006 $
Ross G. Grove FY2005 $
Tel. (217) 524-7627 FY2004 $
Email: ross.grove@illinois.qgov FY2003 $
Total $459,184

AOA Project Officer: Caroline Ryan
Project Abstract:

The lllinois Department on Aging is conducting this project in partnership with the Illinois
Department of Human Services, Healthcare and Family Services, and others. The goals of
the project are to significantly strengthen and expand existing Coordinated Point of Entry
(CPoE)/Aging and Disability Resource Center (ADRC) programs, facilitate an integrated
and/or fully coordinated access to CPoE/ADRC statewide, and to establish a plan for the
implementation of a statewide CPoE/ADRC function. Our specific objectives are to: 1)
expand the CPoE/ADRC network from 3 to 5 sites within the first year of the grant and an
additional two sites in the second year; 2) increase by 250% the number of individuals who
are served by CPoE/ADRC centers (from 37,150 contacts/year to 130,000 contacts/year); 3)
finalize and disseminate statewide standards for CPoOE/ADRC to all ADRC centers in lllinois;
4) expand utilization of the web based Enhanced Services Program (ESP) resource data
base; 5) develop a training curriculum to include disability issues and client-directed care for
all CPoE/ADRC:s; 6) develop a comprehensive, universal intake form for all CPoE/ADRCs; 7)
ensure that all CPoE/ADRC sites are providing high quality, person-centered long term care
planning; 8) determine the feasibility of using ADRC tools established by other States into
lllinois' service delivery model; and 9) establish a 5-year plan to implement CPoE/ADRC
statewide, in partnership with DHS and HFS, and with input from key stakeholders. The
products of the grant will be an expanded, standardized and high quality CPoOE/ADRC system
in lllinois, and a written plan to implement CPoE/ADRCs statewide.
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Program: Aging and Disability Resource Centers

Grant Number: 90DRO0007

Project Title: Indiana Aging and Disability Resource Centers: Empowering
Individuals to Navigate Their Health and Long Term Support
Options
Project Period: 09/30/2009 — 09/29/2012
Grantee: Fiscal Funding
Indiana Family and Social Services Administration Year Amounts
Division of Aging Services FY2010 | $162,031
402 W. Washington St., Rm. E442 FY2009 | $162,031
Indianapolis. IN 46204 FY2008 $
FY2007 $
Contact: FY2006 $
Andrea Vermeulen FY2005 $
Tel. (317) 234-1749 FY2004 $
Email: andrea.vermeulen@fssa.in.qgov FY2003 $
Total $324,062

AOA Project Officer: Ke vin Foley
Project Abstract:

The State of Indiana, Family and Social Services Administration (FSSA), Division of Aging
(DA), with support from stakeholders, is implementing a 36 month grant in the amount of
$750,000 to enhance the operations of Indiana's Aging and Disability Resource Centers
(ADRCSs) to include a robust person-centered hospital discharge planning function.

The goals of this project are: 1) to integrate some of Indiana’s ADRC care managers into a
hospital discharge planning process to provide timely, on-site access to comprehensive
Options Counseling, care management and when appropriate, Preadmission Screening; 2) to
more effectively coordinate hospital/ ADRC planning process to support a more complete
consumer/family discharge planning process; 3) to support, at the consumer's/family's option,
access to high quality community-based long-term care supports with increased discharge to
community-based settings and reduced reliance on nursing home care; and 4) when a
consumer elects to reside in the community, to ensure linkage with physicians and other
health care supports with a goal of preventing hospital readmission or nursing home
admission. The objectives are to: 1) develop a structure for co-location of ADRC care
managers at a hospital; 2) develop targeting criteria for consumer/family participation in the
project; 3) develop and test procedures, protocols and other processes of care managers
involved into the hospital discharge planning process to support the project and further
accomplishment of project goals; 4) develop and implement an evaluation component for the
project; and 5) develop a five year ADRC operational plan.
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Program: Aging and Disability Resource Centers

Grant Number: 90DRO0016

Project Title: lowa Aging and Disability Resource Center Program

Project Period: 09/30/2009 — 09/29/2012

Grantee:

lowa Department on Aging
510 East 12th Street - Suite #2
Des Moines, 1A 50319

Contact:

Mary Anderson

Tel. (515) 725-3346

Email: mary.anderson@iowa.gov

AoA Project Officer: Elizebeth Leef
Project Abstract:

Fiscal Funding
Year Amounts
FY2010 | $249,260
FY2009 | $246,212
FY2008 $
FY2007 $
FY2006 $
FY2005 $
FY2004 $
FY2003 $
Total $495,472

The State Unit on Aging (SUA), the lowa Department on Aging (IDA), are pursing these
goals: 1) establish Heritage Area Agency on Aging (AAA) planning and service area (PSA) as
an Aging and Disabilities Resource Center and 2) seek the input of key stakeholders to
develop a five-year plan and budget for statewide ADRC coverage. The objectives of

Goal 1 are: 1) contract with Heritage AAA to support a no wrong door approach to initially
continue ADRC services in Linn and Johnson Counties; 2) require that, within 12 months
after receipt of funds, ADRC services as outlined in OAA Il Section 202(b)7 will be available
in all counties of Heritage AAA PSA,; 3) implement a person-centered care coordination
component for persons transitioning from institutional settings and those at risk for re-
hospitalization; and 4) adopt a private-pay fee-for-service model in the Heritage AAA ADRC
service area. The objectives of Goal 2 are: 1) convene a committee of key long-term
services and supports stakeholders and 2) develop a five-year plan and budget
recommended by the SUA, State Medicaid Agency, and State Disability Agencies that
describes how the state will realign and coordinate the existing information and access
functions of the state and federal programs it administers and operate ADRCs statewide.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0026

Project Title: Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012
Grantee: Fiscal Funding
Kansas Department on Aging Year Amounts
503 S. Kansas Ave FY2010 | $170,472
Topeka, KS 66603-3404 FY2009 | $413,594
FY2008 $
Contact: FY2007 $
Tina Langley FY2006 $
Tel. (785) 368-3404 FY2005 $
Email: Tina.Langley@aging.ks.gov FY2004 $
. _ , FY2003 $
AoA Project Officer: Elizabeth Leef Total $584.066

Project Abstract:

The Kansas Department on Aging (KDOA) is conducting this Aging and Disability Resource
Center grant to ensure that the ADRC project can provide information, streamlined access,
and assistance to all people seeking long-term care services in the state of Kansas. KDOA
continues to create bridges between existing service delivery systems and use its ADRC
Online Resource Manual to create seamless access to information and resources for
consumers. With this grant it is expanding the ADRC project to include additional populations
and systems. The project goals are to increase information and awareness of local
resources; develop a method of providing consistent Options Counseling across agencies;
streamline access to services by expediting eligibility determination; and improve evaluation
of ADRC processes and procedures. The objectives are: 1) to identify local grass-roots,
faith-based and volunteer programs to be added to the Online Resource Manual (ORM); 2)
create an Options Counseling Toolkit; 3) provide Options Counseling training to Area Agency
on Aging (AAA) and Center for Independent Living (CIL) staff; 4) evaluate and revise the
existing Expedited Service Delivery (ESD) process; 5) develop a web-based ESD application;
6) integrate the online ESD application with the current eligibility determination process; 7)
expand the ESD process to include all HCBS waivers; 8) and develop a comprehensive
evaluation process to use throughout the ADRC network. These activities will make the
ADRC Online Resource Manual a more useful and user-friendly tool, increase the
effectiveness of Options Counseling throughout the ADRC network, reduce the time
consumers have to wait to start Home and Community Based Services, and improve our
ability to evaluate the effectiveness of our program.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0012
Project Title: Kentucky Aging and Disability Resource Center Grant
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Kentucky Cabinet for Health and Family Services Year Amounts
Aging and Independent Living FY2010 | $229,917
275 East Main Street, 3W-F FY2009 | $228,856
Frankfort, KY 40621 FY2008 $
FY2007 $
Contact: FY2006 $
Phyillis P. Culp FY2005 $
Tel. (502) 564-6930 FY2004 $
Email: phyllis.culp@ky.gov FY2003 $
Total $458,773

AOA Project Officer: Keven Foley
Project Abstract:

Kentucky's Department for Aging and Independent Living (DAIL) is pursuing the following
proposed goals and corresponding objectives: Goal 1: Pilot both a new person-centered,
hospital discharge planning model and a Universal Assessment and Plan of Care process.
Objectives: 1) strengthen information and referral between the Green River Area Agency on
Aging and Independent Living (GRAAIL) and local hospital; 2) provide on-site Medicaid
eligibility; 3) implement the disease management, person centered care coordination model,
Guided Care; 4) implement universal process in three regions; 5) evaluate impact of
standardized processes; and, 6) disseminate project information. Goal 2: Strengthen
existing ADRCs processes through the provision of Financial Planning and soft phone
transfer. Objectives: 1) identify a financial expert; 2) develop a financial resource guide and,
3) facilitate statewide training; 4) develop a relationship with the state-wide independent living
council; and 5) replicate Massachusetts soft phone transfer. Goal 3: Develop a five year
plan. Objective: 1) facilitate discussion with key stakeholders. The expected outcomes of
this project are: 1) prevention of nursing home admission; 2) individuals will have improved
access to Medicaid eligibility; 3) prevent duplication of services; and 4) ADRC callers will gain
a better understanding of financial planning options. The products from this project are: a
final report; ADRC processes for hospital discharge planning and seamless program entry,
Financial Resource Guide, and a five year plan.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0021
Project Title: Maine’s Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Maine Department of Health and Human Services Year Amounts
Office of Elder Services FY2010 | $229,917
11 State House Station FY2009 | $228,856
32 Blossom Lane FY2008 $
Augusta, ME 04333-0011 FY2007 $
FY2006 $
Contact: FY2005 $
Romain Tuyn FY2004 $
Tel. (201) 287-9200 FY2003 $
Email: Romaine.Turyn@maine.gov Total $458. 773

AO0A Project Officer: Caroline Ryan
Project Abstract:

Maine's Department of Health and Human Services (DHHS) will strengthen and expand
ADRCs in Maine to help people of all ages, incomes, and disabilities, and their families, learn
about, and access, the full range of long-term care services and supports available in their
communities. The goal is to empower consumers to make informed decisions about long-
term services and supports and to streamline access to existing services and supports
through an integrated system. Obijectives: 1) build effective local networks of providers and
other stakeholders; 2) minimize confusion for consumers and families; 3) enhance individual
choice and informed decisions by all consumers; 4) develop a standard options counseling
protocol to inform consumer decision-making; 5) enhance services at existing ADRCs; and 6)
expand to statewide coverage by establishing ADRCs at Maine's two other AAAs. This
project will integrate with the Older Americans Act programs, new funding opportunities from
the Administration on Aging, the Center for Medicare and Medicaid Services - funded Senior
Health Insurance Information Program, and Maine's eligibility determination process.
Currently the Area Agencies have robust relationships with the state Office of Integrated
Access and Support (OIAS) which determines financial eligibility for Medicaid and 22 other
programs. This grant will enable the Area Agencies to collaborate with OIAS to further
streamline the application process by assisting and/or referring consumers to local touch
screen kiosks in the community where consumers can electronically apply for Low-Income-
Subsidy (LIS) and other programs. The Social Security Administration will share information
from the LIS applications with the State, which will be accessible to ADRCs so their staff can
provide additional assistance to consumers regarding other programs for which they may be
eligible.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0022
Project Title: Aging Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Maryland Department of Aging Year Amounts
301 West Preston St .,Suite 1007 FY2010 | $250,853
Baltimore, MD 21201 FY2009 | $271.459
FY2008 $
Contact: FY2007 $
Donna Smith FY2006 $
Tel. (410) 767-1100 FY2005 $
Email: Donna.Smith@ooa.Maryland.state.gov FY2004 $
. ) ) FY2003 $
AO0A Project Officer: Eric Weakly Total $522.312

Project Abstract:

The Maryland Department of Aging (MDoA) is enhancing its current Aging and Disability
Resource Centers (ADRCs) known as Maryland Access Point (MAP). The goal is to make
MAP a statewide program and vehicle for facilitating and coordinating State level long term
care reform that cuts across agencies and programs by: 1) providing coordinated and
streamline access to public programs and existing services and supports; 2) realigning
funding streams and 3) developing a five year operational plan and budget with stakeholders.
Our objectives include: 1) streamlining access to MAPs by standardizing intake tools; 2)
creating a unified application process that will be uniform; and 3) working with sites to
integrate and restructure operations to be consistent with (MAP) workflow, staffing and
communication and other infrastructure requirements. MAP is the vehicle through which
other projects such as Money Follow the Person, Person Centered Hospital Discharge
Planning Process and Nursing Home Diversion will build upon. Funding from this grant will
involve both the current 8 MAP sites and develop two additional ones single points of entry
into the long-term care system for older adults and people with disabilities.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0040

Project Title: Strategic Action Plan to Enhance Massachusetts’ Aging and
Disability Resource Center Service Delivery System.

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
Massachusetts Executive Office of Elder Affairs Year Amounts
1 Ashburton Place, 5th Floor FY2010 | $229,917
Boston, MA 02108 FY2009 | $246,056
FY2008 $
Contact: FY2007 $
Ruth Polombo FY2006 $
Tel. (617) 222-7512 FY2005 $
Email: ruth.palombo@state.ma.us FY2004 $
_ _ ) FY2003 $
AoA Project Officer. Caroline Ryan Total $475973

Project Abstract:

The Executive Office of Elder Affairs (Elder Affairs), in partnership with the Office of Medicaid
(MassHealth), the Office of Disability Policies and Programs, and the Massachusetts
Rehabilitation Commission (MRC) strengthening Aging and Disability Resource Consortia
(ADRC) programs across all ages and disabilities and to develop a five-year operational plan
and budget. Project objectives include: 1) develop a five-year statewide operational plan
and budget for the ADRCs; 2) help people remain in their communities by enhancing ADRC
and hospital and nursing home facility discharge planning relationships; 3) expand ADRC
capacity to identify individuals at high risk of nursing home placement and Medicaid spend
down, including the provision of a comprehensive long term care options program (Options);
4) integrate SHINE and other cross-disability counseling/benefit planning programs more fully
with the ADRC network; and 5) develop evaluation tools and quality improvement activities
for the ADRCs. Project outcomes include: 1) a clear, articulate direction for ADRC activities;
2) improved options for consumers to remain in the community; 3) greater role and
knowledge for consumers in choosing their own services; 4) enhanced capacity for ADRC
networks to identify individuals at greatest risk of nursing home placement and Medicaid
spend down; and 5) better ability of state and ADRC leadership to identify and replicate
successes within ADRC networks.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0043

Project Title: Michigan's Aging and Disability Resource Center Project
Project Period: 09/30/2009 — 09/29/2012
Grantee: Fiscal Funding
Michigan Office of Services to the Aging Year Amounts
P.O. Box 30676 FY2010 | $229,917
Lansing, MI 48909-8176 FY2009 | $228,856
FY2008 $
Contact: FY2007 $
Peggy J. Brey FY2006 $
Tel. (517) 241-0988 FY2005 $
Email: breyp@michigan.gov FY2004 $
. . _ FY2003 $
AoA Project Officer: Linda Velgouse Total $458 773

Project Abstract:

Michigan's proposal supports Aging and Disability Resource Center (ADRC) capacity by
using local long term care (LTC) resources to develop a statewide No Wrong Door approach.
This model recognizes all LTC stakeholders as equal partners, and builds on lessons learned
from Michigan's Single Point of Entry (SPE) demonstration. Goals: 1) enhance individual
choice and support informed decision-making through person-centered planning/thinking
(PCP/PCT) and comprehensive information and awareness; 2) provide seamless access to
services for older adults/persons with disabilities; 3) improve collaboration between Centers
for Independent Living (CILs), Area Agencies on Aging (AAAs) and other stakeholders.
Objectives: 1) develop local ADRC partnerships using a No Wrong Door approach that will
be fully functional within 5 years; 2) develop comprehensive mechanisms for unbiased, high
guality Information and Assistance; 3) ADRC partnerships will be required to have Options
Counseling services and they must practice the PCP/PCT approach; 4) develop/implement
processes for streamlined access to services; 5) develop/implement a Quality
Assurance/Evaluation plan; 6) collaborate with local hospital discharge planners to develop a
PCP/PCT approach for responsive discharge planning; support the establishment of an
External Advocate for all LTC services; 8) provide state-level support of local ADRC
partnerships; and 8) embed culture change and PCP/PCT into ADRC operations. Outcomes
anticipated are: 1) individuals have comprehensive LTC choices; 2) individuals live in their
preferred residential setting with services/supports in place; 3) local communities have
successful partnerships to address LTC planning/policies/services to meet individual needs;
4) local partnerships develop relationships with hospitals to facilitate planning with individuals
discharged to settings of choice; 5) ADRC certification is associated with positive individual
outcomes; 6) duplication is averted by tracking individuals in a shared database; and 7)
individuals have access to unbiased information on service providers.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR000045
Project Title: Minnesota's Return to the Community Project
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Minnesota Board on Aging Year Amounts
PO Box 64976 FY2010 | $229,917
540 Cedar Street FY2009 | $236,351
St. Paul, MN 55164-0976 FY2008 $
FY2007 $
Contact: FY2006 $
Krista Boston FY2005 $
Tel. (651) 431-2605 FY2004 $
Email: krista.boston@state.mn.us FY2003 $
Total $466,268

AOA Project Officer: Eric Weekly
Project Abstract:

Our Return to the Community project is an assertive effort to change the mindset that nursing
homes are a long-term living option for persons who could live successfully in the community.
The project meets this purpose by developing referral protocols to support transitions and
improve health care discharge planning. Return to the Community targets Minnesotans of
any age who live with disabilities or chronic conditions, including those that are experiencing
short term rehabilitative nursing home stays and those being discharged from hospitals. The
project goal is that consumers and their families will access and receive long-term services
and supports to successfully remain at home and avoid another institutional stay. Objectives
are to: 1) develop referral protocols and partnerships to support nursing home transitions,
focusing on people who have stayed beyond 90 days; 2) design and test a virtual system for
streamlined discharge planning; 3) evaluate and report the impact of the project and 4)
design a sustainability model. Outcomes are: 1) a person-centered options counseling
model will be implemented statewide; 2) streamlined care transition partnerships will exist
between hospitals and nursing homes; 3) the ADRC will become the source for triage into
effective options counseling; 4) fewer low-need individuals will live long-term in nursing
homes; 5) the critical loop will be closed between assessment and care planning; and public
long-term dollars will be well-targeted to support persons with highest needs, in the most
integrated settings possible.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0030
Project Title: Aging and Disabilities Resource Centers
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Montana Department of Public Health and Human Resources Year Amounts
Senior and Long Term Care FY2010 | $223,058
111 Sanders, P O Box 4210 FY2009 | $228,500
Helena, MT 59604 FY2008 $
FY2007 $
Contact: FY2006 $
Charles Rehbein FY2005 $
Tel. (406) 444-7788 FY2004 $
Email: crehbein@mt.gov FY2003 $
Total $451,558

AOA Project Officer: Joseph Lugo
Project Abstract:

The goal of this project is to expand the current Montana ADRC model statewide and to
enhance the relationships between ADRCs and Independent Living Programs by working
cooperatively to establish a no wrong door approach to service delivery. The Project's four
major objectives to be accomplished are to: 1) establish new ADRC programs in the six
counties in Areas IV and in Area VIII; 2) in partnership with local Independent Living
Programs (ILPs), develop and implement a no wrong door approach to service delivery that
melds the strengths of both networks to streamline access to long term care services; 3)
expand the care management capabilities of all ADRCs; and 4) develop a five year plan in
conjunction with the Montana Association of Area Agencies on Aging (M4) and ADRC work
group partners to implement the ADRC model statewide. The expected outcomes are: 1)
the development of a no wrong door approach to service delivery that will further streamline
access to long term care services for consumers; 2) increased ability to meet consumer
demands for assistance through the increased capacity of the ADRC partnerships; 3)
enhanced care management through ADRCs; and 4) statewide coverage for the ADRC
model.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0009

Project Title: Connecting Nebraska: The Nebraska Aging and Disability Resource
Center

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
Nebraska Department of Health and Human Services Year Amounts
Division of Medicaid and Long-Term Care FY2010 | $228,841
P.O. Box 95026 FY2009 | $245,021
Lincoln, NE 68509- 5026 FY2008 $
FY2007 $
Contact: FY2006 $
Sarah Briggs FY2005 $
Tel. (402) 471-4623 FY2004 $
Email: sarah.briggs@nebraska.gov FY2003 $
Total $473,862

AOA Project Officer: Kevin Foley
Project Abstract:

Nebraska is using this Aging and Disability Resource Center (ADRC) grant to weave a rich
array of existing resources into a fabric recognized and trusted by consumers, easily
accessed at many points statewide. Regardless of where or how accessed, this fabric will
connect consumers with a selection of services that is responsive to their unique needs. The
statewide backbone of the ADRC is the existing Answers4Families web site, along with the
many services for persons older than 60 coordinated through Area Agencies on Aging, and
for persons with disabilities, through Independent Living Centers. Beginning with an eight-
county pilot area, phased implementation will establish a self-sustaining statewide network
with two interfaces: 1) a user-friendly array of self-navigated interactive electronic
subsystems along with telephone connections to persons trained to give information and
assistance; and 2) a physical location to interface with a person who will help consumers
access the combination of services they need.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0042

Project Title: Nevada Empowering Individuals through Aging and Disabilty
Resource Centers

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
Nevada Department of Health and Human Services Year Amounts
Aging and Disability Services Division FY2010 | $242,378
3416 Goni Rd., Suite 132 FY2009 | $241,260
Carson City, NV 89706 FY2008 $
FY2007 $
Contact: FY2006 $
Jeff Doucet FY2005 $
Tel. (702) 486-3367 FY2004 3
Email: jsdoucet@adsd.nv.gov FY2003 $
Total $483,638

AOA Project Officer: Elizabeth Leef
Project Abstract:

The Nevada Aging and Disability Services Division (ADSD) and its network partners is
building on their four years of collaborative experience to strengthen the competency and
efficiency and to expand the availability of Aging and Disability Resource Centers (ADRCS) in
Nevada. The goals of the Empowering Individuals through ADRC project will be to: 1)
increase the number of ADRCs statewide; 2) improve knowledge about and the delivery of
Options/Benefits Counseling to elders and individuals with disabilities both in institutions and
the community; and 3) develop a five year operational plan that will sustain growth and
guality. The objectives are to: 1) evaluate the Family Resource Center structure for
compatibility; 2) recruit new ADRC sites in underserved areas of the state; 3) add three to six
additional ADRC staff training modules; 4) deploy an e-learning solution; 5) improve use of
Information and Assistance software for ADRC staff and the community at large; 6) ensure
both collaboration with aging network and public benefit organizations and service design
review by an advisory group; 7) develop or refine current tools for evaluation; 8) collect and
evaluate data sets consistently; and 9) disseminate findings to support the operational plan.
The expected outcomes are comparable performance by ADRCs in care planning and
referral outcomes; improved access to training; adequate ADRC coverage and visibility
statewide; and a collaborative funding plan and coordinated service choices within the
partner network. The products are an improved website, an expanded training curriculum, an
e-learning solution, enhanced Information and Referral software, additional ADRC sites, and
evaluation results to support the five year operational plan.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0039

Project Title: New Hampshire Aging and Disability Resource Center
Enhancement Project

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
University of New Hampshire Year Amounts
Institute for Health Policy and Practice FY2010 | $229,072
51 College Ave., Service Bldg. FY2009 | $245,801
Durham, NH 03824 FY2008 $
FY2007 $
Contact: FY2006 $
Susan Sosa FY2005 $
Tel. (603) 962-4848 FY2004 3
Email: susan.sosa@unh.edu FY2003 $
Total $474,873

AOA Project Officer: Eric Weakly
Project Abstract:

New Hampshire's ServiceLink Resource Center (SLRC) network is a fully functioning Aging
and Disability Resource Center (ADRC). Despite this designation, the New Hampshire
ADRC team recognizes that there are opportunities to expand and strengthen the SLRCs.
This New Hampshire ADRC Enhancement project includes two major goals. Goal 1 is to
strengthen the New Hampshire ADRC program, with the following objectives: 1) enhancing
partnerships to facilitate the implementation of a No Wrong Door Model; 2) developing and
implementing a Patient Centered Hospital Discharge Planning (PCHDP) Model; 3) expanding
the current NH ADRC evaluation structure; and 4) enhancing information sharing capacity
across SLRCs and partner agencies. Goal 2 of the project is to develop a five-year
operational plan for sustaining and strengthening the fully functioning ADRC model in NH.
Also part of Goal 2 is the regular review of the operational plan to ensure the ADRC progress
aligns to the plan. The outcomes are to: 1) implement a No Wrong Door Model and create a
plan for continuing the model; 2) implement a statewide PCHDP model; 3) enhance the NH
ADRC evaluation design with new metrics and reporting, 4) improve communications
systems across SLRCs and partner agencies; and 5) create a five year operational plan. The
products from this project include a final report, including evaluation results; implementation
guides for No Wrong Door Model and PCHDP for SLRCs; a cost effectiveness methodology
for ADRC; and the 5 year operational plan.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0004
Project Title: New Jersey Aging and Disability Resource Connection
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
New Jersey Department of Health and Senior Services Year Amounts
240 West State Street FY2010 | $277,007
Trenton, NJ 08625-0807 FY2009 | $444,459
FY2008 $
Contact: FY2007 $
Nancy E. Day FY2006 $
Tel. (606) 943-3429 EY2005 $
Email: nancy.day@doh.state.nj.us FY2004 $
. ! ) FY2003 $
AO0A Project Officer: Eric Weakly Total $721 466

Project Abstract:

The New Jersey Department of Health and Senior Services in collaboration with the
Department of Human Services with the support of this three year project grant continues to
provide the leadership, executive authority and resources to strengthen the Aging and
Disability Resource Center (ADRC) which began in 2003. The ADRC serves as the catalyst
for redesigning NJ's long-term support system by using a no-wrong-door approach to
accessing home and community-based services (HCBS). With the ADRC model tested and
partnerships in place, NJ is launching an aggressive strategy to institutionalize the business
processes and tools statewide by December 31, 2010. Project goal one is to build
partnership with NJ's Care Transitional Teams and the ADRCs to avoid unnecessary hospital
readmission or nursing home placement to be accomplished by pursing these objectives - 1)
Establish a project team to design a coordinated, multidisciplinary approach between acute
and community settings; 2) test and evaluate the model in Camden County (the Community
Living Program pilot site) and then expand it statewide; and 3) Use NJ's Pre-Admission
Screening (PAS)/Pre-Admission Screening Resident Review (PASRR) hospital process to
connect consumers to the ADRC. Goal 2 is to support NJ's leadership to rebalance long-
term supports through cost-effective strategies with the objective of expanding the Global
Budget Projection Process to incorporate the impact of expanded non-Medicaid HCBS
options and ADRC interventions. Goal 3 is to ensure ADRCs are the visible and trusted no-
wrong-door to long-term supports, to be accomplished by these objectives: 1) create a web-
based community resource center through Harmony Information Systems; and 2) expand
ADRC statewide by December 31, 2010.
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Program: Aging and Disability Resource Centers

90DR0044
Aging Disability Resource Center
09/30/2009 — 09/29/2012

Grant Number:
Project Title:
Project Period:

Grantee: Fiscal Funding
New Mexico Aging and Long Term Care Services Department Year Amounts
2550 Cerrillos Road FY2010 | $229,917
Santa Fe, NM 87505 FY2009 | $228,856
FY2008 $
Contact: FY2007 $
Carlos Moya FY2006 $
Tel. (505) 476-4577 FY2005 $
Email: Carlos.Moya@state.nm.us FY2004 $
. _ . FY2003 $
AoA Project Officer: Elizabeth Leef Total $458.773

Project Abstract:

The goal of the New Mexico Aging and Long Term Care Services Department (NMALTCSD)
is to significantly strengthen its existing New Mexico Aging and Disability Resource Center
(NMADRC). This proposal involves the expansion and enhancement of the NMADRC in the
key operational components of information and awareness, options counseling, streamlined
access, person-centered hospital discharge planning, and quality assurance and evaluation.
Information and awareness will continue to be provided by the existing partnership between
the NMADRC and the New Mexico State Health Insurance Assistance Program (NMSHIP).
Benefits Counseling is provided by telephone via the NMADRC by NMSHIP certified staff; it
is provided at the community level via local NMSHIP Coordinators and NMSHIP volunteers.
Options counseling and person-centered hospital discharge planning are new components of
the NMADRC. With this funding, the NMADRC will utilize paid Options Counselors to provide
an in depth assessment of each identified client via a newly developed NMALTSD Person-
Centered Planning Tool. The tool is designed to help a client determine what he or she may
need to live a healthy, safe and fulfilling life. The geographic area for this service component
will include the counties of Bernalillo, Valencia, Sandoval, Santa Fe, Rio Arriba, Taos, and
Dona Ana. The client base in these counties will be derived from at risk Medicare
beneficiaries discharged from local hospitals upon referral by their discharge planners to the
NMADRC and at risk individuals on the Home and Community Based Medicaid Waiver
registry of the Coordination of Long Term Services (COLTS) Program. Collaboration exists
with hospitals in the identified counties.
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Program: Aging and Disability Resource Centers

Grant Number: 90DRO0024

Project Title: New York State Office for the Aging: Aging and Disabilities

Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
New York State Office for the Aging Year Amounts
2 Empire State Plaza FY2010 | $229,917
Albany, NY 12223-1251 FY2009 | $256,056
FY2008 $
Contact: FY2007 $
Gail Koser FY2006 $
Tel. (518) 474-4424 FY2005 $
Email: gail.koser@ofa.state.ny.us FY2004 $
_ _ ] FY2003 $
AoA Project Officer. Caroline Ryan Total $485.973

Project Abstract:

The New York State Office for the Aging is supporting enhancement and expansion of its
Aging and Disability Resource Centers with this grant. The project goal is to streamline
access to long term care services, empower consumers to consider more informed choices
using enhanced NY Connects options counseling, develop and implement a Consumer
Navigator Program, and collaborate with key medical providers. Objectives are: 1)
strengthen the promotion of NY Connects; 2) optimize choice through the availability of
individualized options counseling; 3) increase consumer access to long term care services
through service coordination; 4) facilitate person-centered transitions from hospitals, nursing
homes and rehabilitation facilities; 5) establish performance goals that will ensure the
satisfaction of consumers; and 6) advance systems change and streamline access to long
term care services. This project builds upon the work of the Albany, Broome, and Tompkins
Area Agencies on Aging (AAAs) and will share best practices and lessons learned with 25%
of NY Connects programs statewide. Continuous quality improvement and evaluation will
ensure effective and satisfactory service delivery. Measurable Outcomes are: 1) delivery of
services to 100 people through person-centered discharge planning and 40 consumers
through the Consumer Navigator Program; 2) develop service delivery that results in
consumers remaining safely at home; 3) develop present and future long term care plans that
meet self-directed criteria; 4) meet established quality performance indicators; and 5) share
with 25% of NY Connects programs statewide. Products are a final report including
evaluation results, tools, protocols, and training curricula.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0001

Project Title: State Planning for and Expansion of Aging Disability and Resource
Centers

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
North Carolina Department of Health and Human Services Year Amounts
Office of Long Term Care Services FY2010 | $259,923
2001 Mail Service Center; Adams Bldg; 101 Blair Drive FY2009 | $226,772
Raleigh, NC 27699-2001 FY2008 $
FY2007 $
Contact: FY2006 $
Sabrena Lea FY2005 $
Tel. (919) 715-8399 FY2004 $
Email: Sabrena.Lea@dhhs.nc.gov FY2003 $
Total $486,695

AOA Project Officer: Eric Weakly
Project Abstract:

The North Carolina (NC) Department of Health and Human Services (DHHS) is conducting a
three-year grant for Aging and Disability Resource Centers (ADRC): Empowering Individuals
to Navigate Their Health and Long Term Support Options. Project goals are: 1) operate
ADRCs in 50 of 100 counties (30 counties currently covered) and plan for statewide ADRC
coverage to serve adults with disabilities, older adults, their families, and others who support
them; and 2) define equity and refine collaboration in the partnership between aging and
disability programs. The approach will involve stakeholders representing disability and aging
partners and consumers, and DHHS divisions in analyzing and planning for statewide ADRC
implementation and building a framework for lasting partnerships. Objectives are: 1) support
development of multi-county programs to increase ADRC coverage by 20 counties and
identify organizations to serve as connectors facilitating statewide expansion; 2) develop a
plan for statewide infrastructure including authority, program management and standards; 3)
enhance collaboration between ADRCs and Community Care of NC; 4) identify and re-align
existing, appropriate funding streams for ADRC program sustainability; and 5) create and
implement protocols for aging and disability program collaboration. Project outcomes
include: 1) consumers will find it easier to obtain information about and access to alternatives
for informed service choices; 2) consumers will make fewer calls and repeat the same
information less frequently; 3) individuals in transition will have access to options counseling;
4) NC will have a systems infrastructure that streamlines information and access processes
and a means to financially sustain ADRCs. Project products will be: 1) a 5-year ADRC
expansion plan; and 2) a revised ADRC operations manual.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0046

Project Title: Development and implementation of an Aging and Disability

Resource Center in North Dakota Region VII

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
North Dakota Department of Human Services Year Amounts
600 E Boulevard Avenue FY2010 | $200,000
Bismarck, ND 58505-1250 FY2009 | $202,771
FY2008 $
Contact: FY2007 $
Heather Steffl FY2006 $
Tel. (701) 328-4933 FY2005 $
Email: hsteffl@nd.gov FY2004 $
_ _ _ FY2003 $
AoA Project Officer: Elizabeth Leef Total $402.771

Project Abstract:

The North Dakota Department of Human Services (DHS), which includes the State Unit on
Aging, State Medicaid and Disability Agencies, and home and community based long-term
care services is developing an Aging and Disability Resource Center (ADRC) in North Dakota
Region VII. The ADRC will empower older adults and adults with physical disabilities and
their families to make informed choices about long-term support services, and will streamline
access to services by realigning and optimizing infrastructure and resources. North Dakota
will develop a no wrong door network with these state and community partners: State Unit on
Aging, Medicaid, the DHS West Central Human Service Center (aging, disability, and mental
health service provider), county social services, Older Americans Act providers (region/tribal);
Centers for Independent Living, State Health Insurance Counseling Program, and others.
Objectives include: 1) naming a program director to manage the day-to-day development of
the ADRC No Wrong Door network, 2) establishing an Advisory Council to guide ADRC
development, 3) implementing the ADRC network in Burleigh County in Year 1, 4) expanding
the ADRC to three more counties in Year 2; 5) developing a 5-year operational plan, and 6)
expanding the ADRC to the rest of Region VIl in Year 3. At the grant's end, region residents
will be aware of the ADRC and will contact the network for information about long-term
supports and assistance accessing them. Products include an online options counseling tool;
intake, information and options counseling protocols; seamless referrals and support; no
wrong door model; evaluation results; a final report; and sustainability plan.

Page 36 of 486


mailto:hsteffl@nd.gov�

Program: Aging and Disability Resource Centers

Grant Number: 90DRO0027

Project Title: Ohio's Front Door: Strengthening Access to the Long Term Care
System
Project Period: 09/30/2009 — 09/29/2012
Grantee: Fiscal Funding
Ohio Department on Aging Year Amounts
50 W. Broad Street 9th Floor FY2010 | $236,261
Columbus, OH 43215-3363 FY2009 | $219,380
FY2008 $
Contact: FY2007 $
Deanna Clifford FY2006 $
Tel. (614) 644-5192 FY2005 $
Email: dclifford@age.state.oh.us FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Linda Velgouse Total $455 641

Project Abstract:

Through this Aging and Disability Resource Center grant, the Ohio Department of Aging, in
collaboration with Ohio's twelve Area Agencies on Aging, the Centers for Independent Living
and other community-based partners, supports the development of a statewide front door to
long-term care services, as envisioned by the state's Unified Long-term Care Budget
recommendations. The goal of Ohio's ADRC project is to ensure that older adults and adults
with physical disabilities are empowered to make informed decisions about publicly-funded
and private pay long-term service and support options through a statewide, no wrong door
Aging and Disability Resource Network (ADRN) enacted at the regional level. The objectives
are: 1) to enhance information and awareness through shared resource information; 2) to
provide person-centered, one-on-one assistance to consumers; 3) to develop consistent
hospital discharge tools; 4) to improve access to benefits for individuals with physical
disabilities; and 5) to put in place consumer quality assurance and evaluation tools for ADRN
activities. The expected outcomes are: 1) collaboration among regional partners on shared
information and resource materials as evidenced by Memoranda of Understanding; 2)
development of materials specific to individuals with disabilities; 3) ADRN staff trained on
person-centered thinking; 4) person-centered thinking adopted in tools, 5) materials and for
one-on-one assistance; 6) consistent, person-centered hospital discharge partnerships and
tools; and, 7) trained benefits analysts to assist persons with disabilities. Deliverables include
required reports; resource materials for people with disabilities available in a variety of
formats; person-centered tools for one-on-one assistance; and a person-centered hospital
discharge planning toolkit.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0032
Project Title: Oklahoma's Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Oklahoma Department of Human Resources Year Amounts
Aging Services FY2010 | $229,901
2401 NW 23rd Street, Suite 40 FY2009 | $246,040
Oklahoma City, OK 73107 FY2008 $
FY2007 $
Contact: FY2006 $
Claire Dowers-Nichols FY2005 $
Tel. (405) 522-4510 FY2004 $
Email: claire.dowers@okdhs.org FY2003 3$
Total $475,941

AOA Project Officer: Elizabeth Leef
Project Abstract:

Oklahoma Aging Services Division, supports this three-year Aging and Disability Resource
Center (ADRC) project with the goal of providing all Oklahoma citizens, regardless of income,
a no wrong door system for information and options benefit counseling regarding long-term
care decision-making and planning. The objectives are to: 1) develop a person-centered
information system accessible to the public, professionals and target populations offered in
alternate formats; 2) ensure that caregivers and care receivers are supported in a way that
honors individual choice by providing training to Information and Assistance (I&A) specialists;
3) provide options counseling to individuals 60 and older and to people with disabilities; 4)
streamline access to services by creating a standardized and efficient entry process for public
and private pay services; and 5) further develop formal linkages between and among the
public and private providers of long-term care supports by creating Memoranda of
Understandings (MOUSs) and other formal agreements. The expected outcomes are: 1) a
shared and comprehensive resource database and providing consistent information to people
needing assistance; 2) options counseling will enable people to make informed, cost-effective
decisions about long-term care services and plan for their future needs; 3) systematic training
will ensure all entry points and partners provide I&A services that include public and private
pay benefits; 4) reduction in the rate of institutional placement; 5) reduction in average length
of time from first contact to eligibility determination. Products will include standardized intake
instruments, training materials, MOUSs, formal protocols, documentation of cost savings, and
a best practices document.

Page 38 of 486


mailto:claire.dowers@okdhs.org�

Program: Aging and Disability Resource Centers

Grant Number: 90DR0031

Project Title: Expansion of the Aging and Disability Resource Center Program
and Transitional Care Collaborative

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
Oregon Department of Human Services and Year Amounts
People with Disabilities FY2010 | $229,917
676 Church Street, NE FY2009 | $246,056
Salem, OR 97301 FY2008 $
FY2007 $
Contact: FY2006 $
Elaine Young FY2005 $
Tel. (503) 373-1726 FY2004 $
Email: Elaine.Young@state.or.us FY2003 $
Total $475,973

AOA Project Officer: Elizabeth Leef
Project Abstract:

Oregon's Division of Seniors and People with Disabilities (SPD) supports this three year
Aging and Disabilities Resource Center (ADRC) grant in partnership with Northwest Senior
and Disability Services (NWSDS), Oregon Cascades West Council of Governments
(OCWCOG), and other key organizations. The goals of this project are: 1) expand ADRC
services to 30 percent of Oregonians,; 2) complete a 5-year Strategic Plan to operate ADRCs
statewide; and 3) support the implementation of best practices to improve transitions of
Medicare beneficiaries across care settings and reduce unnecessary hospital readmissions.
For Goal 1, the main objective is to strengthen the capacity of NWSDS and OCWCOG to
meet the criteria for a fully functioning ADRC. For Goal 2, the main objective is to complete a
gap analysis that prioritizes the work that must be completed at the local and state level to
ensure a statewide ADRC system. For Goal 3, the main objective is to host a Transitional
Care Collaborative that promotes strategies to address care transition issues for
representative from hospitals, physician offices, home health agencies, AAA staff and others.
Main outcomes include: 1) 3 AAAs that meet the criteria for a fully functioning ADRC; 2) a
comprehensive Strategic Plan for AoA and for use in the 2011 legislative session; and 3) an
increase in referrals from hospitals and physician offices to local Options Counseling and
Transition Coaches. The products from this project are documented lessons learned while
phasing in new technology, services, and staffing requirements to support a local ADRC,
change packages for implementing Transitional Care Best Practices, abstracts for national
conferences, and any final reports required by the Administration on Aging.
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Program: Aging and Disability Resource Centers

Grant Number: 90DRO0014

Project Title: Rhode Island Aging and Disability Resource Center - THE POINT
Project Period: 09/30/2009 — 09/29/2012
Grantee: Fiscal Funding
Rhode Island Department of Elderly Affairs Year Amounts
Hazard Building, 74 West Rd. FY2010 | $229,917
Cranston, RI 02920 FY2009 | $228,856
FY2008 $
Contact: FY2007 $
Corrine C. Russon FY2006 $
Tel. (401) 462-0501 FY2005 $
Email: crusso@dea.ri.gov FY2004 $
, , _ FY2003 $
AoA Project Officer: Caroline Ryan Total $458.773

Project Abstract:

The grantee, the Rhode Island Department of Elderly Affairs (RIDEA), is conducting a three-
year extension and expansion of its Aging and Disability Resource Center (ADRC),
established in 2005 and known locally as THE POINT. THE POINT's goal is to provide
information about and referral to a statewide network of programs and services for seniors,
adults with disabilities, and their caregivers. The expansion will create a partnership with the
Department of Human Services (DHS/Medicaid), the lead State agency for the Rhode Island
Global Medicaid Waiver, and build on formal linkages with government and community-based
programs, as well as the state's Medicare Quality Improvement Organization (QIO), Quality
Partners of Rhode Island. The project's objectives are to: 1) incorporate a patient coaching
model into Options Counseling services and person-centered discharge planning; 2) with the
QIO, develop and implement a Community Outreach Plan to increase formal linkages with
the social services and healthcare communities; and 3) design and implement an Evaluation
Plan that assesses service delivery (including customer satisfaction) and impact. The
expected outcomes include: 1) achievement of the requirements to be designated as a fully-
functional ADRC,; 2) increased penetration into the local healthcare community; 3) improved
customer service; and 4) a measurable association with improved local trends in healthcare
utilization and cost, specifically related to maximizing outcomes for those who wish to receive
community-based health care. The products from this project will include a Final Report
reflecting a formal program evaluation and an operational design for a well-coordinated
system of information, referral, and client/patient coaching and support to ensure optimal
health outcomes.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0034

Project Title: Transitioning Area Agencies on Aging's to Aging and
Disability Resource Centers

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
South Carolina Lieutenant Governor’s Office on Aging Year Amounts
Division of Aging Services FY2010 | $218,530
1301 Gervais Street, Suite 200 FY2009 | $216,857
Columbia, SC 29201 FY2008 $
FY2007 $
Contact: FY2006 $
Denise W. Rivers FY2005 $
Tel. (803) 734-9939 FY2004 3
Email: riversd@aging.sc.gov FY2003 $
Total $435,387

AOA Project Officer: Eric Weakly
Project Abstract:

The South Carolina Lieutenant Governor's Office on Aging (LGOA) is converting all Area
Agencies on Aging to Aging and Disability Resource Centers (ADRCSs) through this Aging
and Disability Resource Centers grant proposal. This collaborative endeavor will be
implemented in conjunction with the five Area Agencies on Aging that are not currently
ADRCs as well as the South Carolina Department of Health and Human Services (the state
Medicaid agency). The goal is to enable individuals with disabilities and/or in need of long-
term care to make informed decisions regarding living environment, providers of services
they receive, and acquisition of quality services consistent with their preferences and
priorities through a statewide network. Objectives include: 1) expansion of the ADRC
initiative to serve as a visible single point of entry for older adults and adults with disabilities
in every county in South Carolina; 2) education to consumers on planning for future LTC
needs; 3) enhancement of SC Access by adding new providers and additional topics and
information to the statewide database; and 4) modification of the information technology
system to streamline and simplify eligibility determination and service applications for long
term care.
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Program: Aging and Disability Resource Centers

Grant Number: 90DRO0050

Project Title: Development of Aging Disabilty Resource Centers in South Dakota

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
South Dakota Department of Social Services Year Amounts
700 Governors Drive FY2010 | $200,000
Pierre, SD 57501 FY2009 | $240,142
FY2008 $
Contact: FY2007 $
Deb Peterson FY2006 $
Tel. (605) 773-449 FY2005 $
Email: Deb.Petersen@state.sd.us FY2004 $
. . , FY2003 $
AoA Project Officer: Kevin Foley Total $440.142

Project Abstract:

South Dakota is at a crossroads in developing a sustainable system of long-term care
services to meet the needs of its citizens in the near and long term. The state currently does
not have an Aging and Disability Resource Center (ADRC), hindering access to services.
The goals of the project are: 1) the state Aging Unit will develop an ADRC in Sioux Falls, the
largest community in the state; and 2) working with key stakeholders, develop a plan within
eighteen months to implement ADRCs across South Dakota within three years. The target
population of older adults and adults with physical disabilities will benefit from achieving the
objectives of developing a Single Point of Entry system for long term care services and
options counseling, integrating eligibility functions for public long term care services, and
developing a quality assurance system. These objectives will be guided by statewide and
local advisory workgroups comprised of key stakeholders including consumers, providers,
and state agencies. Changes to the current system include: 1) revisions to current Aging
Unit staff duties; 2) development of person-centered intake; 3) assessment and case
planning processes and requisite staff training; incorporation of Medicaid financial eligibility
determinations into the ADRC; and 4) development of formal linkages between the long term
care systems for elders and adults with physical disabilities. Outcomes include increased
access to information about services and increased use of home and community based
services by the target population. Products include outreach materials including a website,
marketing plan, person-centered intake, assessment and case planning tools, staff training
curriculum, statewide implementation plan and outcome data.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0038

Project Title: Aging and Disability Resource Centers: Empowering Individuals to
Navigate Their Health and Long Term Support Options

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Tennessee Commission on Aging and Disability Year Amounts
500 Deaderick Street, 8th Floor, Suite 825 FY2010 $
Nashville, TN 37243 FY2009 | $246,056
FY2008 | $229,917
Contact: FY2007 $
Cynthia Minnick FY2006 $
Tel. (615) 741-3309 FY2005 $
Email: cynthia.minnick@tn.gov FY2004 3$
_ _ FY2003 $
AO0A Project Officer. Joseph Lugo Total $475.973

Project Abstract:

The Tennessee Commission on Aging and Disability (TCAD) supports Aging and Disability
Resource Centers (ADRCs): Empowering Individuals to Navigate Their Health and Long
Term Support Options targeting older persons and adults with physical disabilities. This
project goal is to build on the existing Tennessee ADRC project to create fully functioning
ADRC:s in all nine regions of the State and ensure ADRC concepts and functions are
embedded in the State’s long term care system by coordinating staff, technology,
partnerships, marketing, evaluation and accomplishing the project goals and objectives.
Objectives are: 1) increase visibility and awareness of the existence and functions of the
ADRC; 2) implement ADRCs that the public recognizes as a trusted, objective, reliable
sources of information and assistance; 3) identify gaps or needs for training about
responsiveness; 4) remove barriers that slow down ease of access to programs; 5)
implement system changes that will streamline access and increase efficiency and
effectiveness; 6) determine Tennessee's readiness for implementing person-centered
hospital discharge planning; 7) monitor project goals, objectives and outcomes; 8) document
development of nine fully functioning ADRCs; 9) enhance technology at the ADRCs and
TCAD; 10) enhance functions of the state’s single point of entry system and ensure funding is
embedded in the long term care system, and 11) develop 5-year operational plan and budget.
Outcomes are: 1) marketing is coordinated and implemented; 2) healthcare professionals
are educated; 3) ADRC staff is trained in ADRC functions; 4) barriers to access are removed,
5) the project is embedded in the State's system; 6) reports show the project has
accomplished its goals and objectives, and the 5-year operational plan and budget are
completed.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0013
Project Title:
Project Period: 09/30/2009 — 09/29/2012

Texas Aging and Disability Resource Centers

Grantee: Fiscal Funding
Texas Department of Aging and Disability Services Year Amounts
701 W. 51st Street FY2010 | $229,917
Austin, TX 78751 FY2009 | $228,856
FY2008 $
Contact: FY2007 $
Winnie Rutlege FY2006 $
Tel. (512) 438-5891 FY2005 $
Email: winnie.rutledge@dads.state.tx.us FY2004 $
. . . FY2003 $
AoA Project Officer: Caroline Ryan Total $458,773

Project Abstract:

The Texas Department of Aging and Disability Services (DADS) is expanding and enhancing
its current Aging and Disability Resource Center (ADRC) network by working with the ADRC
State Advisory Council and its eight projects to standardize operations in support of fully
functioning ADRCs. DADS is pursing two goals: 1) to enhance the capacity of the current
project sites options counseling and support services by collaborating with hospital discharge
planning departments to reduce hospital readmissions and by providing additional structure
to the operation of the ADRC project sites for more uniformity of services provided; and 2) to
expand the number of ADRC project sites to at least one project in each region. Objectives
are: 1) adopting standards of operation using the lessons learned and the experience gained
from the original sites three years of operation and other states' ADRCs; 2) increasing the
capacity of ADRC projects to work with hospital discharge planning departments in at least
one medical facility through increased funding and training opportunities because not all
ADRC projects sites are actively involved with these departments; 3) increasing the capacity
of Central Texas ADRC project to provide person centered care coordination through
implementation of Guided Care model; and 4) developing a five year state plan to expand
ADRCs statewide with extensive stakeholder input. These activities will provide DADS, the
project sites and the Administration on Aging several products: 1) policy and procedures
manual for ADRC operations; 2) State Plan for statewide implementation of ADRCs; and 3)
evaluation report of progress toward attainment of goals.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0029
Project Title: Utah Aging and Disability Resource Center (ADRC)
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
University of Utah Year Amounts
Center on Aging/Geriatrics FY2010 | $229,917
75 South 2000 East, RM 211 FY2009 | $228,856
Salt Lake City, UT 84112 FY2008 $
FY2007 $
Contact: FY2006 $
Maureen Henry, JD FY2005 $
Tel. (785) 673-1048 FY2004 $
Email: Maureen.henry@utah.edu FY2003 $
Total $458,773

AOA Project Officer: Elizabeth Leef
Project Abstract:

The Utah Commission on Aging through the University of Utah is creating a statewide ADRC
in collaboration with the Utah Division of Aging and Adult Services, Division of Services for
People with Disabilities, Medicaid Program, 211, Access Utah Network, Area Agencies on
Aging, Centers for Independent Living, and Utah State University. Goal 1 is to establish the
organizational structure necessary to establish the ADRC. Obijectives include employing
staff, convening committees, developing ADRC model and evaluation/reporting plan. Goal 2
is to establish and maintain a state-wide database of long term support options. Objectives
include assessment of the current system, developing a plan, and evaluation. Goal 3 is to
create a statewide awareness, information, and individualized counseling system. Objectives
include assessment of the current system, development of a plan, identification and funding
of pilot site, and evaluation. Goal 4 is to create a seamless single point of entry to publicly
funded long term support programs. Objectives include assessment of the current system
and development of plan. Goal 5 is to create a care transition system that provides
individuals and caregivers with timely and accurate information about long term support
options. Objectives include an assessment, consideration of models, and development of a
plan. The target population is individuals aged 60 and older and disabled adults aged 18 and
older, statewide. Identified products will be an operational ADRC, a statewide computerized
database of information, a five year state plan, and an online application for Medicaid long
term support programs.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0037
Project Title: Vermont Aging and Disability Resource Center
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Vermont Department of Disabilities, Aging and Independent Living Year Amounts
Disability and Aging Services FY2010 | $229,541
103 South Main Street, Weeks Building 2nd Floor FY2009 | $228,582
Waterbury, VT 05671-1601 FY2008 $
FY2007 $
Contact: FY2006 $
Merle Ewards-Orr FY2005 $
Tel. (802) 241-4496 FY2004 $
Email: merle.edwards-orr@ahs.state.vt.us FY2003 $
Total $458,123

AOA Project Officer: Kevin Foley
Project Abstract:

The Vermont Department of Disabilities, Aging and Independent Living (DAIL) is
strengthening the Vermont Aging and Disability Resource Connection (ADRC) statewide and
develop a five year operational plan and budget in collaboration with its ten core partner
agencies. Project objectives include: 1) develop a five year operational plan and budget; 2)
develop warm transfer capability among partner agencies to facilitate timely and efficient
referrals; 3) build a marketing strategy to bring the ADRC statewide to the public and key
stakeholders; 4) establish AIRS I/R/A professional staff capacity at each ADRC core partner
agency; 5) improve person centered hospital discharge planning in collaboration with the
Community Living Program (CLP) project efforts; 6) pilot a new model(s) of discharge
planning in at least two regions of the state; 7) identify and develop effective partnership
strategies with the State Medicaid Office on eligibility determination processes; and (8
develop a quality improvement plan including vehicles for ongoing consumer involvement.
Project outcomes include: 1) a statewide fully functional ADRC; 2) a sustainable five year
operational plan and budget; 3) professionally staffed information, referral and assistance
service capacity in the ten partner agencies; 4) enhanced options counseling and decision
support functions with the Vermont ADRC that incorporates the Community Living Program
(CLP) goals and consumer preference to remain at home for as long as possible; 5) a
collaborative, person centered discharge planning process in partnership with the CLP, local
hospitals and nursing homes; and 6) a quality improvement plan supporting a five year ADRC
operational plan. Project deliverables include a five year plan and budget, project reports,
training materials, and conference presentation materials, such as abstracts.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0018

Project Title: Aging and Disability Resource Centers: Empowering Individuals
to Navigate Their Health and Long-Term Support Options

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
Virginia Department on Aging Year Amounts
1610 Forest Avenue, Suite 100 FY2010 | $229,917
Richmond, VA 23229 FY2009 | $246,052
FY2008 $
Contact: FY2007 $
Katie Roeper FY2006 $
Tel. (804) 662-7047 FY2005 $
Email: katie.roeper@vda.virginia.gov FY2004 $
_ _ FY2003 $
AOA Project Officer: Joseph Lugo Total $475.969

Project Abstract:

Virginia's No Wrong Door (NWD) initiative strives to streamline access to information and to
public/private long-term services and supports for seniors and adults with disabilities -
maximizing opportunities to live at home and engage in community life. The Virginia
Department for the Aging is developing new NWD/Aging and Disability Resource Center
(ADRC) communities and significantly enhance existing ADRC operations in partnership with
the Department of Medical Assistance Services, Department of Rehabilitative Services,
Virginia Hospital/Healthcare Association, Area Agencies on Aging, Centers for Independent
Living (CIL), and hospitals. Project goals are to: 1) expand geographically growing closer to
statewide coverage of Virginia's NWD/ADRC model of service delivery; 2) expand functionally
enhancing NWD/ADRC technology for optimal use by disability service providers; and 3)
expand collaboratively developing best practices in coordination of transition planning for
NWD/ADRCs and hospital discharge planners. Objectives are: 1) establishing four new
NWD/ADRC communities; 2) enhancing technology to improve service coordination for
people with disabilities; 3) conducting feasibility studies to interface with hospital discharge
planning information systems and the State Health Insurance Information Program reporting
system; 4) developing protocols for coordinating transition/service plans in five existing
NWD/ADRC communities; 5) cultivating a statewide approach to foster education about and
support for person-centered care coordination; and 6) developing a marketing plan for
NWD/ADRC communities. Expected outcomes are: 1) four new ADRCs serving 23
additional localities; 2) an increase in individuals served through ADRCs; 3) addition of five
CILs and ten case managers; 4) five ADRCs collaborating with discharge planners at 15
hospitals, resulting in a reduction in readmissions; increased consumer/caregiver
understanding of options when leaving a hospital; and 5) increased consumer satisfaction
and provider efficiency.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0017

Project Title: Aging and Disability Resource Center Expansion in
Washington State

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Washington Department of Social and Health Services Year Amounts
Aging and Disabilities Services Administration FY2010 | $248,202
640 Woodland Square Loop SE FY2009 | $211,466
Lacey, WA 98503 FY2008 $
FY2007 $
Contact: FY2006 $
Susan L. Shepherd FY2005 $
Tel. (360) 725-2418 FY2004 $
Email: shephsl@dshs.wa.gov FY2003 $
Total $459,668

AOA Project Officer: Caroline Ryan
Project Abstract:

Washington State Department of Social and Health Services-Aging and Disability Services
Administration (DSHS-ADSA), supports this three year Aging and Disability Resource Center
(ADRC) expansion project in collaboration with four Area Agencies on Aging (AAAS),
interested stakeholders, and constituents. The goal of the project is to achieve significant
progress toward statewide expansion of Washington State's ADRC program. The approach
is to initiate and evaluate the expansion of ADRCs and demonstrate potential efficiencies and
effectiveness ADRCs provide by employing person-centered principles in navigating long-
term support options. The objectives are to: 1) achieve significant progress in establishing
three new ADRC pilot sites; 2) convene a statewide ADRC planning and policy committee; 3)
develop a five year operational plan and budget for achieving statewide coverage of fully
functional ADRCs; 4) facilitate training and technical assistance for ADRC pilot site staff and
partners; 5) enhance interagency relationships and partnerships with disability, long-term
support option experts, and advocacy organizations; 6) evaluate the impact of the ADRC
program; and 7) disseminate project information. The expected outcomes of this ADRC
expansion project are: 1) four well functioning ADRC sites in Washington State; 2) an ADSA-
approved operational plan and budget for statewide coverage of ADRCs; 3) methodology for
determining cost savings related to ADRC catchment areas; 4) project evaluation reflecting
project results; and 5) consumers more capable of making decisions about long term support
options. The products from this project are: a final report, including evaluation results and
lessons learned; a five-year operational plan and budget for statewide expansion; ADRC
program standards; and established relationships and protocols with disability, long-term
support option experts, and advocacy organizations.
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Program: Aging and Disability Resource Centers

Grant Number: 90DRO0033

Project Title: VITALS - Vital Aspects of Life Services
Project Period: 09/30/2009 — 09/29/2012
Grantee: Fiscal Funding
West Virginia Bureau of Senior Services Year Amounts
1900 Kanawha Boulevard East FY2010 | $229,917
Charleston, WV 25305 FY2009 | $228,856
FY2008 $
Contact: FY2007 $
Barbara Reynolds FY2006 $
Tel. (304) 558-3317) FY2005 $
Email: breynolds@wvseniorservices.gov FY2004 $
, ] ) FY2003 $
AO0A Project Officer: Eric Weakly Total $458 763

Project Abstract:

The West Virginia Bureau of Senior Services is partnering with hospitals and Aging and
Disability Resource Centers (ADRCSs) to develop a person-centered discharge planning
process in a program named VITALS Vital Aspects of Life Services. The goal is to reduce the
number of hospital readmissions for adults with a diagnosis of diabetes mellitus, chronic
obstructive pulmonary disease, congestive heart failure, status post coronary bypass surgery,
or hip fracture. There are five objectives: 1) develop a discharge planning kit that contains
an assessment/service plan and information regarding long-term care options and multiple
provider agencies to facilitate individual choice; 2) enhance existing partnerships between
ADRCs and hospital discharge planners in order to arrange and ensure a person-centered
discharge process; 3) Develop a guided care model for follow-up after discharge that
focuses on chronic disease and medication self-management, nutrition, and access to proper
follow-up care; 4) evaluate the effectiveness of the project in deterring future hospital
admissions; and 5) further strengthen the ADRCs and the long-term care system in West
Virginia by recommending systems change based on evidence and lessons learned. There
are four expected outcomes: 1) the pilot hospitals will see a decrease in readmissions; 2)
patients involved will have greater input and choice in their discharge planning process; 3)
both Medicare and Medicaid will experience a cost savings; and 4) ADRCs will be
strengthened by VITALS to make them more fully functional and to optimize use of existing
funding. Policymakers will subsequently be educated and systems change recommended.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0022

Project Title: Improving Quality and Customer Satisfaction with Information
and Assistance, Options Counseling

Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal | Funding
Wisconsin Department of Health Services Year Amounts
Long Term Care FY2010 | $275,244
I West Wilson FY2009 | $203,392
Madison, Wisconsin 53707 FY2008 $
FY2007 $
Contact: FY2006 $
Kristen Felten FY2005 $
Tel. (608) 267-9719 FY2004 $
Email: Kristen.Felten@Wisconsin.qov FY2003 $
Total $478,636

AO0A Project Officer: Eric Weakly
Project Abstract:

The Wisconsin Department of Health Services has a plan in place to expand Aging and
Disability Resource Centers (ADRC) statewide by 2012. This plan is supported by the
Governor and the funding approved in the current state biennial budget. If awarded this grant
opportunity. The state's goals are to significantly strengthen Wisconsin's ADRCs by building
upon new and previous learning regarding the quality of, and customer satisfaction with,
access to publicly funded long term care programs through the ADRC, and information and
assistance and options counseling services, as well as achieving a reduction in unnecessary
hospital readmissions. To achieve these goals, the objectives are: 1) to perform a quality
evaluation and customer satisfaction survey regarding information and assistance and
options counseling services with 16 new ADRCs not included in the 2008 study, and repeat
the evaluation with the original 18 participating ADRCs to demonstrate improvement based
upon the learning and identify areas needing additional support; 2) develop quality indicators
of customer satisfaction with access to publicly funded long term care programs and to
perform an evaluation of this service with all fully-functioning ADRCs; 3) to make funding
available to individual ADRCs to strengthen and enhance their services based upon the
results of each of the quality evaluations; 4) implement a specific plan with the Milwaukee
County Aging Resource Center (the largest Wisconsin ADRC) to further streamline access
and improve customer satisfaction; and 5) refine and strengthen existing connections
between ADRCSs, hospital discharge planning and home health agencies.
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Program: Aging and Disability Resource Centers

Grant Number: 90DR0010
Project Title: The Wyoming Aging and Disability Resource Center Project
Project Period: 09/30/2009 — 09/29/2012

Grantee: Fiscal Funding
Wyoming Department of Health Year Amounts
Aging Division FY2010 | $250,000
6101 Yellowstone Rd., Suite 259B FY2009 $50,000
Cheyenne, WY 82002 FY2008 $
FY2007 $
Contact: FY2006 $
Debbie Walter FY2005 $
Tel. (307) 777-5048 FY2004 $
Email: debbie.walter@health.wyo.gov FY2003 $
Total $300,000

AOA Project Officer: Elizabeth Leef
Project Abstract:

The Wyoming Department of Health/Aging Division supports this three year project in
collaboration with our local independent living organizations and other related state
programs. The objectives are: 1) serve as a visible and trusted source of information to our
aging and/or developmentally disabled citizens including both institutional and home or
community based care; 2) provide personalized and consumer friendly assistance to
empower consumers to make informed decisions about their care options; 3) provide a
streamlined and coordinated access to all care options so consumers can get the care they
need through an single entry point (SEP) intake process; 4) assist individuals plan ahead for
their future long-term care needs; and 5) assist Medicare beneficiaries to understand and
access the Prescription Drug Coverage and prevention benefits under the Medicare
Modernization Act. The approach is to develop at least one and potentially two-three Aging
and Disability Resource Center site(s) to provide statewide coverage through a toll-free
number system within the first 12 months of the project. The expected outcomes are: 1)
simplified access to services and supports, eligibility determinations, and information for
consumers who may find it difficult to navigate through the system on their own; 2)
streamlined process of referral to other local, state and federal resources; and 3) access for
every citizen to the services and supports they need. The products will be: on-going reports
to the Administration on Aging (AoA) regarding the number and type of consumers served,;
survey evaluation results indicating consumer satisfaction with the process; website detailing
program services and providers; and abstracts for national conferences.
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Aging and Disability Centers - Options Counseling

The Administration on Aging (AoA) held a grant competition in FY2010 to support projects to
strengthen, develop and/or implement a comprehensive set of standards they can use to
guide, monitor and continually improve the delivery of Options Counseling and Assistance
within the context of their Aging and Disability Resource Center (ADRC) systems.

The projects awarded in FY2010 based on this competition will help States to standardize
options counseling delivery policies and procedures, identify and invest in staff training and
preparation, and implement common client tracking procedures for assessing the performance
of Options Counseling across their ADRCs.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0006
Project Title: Arizona Links Standards for Options Counseling
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Arizona Department of Economic Security Year Amounts
Division of Aging and Adult Services FY2010 | $499,970
1789 W. Jefferson, Site Code 950A FY2009 $
Phoenix, AZ 85007 FY2008 $
FY2007 $
Contact: FY2006 $
Melanie Starns FY2005 $
Tel. (602) 542-2591 FY2004 $
Email: mstarns@azdes.gov FY2003 $
Total $499,970

AOA Project Officer: Elizebeth Leef
Project Abstract:

The Arizona Department of Economic Security (DES), Division of Aging and Adult Services
(DAAS) will strengthen statewide access to comprehensive Options Counseling (OC) through
the Arizona Aging and Disability Resource Center (ADRC). Collaboration with existing ADRC
partners and coordination with access-related resources will achieve the goal of developing
of standards for OC in Arizona and fully implement OC using these standards in one existing
ADRC site. The approach is to infuse OC into ADRC partner organizations providing
Information and Referral (I&R) and Case Management services, clearly defining OC through
standards for training and service delivery. Objectives are: 1) develop statewide standards
that address the goal and objectives of OC in Arizona; 2) establish the infrastructure and
protocols needed to implement the OC standards in Maricopa County; 3) provide OC in
Maricopa County at the Area Agency on Aging (AAA), Region One, Inc., and the Arizona
Bridge to Independent Living (ABIL), using the standards and protocols; 4) monitor and
evaluate the OC service delivery, outcomes, and protocols; and 5) participate in development
of national standards for OC. Expected outcomes include: 1) increased public awareness of
OC; 2) better preparing families for aging and caregiving responsibilities; 3) mitigating the
need for crisis management; 4) increased utilization of community-based options, including
private pay, reducing reliance on public funding and avoiding premature institutionalization;
and 5) an increase in consumer-directed planning and utilization of consumer-directed
options. Products include a comprehensive set of standards for OC in Arizona, an evaluation
plan, semi-annual reports, and a final report.

Page 53 of 486



Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0016
Project Title: California Options Counseling Quality Improvement
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
California Health and Human Services Agency Year Amounts
1600 9th Street room 460 FY2010 | $510,082
Sacramento, CA 95814-6439 FY2009 $
FY2008 $
Contact: FY2007 $
Karol Swartzlander FY2006 $
Tel. (916) 651-6693 FY2005 $
Email: KSwartz2@chhs.ca.gov FY2004 $
. _ . FY2003 $
AoA Project Officer: Elizebeth Leef Total $510,082

Project Abstract:

California’s Options Counseling Quality Improvement Project will inform state and federal
policy by developing, implementing and evaluating a comprehensive set of Options
Counseling Standards with three Aging and Disability Resource Connections (ADRCs) and
one Money Follows the Person (MFP) Demonstration Lead Organization. Two goals will
guide this critically needed project: Goal 1 - Options Counseling, a core ADRC service in
California, will be conducted with an enhanced service framework including scope of practice
and staffing standards. Key objectives for this goal are: 1) to identify and develop an
enhanced Options Counseling framework — core service elements, methods, scope of
practice and staffing standards, etc.; 2) to develop a training curriculum and provide training;
3) to pilot the new framework; and 4) to create an Options Counselor Corner on the state’s
long-term care website, www.CalCareNet.ca.gov. Goal 2 - the state will have uniform criteria
and a standard process for designating ADRCs and monitoring core ADRC functions:
Information and Assistance (I&A); Options Counseling; Short Term Service Coordination;
and, Care Transition Services. Key objectives for this goal are: 1) to collaborate with key
stakeholders in the planning and expansion of ADRCs; and 2) to establish an application
process for ADRC designation. Expected outcomes for this project include: 1) improved
Options Counseling services for consumers; 2) an enhanced ADRC core service structure
with defined standards; and 3) a viable ADRC application and statewide expansion plan.
Products from this project include the following deliverables: California Options Counseling
Handbook, Options Counseling Training Curriculum, Options Counselor Corner (web page),
State Uniform ADRC Designation Criteria and Application Process, Evaluation Plan, and a
Final Report.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C00011

Project Title: Development and Implementation of Standardized Procedures
for Options Counseling within the Aging and Disability Resource
Center (ADRC) Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Colorado Department of Human Resources Year Amounts
Aging and Adult Services FY2010 | $492.469
1575 Sherman St., 10th Floor FY2009 $
Denver, CO 80203-1714 FY2008 $
FY2007 $
Contact: FY2006 $
Todd Coffey FY2005 $
Tel. (303) 866-2750 FY2004 $
Email: todd.coffey@state.co.us FY2003 $
Total $492.469

AOA Project Officer: Eric Weakly
Project Abstract:

The Colorado Department of Human Services (CDHS) and the Colorado Department of
Health Care Policy and Financing (HCPF) is conducting a two-year project development and
implementation of standard operating procedures for options counseling within the Aging and
Disability Resource Center (ADRC) known as Adult Resources for Care and Help (ARCH) in
Colorado. The Colorado ARCH utilizes the resources and knowledge base of existing
agencies including; the Single Entry Point (SEPS) Agencies, the Area Agencies on Aging
(AAAs), the Centers for Independent Living (CILs), and the Colorado 2-1-1 (2-1-1). The goal
is to develop and implement a standardized procedure for options counseling to ensure all
consumers statewide receive accurate and effective information to assist them in making
decisions in their long-term care needs. The Colorado ARCH has contracted with an
evaluation consultant to evaluate and determine the most effective operating procedures.
The objectives are to: 1) evaluate Current Operating Procedures for Colorado ARCH Options
Counseling; 2) develop Standard Operating Procedures for Colorado ARCH Options
Counseling; 3) determine Outcomes and Tracking Methods; 4) design an In-take and
Assessment Tool; 5) identify and Invest in Training for Resource Specialists; 6) implement
Standard Operation Procedures in all six ARCH sites; 7) participate in the National
Collaborative Process; and 8) evaluate the New Standard Operating Procedures for Colorado
ARCH Options Counseling.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0002
Project Title: Connecticut's ADRC Options Counseling and Assistance Program
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Connecticut Department of Social Services Year Amounts
Aging Services Division FY2010 | $500,000
25 Sigourney Street FY2009 $
Hartford, CT 06106-5033 FY2008 $
FY2007 $
Contact: FY2006 $
Jennifer Throwe FY2005 $
Tel. (860) 424-5862 FY2004 $
Email: Jennifer.Throwe@ct.gov FY2003 $
Total $500,000

AOA Project Officer: Caroline Ryan
Project Abstract:

Connecticut (CT) Department of Social Services, State Unit on Aging, Agency on Aging of
South Central CT, Western CT Area Agency on Aging, Center for Disability Rights and
Independence Northwest will continue partnering to expand CT Aging and Disability
Resource Centers (ADRCs). The grant will strengthen CT’s existing South Central and
Western ADRC Options Counseling (OC) program through more coordinated Operating
Protocols for guiding, monitoring and improving delivery of OC. CT will implement client
tracking procedures for assessing performance, quality assurance (QA) and evaluation of OC
with University of Connecticut Center on Aging, Statewide ADRC Committee, ADRC
Operating Protocol Workgroup, ADRC consumers and staff, and two Community Choices
Councils. CT ADRC staff will participate in federal workgroups/conference calls and attend
project national meetings to develop a minimum set of standards for OC. The goal is to
provide consumers high-quality self-determined OC experiences through two ADRCs capable
of including assessment, information, assistance and streamlined access to public and
privately funded long-term services and supports. Objectives: 1) update existing OC
materials; 2) develop OC training and certification program; 3) develop OC QA and
Evaluation tools and metrics; 4) strengthen OC marketing; 5) pilot ADRC internal workflow
changes; 6) engage OC partnership activities at all levels; 7) strengthen CT's ADRC
Operating Protocols; and 8) improve ADRC management information system (MIS)
capabilities for OC. Expected outcomes include improved staff training, QA and Evaluation;
and updated OC materials; and management information technology tracking capabilities.
Products include: revised OC marketing materials; updated OC guides and training manual,
OC Certificate Program for improved staff training; revised ADRC Operating Protocols; QA
and Evaluation tools to manage OC; MIS OC enhancements; consumer accommodations.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0003

Project Title: Strengthening the District of Columbia Office on Aging/Aging and
Disability Resource Center through Options Counseling Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
District of Columbia Office on Aging Year Amounts
441 Fourth Street, NW, Suite 900S FY2010 | $500,000
Washington, DC 20001 FY2009 $
FY2008 $
Contact: FY2007 $
Dr. Clarence Brown FY2006 $
Tel. (202) 724-5622 FY2005 $
Email: clarence.brown@dc.gov FY2004 $
_ _ _ FY2003 $
Ao0A Project Officer. Kevin Foley Total $500.000

Project Abstract:

The District of Columbia Office on Aging and the Aging and Disability Resource Center’s
(DCOA/ADRC) goal is to significantly strengthen its ADRC’s Options Counseling and
Assistance function within its one-stop, long term care services and support system for
individuals and families of all ages, income or disability. During a two year program period,
DCOA/ADRC will achieve the goal by accomplishing the following objectives: 1)
collaboratively develop and implement a state-wide comprehensive set of standards to guide,
monitor and continually improve the delivery of Options Counseling and Assistance for the
District's DCOA/ADRC system, its partners and consumers; 2) train fifty (50) program
planners, managers, front line staff within DCOA/ADRC network on the standards developed
and on the Technical Assistance Exchange (TAE) Options Counseling Curriculum; 3)
enhance DCOA/ADRC information technology (IT) client tracking system and protocol
(CSTARS) to meet new Options Counseling standards and for assessing performance; 4)
participate in a collaborative process with other grantees, federal agency staff, technical
assistance (TA) providers and stakeholders to develop a set of minimum national standards
for Options Counseling and Assistance; and 5) monitor, track and evaluate the delivery of
options counseling relative to business operations and consumer outcomes. The expected
outcomes and products are: 1) a strengthened statewide DCOA/ADRC Options Counseling
function; 2) implementation of state-wide standardized options counseling delivery policies
and procedures; 3) fifty (50) trained professionals to counsel and advise consumers and their
families across ages and disabilities; 4) evaluation findings and report; 5) program
sustainability at end of grant period; 6) enhanced options counseling IT; and 7) final report as
required by the Administration on Aging and Center for Medicare and Medicaid Services.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0001

Project Title: Implementing the Affordable Care Act: Options Counseling and
Assistance Programs

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Florida Department of Elder Affairs Year Amounts
4040 Esplanade Way, Suite 315 FY2010 | $515,013
Tallahassee, FL 32301-7000 FY2009 $
FY2008 $
Contact: FY2007 $
Abbie Messer FY2006 $
Tel. (850) 414-2105 FY2005 $
Email: messera@elderaffairs.org FY2004 3$
_ _ ) FY2003 $
AoA Project Officer. Caroline Ryan Total $515.013

Project Abstract:

The Florida Department of Elder Affairs, in collaboration with the Area Agency on Aging of
Pasco-Pinellas, Inc., (AAAPP) is developing state-specific standards, expand long-term care
(LTC) options counseling for the Aging and Disability Resource Center (ADRC) in Planning
and Service Area (PSA) 5 and participate in the collaborative process to establish minimum
national standards. The goal is to implement standard operating procedures for options
counseling in the ADRC by training and preparing staff to offer options counseling to adults of
all ages and disabilities in PSA 5. The objectives include the following: 1) develop and
implement a comprehensive set of standards that define policies and procedures for options
counseling; 2) train options counselors to follow the new standards; 3) expand options
counseling to include adults of all ages and all disabilities; 4) gather feedback and evaluate
the effectiveness of the new standards to improve future outcomes; and, 5) collaborate with
state, local and national partners in the development of national standards. The expected
outcomes of this proposal are to create state standards that increase the knowledge of
consumers and caregivers in their understanding of available long-term care options without
regard to age or disability and to participate in the collaborative process in the creation of
national standards to guide the delivery of options counseling.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0018

Project Title: lllinois Aging and Disabilities Resource Center Options
Counseling Project

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
lllinois Department on Aging Year Amounts
Planning, Research and Development. FY2010 | $457,160
421 East Capitol, #100 FY2009 $
Springfield, IL 62701-1789 FY2008 $
FY2007 $
Contact: FY2006 $
Ross Granville FY2005 $
Tel. (217) 524-7627 FY2004 $
Email: ross.grove@illinois.gov FY2003 3
Total $457,160

AOA Project Officer: Caroline Ryan
Project Abstract:

The lllinois Aging and Disability Resource Center (ADRC) project is developing, implementing
and evaluating Options Counseling comprehensive standards with two ADRCs located in
urban and rural regions of the state. AgeOptions, the Area Agency on Aging and ADRC for
the suburban Chicago area, will work with its ADRC collaborating agencies to develop and
implement Options Counseling standards and procedures that meet national criteria and are
determined to be effective for their diverse urban service area. AgeOptions, based upon their
ADRC experience, will submit a plan (Plan) to lllinois Department on Aging (IDoA)
recommending standards and implementation approaches for the delivery of Options
Counseling statewide. The Plan will include input from Northwestern Illinois Area Agency on
Aging (NIAAA) which is developing and implementing Options Counseling standards at its
ADRC site in Rockford, and its future ADRC site in rural Whiteside County. IDoA will ensure
the Plan considers the needs of both urban and rural ADRCs and their clients statewide. The
Plan will assist IDoA to standardize Options Counseling delivery policies and protocols,
identify and invest in staff training and preparation, and implement common client tracking
procedures for assessing the performance of Options Counseling in all ADRCs in lllinois.
IDoOA and the ADRCs look forward to participating in a collaborative process with the AoA and
all relevant stakeholders to define a set of minimum national standards for the delivery of
Options Counseling, addressing core competencies, minimum qualifications and protocols for
client tracking and performance measurement. Designated staff will attend national
meetings, participate in meaningful discussions and submit reports as required.

Page 59 of 486



Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0019
Project Title: Options Counseling in lowa
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
lowa Department on Aging Year Amounts
Elder Programs and Advocacy FY2010 | $499,653
510 East 12th Street, Suite 2 FY2009 $
Des Moines, 1A 50319 FY2008 $
FY2007 $
Contact: FY2006 $
Debi Meyers FY2005 $
Tel. (515) 725-3325 FY2004 $
Email: debi.meyers@iowa.gov FY2003 $
Total $499,653

AOA Project Officer: Elizebeth Leef
Project Abstract:

The lowa Department on Aging (IDA) is committed to develop, standardize and expand Aging
and Disability Resource Centers (ADRCs) for eventual implementation in lowa Area Agencies
on Aging (AAA) and disability community partner agencies for citizens who need person
centered assistance, Options Counseling, and support in long term planning. The current
ADRCs in two Area Agencies on Aging are developing and refining state specific standards
for the ADRC Options Counseling and Assistance function. We are reviewing national
policies and procedures in collaboration with IDA, community and advisory partners. These
standards will define the Options Counseling process. This will include developing standards
for employment of options counselors, staffing ratios, client tracking, and the evaluation
process for consumer satisfaction. Additional standards will include outcomes development,
referral effectiveness, and uniform Information technology (IT) and data collection. To ensure
uniform standards application, option counselors and coordinators will attend two mandatory
state trainings: one on developed standards, followed by one for standard’s evaluation and
problem solving. In addition, this grant enables the Heritage Area Agency on Aging ADRC to
provide targeted outreach to minority and non-English speaking populations with an Options
Counselor serving seven counties by establishing satellite sites within targeted
neighborhoods and rural communities. The Hawkeye Valley Area Agency on Aging ADRC
will expand Options Counseling to eight additional counties. The lowa ADRCs, IDA, and
advisory committees will develop a sustainability plan for the ADRCs for their continuation.
The IDA and ADRCs will comply with grantor reporting requirements. Four project
representatives will attend one national meeting annually and IDA and ADRC personnel will
actively participate in the collaborative development of minimum national standards.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0007

Project Title: Aging and Disability Resource Center (ADRC) Options Counseling
and Assistance Programs in Maine

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Maine Department of Health and Human Services Year Amounts
32 Blossom Lane FY2010 | $500,000
State House Station 11 FY2009 $
Augusta, ME 04333 FY2008 $
FY2007 $
Contact: FY2006 $
Cheryl Ring FY2005 $
Tel. (207) 287-5160 FY2004 $
Email: cheryl.ring@maine.gov FY2003 $
Total $500,000

AOA Project Officer: Caroline Ryan
Project Abstract:

Since 1993, Maine has systematically reduced reliance on institutional long-term care in favor
of quality, affordable home-and-community-based options for consumers and families.
Reliance on nursing home care has declined dramatically since that time, home care has
increased, and administrative costs and per person expenditures have decreased, enabling
us to serve more people with only modest increases in total spending. The goal of this
project is to continue to capitalize on these strengths by developing a consistent, clear, and
coordinated approach to options counseling in order to provide consumers with information,
counseling, and support needed for them to make informed decisions about available options
that meet their needs. The desired outcome of this effort will be improved quality of life for
those who have received options counseling. Our objectives include: 1) develop standard
policies and procedures for the provision of options counseling by Maine’s five ADRCs; 2)
clarify and define roles and responsibilities; 3) implement the standards statewide; 4) develop
a coordinated assessment of individuals’ needs; 5) provide training; 6) establish a continuous
process improvement feedback loop; and 7) actively participate in the national discussion on
options counseling standardization. Maine’s target population is adults of any income-level,
setting or circumstance, anywhere in the state, having any type of disability, who contact or
are referred to, one of our five ADRCs. Empowering consumers to make highly-informed
decisions about their long-term support needs is an expected outcome.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0014

Project Title: Aging and Disability Resource Center (ADRC) Options Counseling
Assistance Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Maryland Department on Aging Year Amounts
Long Term Care Services FY2010 | $500,000
301 West Preston Street, Suite 1007 FY2009 $
Baltimore, MD 21201-2374 FY2008 $
FY2007 $
Contact: FY2006 $
Stephanie Hull FY2005 $
Tel. (410) 767-1107 FY2004 $
Email: sah@ooa.state.md.us FY2003 $
Total $500,000

AOA Project Officer: Eric Weakly
Project Abstract:

The Maryland Department of Aging is developing standards and requirements for Options
Counseling (OC) for the Maryland Access Point (MAP), Maryland’s Aging and Disability
Resource Center (ADRC). MAP is an integral component of Maryland's rebalancing initiative
which includes the Money Follows the Person (MFP) Demonstration, the Community Living
Program (CLP) and the Person Centered Hospital Discharge Program (PCHDP). We are
creating an OC workgroup under the state MAP Advisory Board that includes representatives
from the MAP sites and key stakeholders. This workgroup is developing protocols for OC
during the initial intake, assessment and care planning, and case management. These
protocols guide MAP staff as they assist individuals to make informed choices about long-
term supports and other benefits. These protocols address the participant-directed option
that are implemented as part of the CLP and the Veterans Self Directed Integrated Care
Program; and these protocols will be applied to the MFP, PCHDP and SHIP Medicare
counseling programs. Infrastructure to support OC will include: 1) automated tools to support
the implementation of these standards; 2) a data-driven continuous quality improvement
(CQI) process; and 3) in-person and web-based training tools. We are piloting these
standards and protocols in Howard County, which has been a leader in our MAP program.
The Maryland Disability Law Center (the State Protection and Advocacy Agency, and the
Freedom Center, the Howard County regional Center for Independent Living have formal
roles in training and reviewing standards. The OC protocols will be made available to all
partners participating in the MAP “no wrong door” initiative. Finally, we are developing plans
for implementing these protocols statewide.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0009
Project Title: Massachusetts Options Counseling Standards Initiative
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Massachusetts Executive Office of Elder Affairs Year Amounts
Program Planning and Management FY2010 | $500,000
1 Ashburton Place, Fifth Floor FY2009 $
Boston, MA 02108-1516 FY2008 $
FY2007 $
Contact: FY2006 $
Dr. Ruth Palombo FY2005 $
Tel. (617) 222-7512 FY2004 $
Email: ruth.palombo@state.ma.us FY2003 $
Total $500,000

AOA Project Officer: Caroline Ryan
Project Abstract:

The Massachusetts Executive Office of Elder Affairs (Elder Affairs), in partnership with
Massachusetts Rehabilitation Commission (MRC), the Massachusetts Executive Office of
Health and Human Services Office of Disability Policies and Programs (ODPP), the
Massachusetts Department of Mental Health (DMH), and Aging and Disability Resource
Consortia (ADRC) partners statewide is enhancing the Massachusetts ADRC Options
Counseling Program by strengthening and refining its current standards to ensure that all
options counselors throughout Massachusetts have the capacity to serve people with
disabilities, including mental health and cognitive disabilities, and to make information on
consumer directed services available to all Options Counseling consumers. This goal will be
achieved through the following objectives: 1) develop training to expand the ability of Options
Counseling staff to serve people with disabilities, including mental health and cognitive
disabilities, and to ensure that Options Counseling incorporates consumer direction, choice
and dignity of risk; 2) acquire a comprehensive consumer database or interface to track
Options Counseling services statewide and to facilitate referrals between ADRC partners; 3)
review, and revise if necessary, current state standards for Options Counseling; 4) monitor
delivery and impact of Options Counseling; and 5) work with the Administration on Aging
(AoA) and other grantees to develop national Options Counseling standards. Outcomes will
include: 1) improved capacity to facilitate consumer direction and serve people with a range
of disabilities; 2) improved capacity to track referrals and outcomes of Options Counseling
program; 3) more efficient system of referrals among ADRC partners; and 4) a set of
enhanced state standards that will inform development of national Options Counseling
Standards.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0005
Project Title: Aging and Disability Resource Center (ADRC) Options Counseling
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Michigan Office of Services to the Aging Year Amounts
P.O. Box 30676 FY2010 | $500,000
Lansing, Ml 48909- 8176 FY2009 $
FY2008 $
Contact: FY2007 $
Peggy Brey FY2006 $
Tel. (517) 241-0988 FY2005 $
Email: breyp@michigan.gov FY2004 $
. . _ FY2003 $
AoA Project Officer: Linda Velgouse Total $500.000

Project Abstract:

Michigan’s goal is to: ensure high quality, unbiased, person-centered, and consistent options
counseling (OC) will be the experience of individuals desiring assistance with long term care
(LTC) supports and services regardless of age, disability, income, geography or place of
residence. Michigan’s OC is guided by standards, policies, and procedures. OC standards
will be piloted with four ADRC partners who have achieved the designation of “Emerging
ADRC Partnership” by the Office of Services to the Aging (OSA). Partnerships will participate
in collaborative learning sessions. Based on the Institute for Healthcare Improvement
Collaborative Model for Achieving Breakthrough Improvement, these sessions are adapted
for community-based collaborative. The sessions will enable refinement and standardization
of OC standards as we shift from a “Single Point of Entry” (SPE) model to a “No Wrong Door”
approach. Obijectives include reviewing and modifying existing standards related to core
competencies; and developing, testing and refining OC training on competencies, policies
and processes. Software tools will be developed to collect accurate, consistent data for
project management, CQI and outcome evaluation within the partnerships. Evaluation
instruments developed and used in prior Michigan LTC reform initiatives will be refined and
implemented, including piloting new approaches to ensure standardization among the
ADRCs through the implementation of quality management systems (QMS). Data elements
to track participant outcomes and measure quality will be identified. A second goal is to work
collaboratively and share products with nationwide partners to develop minimum national OC
standards. Grant products include: statewide standards for OC, OC training curriculum,
participant and staff surveys, and a software tool.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0004

Project Title: New Hampshire Aging and Disabilities Resource Center (ADRC)
Options Counseling and Assistance Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
University of New Hampshire Year Amounts
Institute for Health Policy and Practice FY2010 | $500,000
51 College Road, Service Bldg. FY2009 $
Durham, NH 03824-3585 FY2008 $
FY2007 $
Contact: FY2006 $
Susan Sosa FY2005 $
Tel. (603) 862-4848 FY2004 $
Email: susan.sosa@unh.edu FY2003 $
Total $500,000

AOA Project Officer: Eric Weakly
Project Abstract:

New Hampshire (NH) has successfully implemented professional standards for Long Term
Supports Counselors and has been a leader in designing a person-centered approach to
long-term care options counseling. Through this proposed project, the University of New
Hampshire (UNH) Institute on Health Policy and Practice will work collaboratively with the NH
Bureau of Elderly and Adult Services, the ten local ServiceLink Resource Centers (SLRC),
and the UNH Institute on Disability to expand and improve the quality of services to SLRC
participants statewide by strengthening and enhancing person-centered options counseling
across all programs that provide supports through the SLRC network. This project will
develop a comprehensive set of standards for Person-Centered Options Counseling;
implement these standards that provide options counseling for staff through the SLRC
network; develop and implement statewide training in person-centered options counseling;
implement quality improvement; evaluate the project’s effectiveness; and participate in the
collaborative process to develop national standards.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0020

Project Title: New Mexico Aging and Disability Resource Centers (ADRC) Options
Counseling and Assistance Standards and Expansion

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
New Mexico Aging and Long-Term Services Department Year Amounts
Consumer and Elder Rights FY2010 | $500,000
2550 Cerrillos Rd. FY2009 $
Santa Fe. NM 87505-3260 FY2008 $
FY2007 $
Contact: FY2006 $
Carlos Moya FY2005 $
Tel. (505) 476-4577 FY2004 $
Email: carlos.moya@state.nm.us FY2003 $
Total $500,000

AOA Project Officer:
Project Abstract:

The New Mexico Aging and Long-Term Services Department’s (NM ALTSD) Aging and
Disability Resource Center (ADRC) is enhancing existing options counseling standards
(operating procedures, benchmarks, and measures) to support the delivery of services to a
new population and setting. Through these enhanced standards, ALTSD will support “an
interactive decision-support process whereby consumers, family members and/or significant
others are supported in their deliberations to determine appropriate long-term care choices in
context of the consumer’s needs, preferences, values, and individual circumstances.” Project
Goals: 1) develop a standardized options counseling and assistance program for those
individuals who are “screened-out” of the Adult Protective Services system but who are in
need of long-term support services; and 2) expand the successful options counseling and
assistance program to the community-based setting through the NM ADRC State Health
Insurance Program (SHIP) program, and a through a partnership with a Center of
Independent Living in San Juan County. Project Objectives are: 1) increased access to
long-term support services; 2) decreased involvement with Adult Protective Services; 3)
increased community-based access to options counseling; 4) increased person-centered
discharges to a home and community-based setting; 5) increased access to ADRC functions
by private pay and Medicare/Medicaid (duals) recipients; 6) increased functional abilities -
Instrumental Activities of Daily Living (IADLs) and (Activities of Daily Living (ADLS)); 7)
decreased long-term care system cost; and 8) increased use of person-centered long-term
care planning tools.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0015

Project Title: Development of Training and Implementation of Standard
Operating Procedures for Options Counseling and Assistance for
North Carolina Aging and Disability Resource Centers (ADRCs)

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
North Carolina Department of Health and Human Services Year Amounts
Long Term Services and Supports FY2010 | $523,500
2001 Mail Service Center FY2009 $
Adams Building, 101 Blair Dr. FY2008 $
Raleigh, NC 27699-2001 FY2007 $
FY2006 $
Contact: FY2005 $
Sabrena Lea FY2004 $
Tel. (919) 855-4428 FY2003 $
Email: Sabrena.Lea@dhhs.nc.gov Total $523,500

AOA Project Officer: Eric Weakly
Project Abstract:

The North Carolina (NC) Department of Health and Human Services (DHHS) is administering
this two year project for the “Aging and Disability Resource Centers (ADRCs) Options
Counseling and Assistance Program.” In North Carolina, ADRCs are named Community
Resource Connections for Aging and Disabilities (CRCs). Project Stakeholders include
disability and aging partners, academia, consumers, and DHHS divisions and are assisting in
implementation of the project’s goals and objectives. Project goals are: 1) ensure that the
service is delivered comparably to the national standard; 2) refine NC’s definition consistent
with a decentralized CRC model; 3) ensure incorporation of person-centered thinking
practices and the needs of both aging and disabilities populations; and 4) ensure that local
CRC partners are well-trained and certified to provide this service. Objectives are: 1)
develop NC-specific operating procedures and standards including training requirements; 2)
develop a comprehensive training curriculum; 3) implement standards and training for
partners in two NC CRCs within the first grant year and for all NC CRCs by month eighteen;
4) execute evaluation plans that measure training effectiveness and consumer satisfaction
with the service; and 5) collaborate to develop national standards. Project outcomes include:
1) certification process for NC CRC partners providing Options Counseling and Assistance;
2) 15% post-testing improvement for participants trained with the new curriculum; and 3) 90%
agreement by consumers receiving Options Counseling and Assistance from certified
counselors that this service met their needs.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0017

Project Title: Oklahoma's Aging and Disability Resource Center (ADRC) Options
Counseling and Assistance Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Oklahoma Department of Human Services Year Amounts
Aging Services FY2010 | $500,000
2401 NW 23rd Street, Suite 40 FY2009 $
Oklahoma City, OK 73107 FY2008 $
FY2007 $
Contact: FY2006 $
Zachary Root FY2005 $
Tel. (405) 522-3121 FY2004 $
Email: zachary.root@okdhs.org FY2003 $
Total $500,000

AOA Project Officer: Elizabeth Leef
Project Abstract:

The grantee, Oklahoma Aging Services Division, supports this two-year ADRC Options
Counseling (OC) standards project. The goal is to improve the delivery of OC by establishing
standards. The project includes four objectives: 1) establish standards for staff development,
guality assurance, resource identification, information management systems, and protocols
for OC; 2) develop and design standardized curricula and tools for the newly developed
standards; 3) implement trainings on new standards; and 4) collaborate with states and
stakeholders to produce minimum national standards for OC. The standards will include
information about existing long-term services and support options, Medicare benefits and
options, and planning for individuals, which will minimize confusion, enhance individual
choice and support informed decision-making for consumers. The OC program will serve
seniors age 60 and older and adults of any age with a physical or developmental disability,
regardless of personal resources. Training and certification requirements will be included in
the standards to ensure counselors are prepared to serve target populations. The standards
also will provide a management system that supports the functions of the ADRC, including a
mechanism to track client intake, to assess needs, to develop care plans, and to analyze
utilization and costs. Currently there are a number of contracts and Memoranda of
Understandings in place; key among them is the Oklahoma Health Care Authority (OHCA),
Oklahoma’s Medicaid Agency. During much of the first year, OPRS and ASD will be working
closely together to develop an overall Evaluation Plan for the standards. The Evaluation Plan
utilization will occur in the second year.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C00012
Project Title: Options Counseling and Assistance Program
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Oregon Department of Human Services Year Amounts
Seniors and People with Disabilities FY2010 | $500,000
676 Church Street NE FY2009 $
Salem, OR 97301-1074 FY2008 $
FY2007 $
Contact: FY2006 $
Elaine Young FY2005 $
Tel. (503) 373-1726 FY2004 $
Email: Elaine.Young@state.or.us FY2003 3$
Total $500,000

AOA Project Officer: Elizabeth Leef
Project Abstract:

Aging and Disability Resource Centers (ADRC) are operational in three Area Agencies on
Aging and Disabilities. An Options Counseling (OC) curriculum for both options counselors
and their supervisors is being developed and evaluated; a new public-facing website, online
resource database, and a client contact module will be installed this summer. A strategic
plan for implementing ADRCs statewide is in process. Oregon is at a critical juncture to
standardize the delivery of OC services and at present each ADRC is using different
credentials and staffing ratios to predict OC services. Without mandated statewide
standards, ADRC consumers will be at risk for receiving services that are dependent on local
variations in program planning, budgeting, and organizational cultures. To ensure that
consumers receive the same quality, competency-based services regardless of location,
project partners are addressing the following goals and objectives: 1) develop standards to
support OC best practices by systematically identifying core components of six OC
competencies, personal characteristics needed to perform successfully as an OC, personal
characteristics needed to perform successfully as a supervisor of OC, and by developing
state-level tools to implement practice standards for OC; 2) implement new practice
standards for OC and their supervisors in three ADRCs by assessing competency, revising
training, and conducting a process evaluation; and 3) identify consumer outcomes of OC by
interviewing consumers and reviewing client contact data. Outcomes across all goals include
competency-based practice standards, job descriptions, performance evaluation tools, OC
staff who meet standards and are well supported by supervisors, and tools for assessing
consumer outcomes.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0008
Project Title: Vermont's Options Counseling Standards Project
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Vermont Department of Disabilities, Aging and Independent Living Year Amounts
State Unit on Aging FY2010 | $498,733
Weeks Building, 103 South Main Street FY2009 $
Waterbury, VT 05617-16t01 FY2008 $
FY2007 $
Contact: FY2006 $
Merel T. Edwards-Orr FY2005 $
Tel. (802) 241-4496 FY2004 $
Email: merle.edwards-orr@ahs.state.vt.us FY2003 3$
Total $498,733

AOA Project Officer: Kevin Foley
Project Abstract:

The Vermont Department of Disabilities, Aging and Independent Living (DAIL) is developing
and implementing Options Counseling standards statewide across its Aging and Disability
Resource Connection partner agencies. The Options Counseling standards will build upon
the efforts of two Area Agency on Aging (AAA) partner agencies who initiated Options
Counseling and decision support as part of their participation in the Community Living
Program grant in 2007-2009. Project objectives: 1) develop and implement Options
Counseling standards across the ADRC partner agencies including the five AAAs, the
Vermont Center for Independent Living, and the Brain Injury Association of Vermont; 2)
develop and implement supervisor training and peer mentoring to implement the standards at
the agency level; 3) provide training on the new standards across the ADRC Options
Counseling staff statewide; 4) study the capacity of and make needed improvements in
existing management information systems to conduct desired data tracking, evaluation, and
guality improvement activities for both State and federal reporting purposes; 5) evaluate the
experience and impact of the new Options Counseling standards on ADRC partner agency
staff, consumers/key stakeholders, and on key outcomes and indicators; and(6) actively
participate in a national discussion that will define and promote national standards across all
ADRCs. Project outcomes: 1) ADRC partner agencies incorporate statewide Options
Counseling standards into their ongoing operations and quality improvement structures; 2)
Options Counseling staff and supervisors are fully trained in Options Counseling standards;
and (3 individuals seeking long term services and supports receive consistent, high quality
decision support in a person - centered manner supporting informed choice.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0013

Project Title: Aging and Disability Resource Center (ADRC) Options Counseling
and Assistance Programs

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Virginia Department for the Aging Year Amounts
1610 Forest Avenue, Suite 100 FY2010 | $503,213
Richmond, VA 23229-5009 FY2009 $
FY2008 $
Contact: FY2007 $
Katie Roeper FY2006 $
Tel. (804) 662-7035 FY2005 $
Email: Katie.roeper@vda.virginia.gov FY2004 $
_ _ FY2003 $
AO0A Project Officer. Joseph Lugo Total $503,213

Project Abstract:

The Virginia Department for the Aging, together with sister state agencies, The Partnership
for People with Disabilities, and Area Agencies on Aging and Centers for Independent Living
within No Wrong Door/Aging and Disability Resource Center (NWD/ADRC) regions are
working together to: 1) develop statewide Options Counseling (OC) standards for Virginia’'s
ADRC:s reflecting equal perspective from aging and disability communities by involving key
stakeholders, documenting current best practices, identifying strengths unique to service
provider groups, establishing common language/definitions, identifying challenges to
remaining or returning to home/community and establish OC protocols accordingly; defining
roles for families/caregivers when appropriate and developing OC goals and related action
steps; 2) implement statewide OC standards in 7 ADRC regions and train all ADRCs
statewide on OC standards by expanding OC capacity using a co-employment model,
developing curriculum for universal OC training; delivering OC training statewide, defining
tangible outcome measures and evaluate OC implementation; 3) developing common
assessment tools for OC and measures for evaluation across providers and target
populations; integrating measures and tools into ADRC IT system; developing an evaluation
plan; conducting business practice and outcomes evaluation; and 4) contributing to
development of national OC standards, documentation of best practices and lessons learned,
learning from other states; and working collaboratively to develop national standards
development. As a result, OC practices, tools, and measurements will be standardized,;
ADRC regions statewide will be trained in OC; ADRCs’ capacity to deliver OC will be
expanded; ADRC regions will be better prepared to serve target populations; and individuals
will make better-informed, long-term support choices.
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Program: Aging and Disability Centers — Options Counseling

Grant Number: 900C0010

Project Title: Development, Implementation and Evaluation of Options
Counseling Standards for Aging and Disability Resource Centers
(ADRCs) in Wisconsin

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Wisconsin Department of Health Services Year Amounts
Long Term Care FY2010 | $472,707
1 W. Wilson St. FY2009 $
PO Box 7850 FY2008 $
Madison, WI 53707-7850 FY2007 $
FY2006 $
Contact: FY2005 $
Maurine Strickland FY2004 $
Tel. (608) 266-4448 FY2003 $
Email: maurine.strickland@wisconsin.gov Total $472.707

AOA Project Officer: Eric Weakly
Project Abstract:

The Wisconsin Department of Health Services is developing, implementing and evaluating
options counseling standards for Aging and Disability Resource Centers (ADRCs). Our goal
is to help people make good decisions about their long term care needs with ADRC options
counseling services. Our objectives are to develop state standards and contribute to the
development of national standards for options counseling. Wisconsin’s standards have
focused on contract requirements, knowledge and skills, and best practices. With this
project, we are taking our standards to a higher level by developing an online manual of
standard operating procedures, decision support tools, and more specific training for ADRC
staff. We are applying our 12 years of experience in developing and operating ADRCs and
lessons from in-depth evaluations of ADRC information and assistance and options
counseling services. ADRC state staff, practitioners, customers and other interested
stakeholders, and our evaluation and training consultants are contributing to this process.
The expected outcomes are ADRC staff with a clear understanding of what options
counseling entails and how it should be done; staff trained on the new standards and
procedures; performance measures that permit supervisors and state program staff to gauge
the extent to which effective options counseling has taken place, and an evaluation that leads
to refinement of the state’s requirements and informs the national standards development.
The products will include the standards, evaluation, final report and all other key deliverables
identified in the grant announcement.
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Aging and Disability Centers — Evidence Based Care Transition Programs

The Administration on Aging (AoA) held a FY2010 grant competition in collaboration with the
Center for Medicare and Medicaid Services (CMS) FY2010 to support projects that
strengthen the role of ADRCs in Evidence-Based Care Transition Models that integrate the
medical and social service systems to help older individuals and those with disabilities remain
in their own homes and communities after a hospital, rehabilitation or skilled nursing facility
visit. AoA has collaborated with (CMS) in support of ADRC programs in 54 States and
Territories since 2003, through a variety of programs including AoA’s Title IV Discretionary
Grants Program, the CMS Real Choice Systems Change and Money Follows the Person
Grant Programs.

The projects awarded under this competition will demonstrate how ADRCs can play a pivotal
role in life transitions of older adults and adults with disabilities to ensure that people end up
in the settings that best meet their individual needs and preferences, which is often in their
own homes. They will show how ADRC staff can be present at these critical points to provide
individuals and their families with the information they need to make informed decisions about
their service and support options, and to help them to quickly arrange for the care and
services they choose

Additional Information about AoA’s support of ADRC programs may be read on its website:

http://www.aoa.gov/AoARoot/AcA Programs/HCLTC/ADRC/index.aspx
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0171
Project Title: California Care Transitions Enhancement Project
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
California Health and Human Services Agency Year Amounts
1600 9th Street room 460 FY2010 | $214,741
Sacramento, CA 95814-6439 FY2009 $
FY2008 $
Contact: FY2007 $
Karol Swartzlander FY2006 $
Tel. (916) 651-6693 FY2005 $
Email: KSwartz2@chhs.ca.gov FY2004 $
. _ . FY2003 $
AoA Project Officer: Elizabeth Leef Total $214.741

Project Abstract:

Four California Aging and Disability Resource Connection (ADRCs) programs are
implementing the Care Transitions Intervention (CTI) in Riverside, Orange, San Francisco,
and San Diego. Early data from the sites underscore the need to reach out and present the
CTI to underrepresented communities. In response to these findings, California seeks to
expand the current ADRC CTI program, with the goal of improving the care transitions
experience and hospital readmissions among diverse and underserved communities at all
four ADRCs. Objectives for the expanded project are: 1) to identify diverse and underserved
communities at each ADRC,; 2) to develop and implement strategies to reach these patient
populations; 3) to maintain a robust ADRC CTI Learning Community to share best practices;
4) to master train ADRC Transition Coaches in CTI; 5) to develop four ADRC business cases;
and 6) to secure additional financial support for the transition coach positions. Expected
Outcome include: 1) increased CTI participation from identified diverse and underserved
communities by 30% at Riverside and Orange ADRCs - baseline to be determined; total
annual CTI patient target number per site is 100; 2) increased patient confidence and
capacity in the CTI's four pillars; 3) improved hospital readmission rates for patients with
chronic conditions; 4) improved critical pathways between hospitals and ADRCs; and 5)
project sustainability through secured financial support from partner hospitals and other
organizations that benefit from reduced hospital readmissions and reduced medication errors.
Products from this project are: outreach strategies to diverse and underserved patients, four
ADRC CTI business cases, and a final report.

Page 74 of 486


mailto:KSwartz2@chhs.ca.gov�

Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CTO0158

Project Title: Coordination and Continuation of the Care Transitions
Program in Mesa County

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Colorado Department of Human Services Year Amounts
Aging and Adult Services FY2010 | $199,388
1575 Sherman St., 10th Floor FY2009 $
Denver, CO 80203-1714 FY2008 $
FY2007 $
Contact: FY2006 $
Todd Coffey FY2005 $
Tel. (303) 866-2696 FY2004 3
Email: todd.coffey@state.co.us FY2003 $
Total $199,388

AOA Project Officer: Eric Weakly
Project Abstract:

The Colorado Department of Human Services (CDHS) and the Colorado Department of
Health Care Policy and Financing (HCPF) are conducting a two-year grant for the
continuation of transitional care improvement in Mesa County’s Aging and Disability
Resource Center (ADRC) known in Colorado as Adult Resources for Care and Help (ARCH).
Mesa County was a participant community in Colorado’s Quality Improvement Organizations
(QlO), the Colorado Foundation for Medical Care (CFMC) Transitions of Care pilot project.
The primary goal of a transitions coaching program is to increase effective self-management
capacity of people following a hospitalization and to reduce unplanned re-hospitalizations.
The objectives are to: 1) standardize and formalize the coaching processes first introduced in
2007; 2) measure decrease for hospital readmission rates at 14-days, 30-days, 60-days, 90-
days; 3) formalize the Care Transitions Taskforce structure as a subcommittee to the Quality
Health Network’s Quality Oversight Committee; and 4) over the two-year project serve and
coach 800 patients.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CTO0173

Project Title: Connecticut's Aging and Disability Resource Center
Evidence Based Care Transitions Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Connecticut Department of Social Services Year Amounts
Aging Services Division FY2010 | $193,418
25 Sigourney Street FY2009 $
Hartford, CT 06106-5033 FY2008 $
FY2007 $
Contact: FY2006 $
Jennifer Throwe FY2005 $
Tel. (860) 424-5862 FY2004 $
Email: Jennifer. Throwe@ct.gov FY2003 $
Total $193,418

AOA Project Officer: Caroline Ryan
Project Abstract:

Connecticut Department of Social Services, State Unit on Aging, North Central Area Agency
on Aging, Independence Unlimited and Connecticut Community Care, Inc. are continuing to
partner to strengthen Connecticut’'s North Central Aging and Disability Resource Center
(NCADRC). The grant strengthens Connecticut’s existing NCADRC Care Transition
Intervention (CTI) pilot program with the Hospital of Central Connecticut (HCC) via the
NCADRC. Two Connecticut ADRC representatives will attend national meetings for care
transitions. The goal is to reduce unnecessary hospital readmissions using the person-
centered CTI model of hospital discharge, administered at HCC via the NCADRC that is
capable of including assessment, information, assistance and streamlined access to public
and privately funded long-term services and supports. Objectives: 1) formally expand the
HCC CTI pilot to the Southington campus; 2) expand eligible CTI diagnoses to include
Diabetes; 3) develop greater symbiotic connection between work of NCADRC Community
Choices Counselors (CCCs) and Care Transition Coaches (CTCs) and add 1 new CCC and
CTC; 4) introduce Chronic Disease Self Management Program to post-CTI participants; 5)
improve ADRC MIS capabilities for CTI; 6) strengthen CTC’s CTI training; 7) develop
program evaluation; and 8) connecting providers throughout the healthcare system to enable
safe and effective transition of patients. Expected Project Outcomes include: Coleman
recognized CTC staff training; formal program evaluation by University of Connecticut Center
on Aging; expanded MIS tracking capabilities; 2 percent reduction in unnecessary HCC
hospital readmissions; cohesive ADRC workflow relationship between CTCs and CCCs;
expanded CTI program; CTI consumer Ambassadors; and increased project partnerships
including Connecticut’s Quality Improvement Organization, Qualidigm.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0169

Project Title: Florida Aging and Disability Resource Center Evidence-Based
Care Transition Project

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Florida Department of Elder Affairs Year Amounts
4040 Esplanade Way, Suite 315 FY2010 | $193,778
Tallahassee, FL 32399-7000 FY2009 $
FY2008 $
Contact: FY2007 $
Jay Breeze FY2006 $
Tel. (850) 414-2338 FY2005 $
Email: Breezej@elderaffairs.org FY2004 $
_ _ ) FY2003 $
AO0A Project Officer. Caroline Ryan Total $193.778

Project Abstract:

The Florida Department of Elder Affairs, the designated State Unit on Aging, proposes to
employ grant funding to expand the existing Evidence-Based Care Transitions Intervention
(CTI) model of E.A. Coleman, MD, MPH, and associates, in Planning and Service Area (PSA)
7 (Metro Orlando and surrounding areas). The project will operate in Orange, Osceola and
Seminole counties. Key project partners will be the Senior Resource Alliance, the designated
PSA 7 Area Agency on Aging and Aging and Disability Resource Center (ADRC), and Florida
Hospital. The Alliance administers the current CTI program in three Florida Hospital
community facilities. The goal of the proposed project is to expand program services to three
additional facilities, for a total of six project sites. The project outcome is to demonstrate the
capacity of the CTI project to reduce the incidence of re-hospitalizations of project patients as
compared with Florida Hospital discharges of patients who do not participate in the project.
Project objectives are: 1) producing key grant deliverables; 2) ensuring program quality; 3)
effectively using ADRC assets; 4) increasing CTI effectiveness through home and
community-based services; and 5) expanding the project to new sites. The project targets
Medicare patients age 60 and older identified as most at risk of hospital readmission. The
current CTI program and proposed project supplement CTI model services with the provision
of home and community-based services to support elders in their homes during a 30-day
recovery period without the need to meet financial eligibility requirements or service
availability/waiting-list issues. The project’s planned output for the two-year grant period is
720 enrollments. Project products will include an evaluation plan, formal evaluation tools,
improved project database and semi-annual/final reports.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0168
Project Title: lllinois Evidence-Based Care Transitions Project
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
lllinois Department on Aging Year Amounts
421 East Capitol, #100 FY2010 | $197,656
Springfield, IL 62701-1799 FY2009 $
FY2008 $
Contact: FY2007 $
Ross Grove FY2006 $
Tel. (217) 524-7627 FY2005 $
Email: ross.grove@illinois.gov FY2004 $
. . . FY2003 $
AoA Project Officer: Caroline Ryan Total $197.656

Project Abstract:

The lllinois Department on Aging (IDOA), in partnership with the suburban Cook County
Aging and Disability Resource Center (ADRC), lllinois Department of Health and Family
Services (IDHFS), and the lllinois Department of Human Services Division of Rehabilitation
Services (IDRS), are overseeing local implementation of the Bridge Program (Bridge). Bridge
was based on a randomized control trial care transition program: Enhanced Discharge
Planning Program (EDPP) at Rush University Medical Center (RUMC), and a rigorously
evaluated program - the Aging Resource Center (ARC), a program of Aging Care
Connections (ACC). AgeOptions, the Area Agency on Aging/ADRC for suburban Cook
County and the Progress Center for Independent Living (PCIL) are the coordinating entities
for this Suburban Cook County region. AgeOptions and PCIL will train Bridge Care
Coordinators regarding community services for seniors and those with disabilities in order to
improve hospital care transitions. The primary goals of this grant are: 1) to expand existing
ADRC transitional care services to 600 disabled individuals under age 60 and vulnerable
adults age 60+ at imminent risk of nursing home placement who are discharged from
Adventist La Grange Memorial Hospital (ALMH), RUMC, and MacNeal Hospital; 2) to
implement EDPP protocols to coordinate the connection to PCIL; 3) to facilitate a smooth
transition back to the community; and 4) to replicate the Bridge at MacNeal Hospital through
another ADRC partner, Solutions for Care (SFC). ADRC program enhancements will reduce
re-hospitalizations, promote quality care, enhance communication between health care
providers and consumers, improve consumer safety, reduce caregiver stress and start time
for community services, divert consumers from unwanted nursing home admission, and
reduce emergency department visits.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0163

Project Title: Indiana Aging and Disability Resource Center Care
Transitions Project

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Indiana Family and Social Services Administration Year Amounts
Division on Aging FY2010 | $198,391
402 W. Washington St., E442 FY2009 $
FY2008 $
Contact: FY2007 $
Andrea Vermeulen FY2006 $
Tel. (317) 234-1749 FY2005 $
Email: andrea.vermeulen@fssa.in.qov FY2004 3$
_ _ _ FY2003 $
Ao0A Project Officer. Kevin Foley Total $198.391

Project Abstract:

This grant builds upon the Geriatric Resources for Assessment and Care of Elders (GRACE)
model, which currently exists at Wishard and the Indianapolis Veterans Administration
Centers, and integrate the Aging and Disability Resource Center (ADRC) care mangers
component that will not only complement the GRACE services but also build a stronger
relationship between veterans and the ADRCs. The goals of this project are: 1) to integrate
of Central Indian Council on Aging (CICOA) care managers into the hospital discharge
planning process at the Indianapolis VA and to provide timely, on-site access to
comprehensive Options Counseling, care management and when appropriate, Preadmission
Screening; 2) to more effectively coordinate hospital/ADRC planning process to support a
more complete consumer/family discharge planning process; 3) to support, at the
consumer’s/family’s option, access to high quality community-based long-term care supports
with increased discharge to community-based settings and reduced reliance on nursing home
care; and 4) when a consumer elects to reside in the community, to ensure linkage with
physicians and other health care supports with a goal of preventing hospital readmission or
nursing home admission. Key system outcomes are: 1) supporting information to aid in
replication of the model across the state; 2) a reduction in nursing home admissions and
long-stay placements, defined as greater than 90 days, and hospital readmissions, measured
on a per person, admission, and days basis; and 3) an enhanced ADRC program that
achieves more timely and effective person centered discharge planning and care transitions
through collaboration with hospital and physician partners.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CTO0161

Project Title: Maine Aging and Disability Resource Center Evidence-Based Care
Transition Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Maine Department of Health and Human Services Year Amounts
Office of Elder Services FY2010 | $184,171
32 Blossom Lane, 11 State House Stations FY2009 $
August, ME 04333-0011 FY2008 $
FY2007 $
Contact: FY2006 $
Romaine Turyn FY2005 $
Tel. (207) 287-9229 FY2004 $
Email: Romaine.Turyn@maine.gov FY2003 $
Total $184,171

AOA Project Officer: Caroline Ryan
Project Abstract:

The Office of Elder Services is building upon current partnerships in Southern Maine between
the Southern Maine Area Agency on Aging (SMAAA) Aging and Disability Center (ADRC)
(SMAAADRC), the MMC Physician-Hospital Organization (PHO) and MaineHealth’s
Partnership for Healthy Aging (PfHA) to incorporate ADRC resources and expand the Care
Transitions Intervention (CTI) to another medical center. The PHO, in collaboration with
PfHA, has offered the CTI since 2008. SMAAADRC provides direct access for PHO patients
in York and Cumberland Counties to community resources through the Community Links
program, a fax referral system from the PHO to SMAA generating a call to the patient
connecting them with community resources. SMAAADRC proposes to add an ADRC
Resource Specialist to the CTI Team, expanding the current offerings - CDSMP through the
Practice Based Model, Community Links and Savvy Caregiver. Goals: 1) strengthen the role
of the ADRC in the CTI model - enhancing transitions of care between inpatient, primary care
and community settings; 2) an crease access to the services of the ADRC for patients of the
PHO CTI; and 3) create a model to disseminate to the other ADRCs in Maine with CTI
services and nationally. The PHO includes practices in Lincoln and Oxford Counties, served
by other ADRCs, which could benefit from the approach modeled by SMAAADRC.
Objectives are: 1) add ADRC Resource Specialist to CTI Team; 2) integrate with the PHO
Care Management Department; 3) connect patients and families with benefits and community
resources; 4) reduce hospital readmissions and Emergency Department visits; 5) assist with
resolution of medication reconciliation issues; 6) provide access to benefits programs and
assistance with Medicare prescription drug coverage; and 7) low-income subsidy and
enrollment into plans.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CTO0165

Project Title: Aging and Disability Resource Center Evidence Based Transition
Care Project

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Maryland Department on Aging Year Amounts
Long Term Care Services FY2010 | $197,660
301 West Preston Street, Suite 1007 FY2009 $
Baltimore, MD 21201-2374 FY2008 $
FY2007 $
Contact: FY2006 $
Stephanie Hull FY2005 $
Tel. (410) 767-1107 FY2004 $
Email: sah@ooa.state.md.us FY2003 $
Total $197,660

AOA Project Officer: Dric Weakly
Project Abstract:

The Maryland Department of Aging (MDoA) is collaborating with the Baltimore City Aging
and Disability Resource Center known as the Maryland Access Point of Baltimore City (MAP)
and Johns Hopkins Community Physicians (JHCP) to develop an expanded Guided Care
Program at selected JHCP practices. The internationally recognized Guided Care model
provides comprehensive health care by physician-nurse teams for people with several
chronic health conditions, specifically focusing on the 25% of Medicare patients at highest
risk for using health services heavily. Scientific studies have shown that Guided Care
improves the quality of care and suggests that it reduces overall health care costs. This
project is building on Maryland's Person Centered Hospital Discharge Program and the
Money Follows the Person Demonstration. Under this initiative, a MAP Guided Care nurse
works within JHCP to develop a plan of cross referrals, training and collaboration between
the Guided Care Program and MAP. The nurse provides Guided Care support for up to 25
patients referred by MAP staff. Referrals are individuals who are being discharged from
hospitals or nursing homes and who are at high risk of readmissions and emergency room
events. MAP staff and JHCP convene a series of planning and training sessions to establish
an on-going system for cross referrals and collaboration between JHCP and MAP.
Satisfaction, morbidity and cost data are being collected to evaluate the feasibility of
expanding the Guided Care Program into additional MAP jurisdictions.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0172

Project Title: Navigating Across Care Settings: Choices for
Successful Transitions

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Massachusetts Executive Office of Elder Affairs Year Amounts
Program Planning and Management FY2010 | $197,661
1 Ashburton Place, Fifth Floor FY2009 $
Boston, MA 02108-1516 FY2008 $
FY2007 $
Contact: FY2006 $
Ruth Palombo FY2005 $
Tel. (617) 222-7512 FY2004 $
Email: ruth.palombo@state.ma.us FY2003 $
Total $197,661

AOA Project Officer: Caroline Ryan
Project Abstract:

The Massachusetts Executive Office of Elder Affairs (Elder Affairs), in partnership with Aging
and Disability Resource Consortium of the Greater North Shore (ADRCGNS), Massachusetts
Rehabilitation Commission and MassHealth seeks to implement Navigating Across Care
Settings: Choices for Successful Transitions (NACS), in order to provide the Care Transitions
Intervention (CTI) to 300 people with congestive heart failure, chronic obstructive pulmonary
disease or diabetes. The project will expand community partnerships to bolster CTI's
effectiveness by connecting participants with peer supports, evidence-based programs and
Options Counseling. The goal is to expand capacity to promote healthy, successful care
transitions by: 1) strengthening communications around consumer health issues across
settings; 2) fostering consumer health self-management; 3) increasing awareness among
professionals about care transitions; 4) reducing consumer and caregiver stress; and 5)
reducing hospital re-admissions, preventable hospitalizations, and premature nursing facility
placements. NACS will retain six trained CTI coaches, enhance agency partnerships and
develop a formal evaluation in order to gauge these outcomes: 1) lower rates of re-
hospitalization within 30- and 90-day periods; 2) greater consumer and caregiver satisfaction
and awareness regarding choice, supports and control surrounding health routines and
regimens; 3) more effective communication between consumers and health providers; 4)
more positive feeling among consumers about their health and well being; 5) greater
caregiver confidence in problem solving abilities and ability to cope with stress and manage
their lives; and 6) integration and awareness of Care Transitions supports into provider
practice and referral networks.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0160
Project Title: SLRC Care Transition Specialist Project
Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
University of New Hampshire Year Amounts
Office of Sponsored Research FY2010 | $218,074
51 College Ave., Service Bldg. FY2009 $
Durham, NH 03824-3585 FY2008 $
FY2007 $
Contact: FY2006 $
Laurie Davie FY2005 $
Tel. (603) 862-3682 FY2004 $
Email: Laura.davie@unh.edu FY2003 $
Total $218,074

AOA Project Officer: Eric Weakly
Project Abstract:

This project builds on current collaborative work between the New Hampshire (NH) Institute
for Health Policy and Practice (NHIHPP), the ServiceLink Resource Centers (SLRC), and
three local hospitals to implement and/or enhance evidence-based models for care
transitions. Through this project, three SLRCs which are part of the New Hampshire Aging
and Disability Resource Center (ADRC) network, will work with two care transition models.
The Better Outcomes for Older Adults through Safe Transitions (BOOST) model is currently
being implemented at Lakes Region General Hospital (LRGH) in partnership with the Belknap
SLRC. This work is enhanced through the establishment of a care transition specialist (CTS)
at the Belknap SLRC, who works directly with LRGH to enhance how the BOOST model
extends to the community. The Care Transition Intervention (CTI) model is being
implemented at Cheshire Medical Center- Dartmouth-Hitchcock Keene (CMC-DHK), in
partnership with Monadnock SLRC; and at Memorial Hospital, in partnership with Carroll
County SLRC. Both the Monadnock SLRC and Carroll County SLRC have hired a SLRC
CTS to provide resources for implementing the CTI model in those hospital-SLRC
partnerships. The primary program goals of the project are: 1) establishment and training of
SLRC -CTS in three of NH’'s ADRCs to serve as the SLRC-hospital liaison for care
transitions; 2) define and evaluate the relationship of the SLRC CTS with the provider
organizations in an evidence-based care transition model and; 3) define and evaluate the role
of the SLRC CTS within the scope of the evidence-based care transition model and among
SLRC programs (e.g. Information/Referral specialist).
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CTO0170

Project Title: New York State Aging and Disability Resource Centers
Care Transitions

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
New York State Department for the Aging Year Amounts
2 Empire State Plaza FY2010 | $212,485
Albany, NY 12223-1251 FY2009 $
FY2008 $
Contact: FY2007 $
Gail Koser FY2006 $
Tel. (518) 473-8422 FY2005 $
Email: gail.koser@ofa.state.ny.us FY2004 $
_ _ ) FY2003 $
AoA Project Officer. Caroline Ryan Total $212.485

Project Abstract:

The New York State Office for the Aging (NYSOFA) and Albany County New York Connects
(Aging and Disability Resource Center - ADRC) will expand an existing Evidenced-Based
Care Transitions Intervention (CTI) that is currently only available to patients enrolled in one
local health insurance plan. By strengthening existing relationships between New York
Connects, the Eddy Visiting Nurses Association, Albany Memorial and Samaritan Hospitals
and Community Caregivers, the partner agencies will continue to provide the CTI program
and pair a CTI coach with a trained volunteer Community Supports Navigator (CSN) for 90
days. This enhanced CTI-Plus program will serve eligible older adults from Albany County
who are being discharged from Albany Memorial and Samaritan Hospitals. Goal: to decrease
preventable re-hospitalizations and institutionalization among older adults within 90 days of
discharge by expanding capacity for NY Connects and its partners to provide the Evidenced-
Based Care Transitions Intervention and fostering patient integration within the continuum of
home and community based long term care. Objectives: 1) increase availability of the CTI
model to consumers and caregivers by expanding the targeted populations; 2) develop a CTI-
Plus model that combines CTI with the CSN program; 3) increase capacity through provision
of additional training in the CTl model; 4) sustain the CTI-Plus program by working with
providers and payers to identify ongoing reimbursement; and 5) conduct an evaluation
involving consumers and caregivers and to support sustainability and replication. Anticipated
outcomes are: 1) the CTI-Plus program will serve 200 at-risk Albany County residents each
year; and 2) at least one sponsor will continue to support the program at the close of the
grant period. Products: An evaluation report and a final report with recommendations.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0162

Project Title: Care Transition Poject to Utilize Aging and Disability
Resource Center

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Pennsylvania Department on Aging Year Amounts
555 Walnut St 5th Floor FY2010 | $197,661
Harrisburg, PA 17101-1919 FY2009 $
FY2008 $
Contact: FY2007 $
Jack Vogelsong FY2006 $
Tel. (717) 3382 FY2005 $
Email: jvogelsong@state.pa.us FY2004 3$
_ _ ) FY2003 $
AoA Project Officer. Caroline Ryan Total $197.661

Project Abstract:

The Pennsylvania Department of Aging/Office of Long Term Living is working with the
Delaware County Office of Services for the Aging (COSA) to replicate the Transitional Care
Model (TCM) providing comprehensive discharge planning and assessment along with
intensive in-home follow-up by advanced practice nurses (APNs) with the Crozer Keystone
Health System (CKHS). CKHS comprises five hospitals, a comprehensive physician network
of primary-care and specialty practices. Building upon the current transitional care program
with CKHS’ Taylor Hospital, COSA assessors are housed at the hospital to identify and
engage older adults most at risk for re-hospitalizations. The program is expanding to CKHS’
Springfield hospital. The project goal is to prevent re-hospitalizations for a minimum of 235
high risk seniors over two years. APNs monitor patients upon discharge ensuring their needs
are met in the transition from acute care to community based settings. Objectives are to: 1)
provide early identification and assessment of patients at risk of readmission to the hospital
and to avoid nursing home placement for at-risk seniors; 2) provide home visits and daily
telephone support by an APN for a minimum of two months post-hospitalization; and 3)
engage in a multidisciplinary approach that ensures continuity of care working with patients,
caregivers, families, and physicians ensure that all available supportive services are utilized.
Expected outcomes of the project are: 1) a decrease in re-hospitalizations of at-risk patients
65+ during the first year and age 60+ during the second year of the project; 2) savings to
Medicare and insurers due to decreased hospitalizations; 3) long-term savings to Medicaid as
a result of nursing home diversions; 4) a more timely on-site hospital assessment and
development of a transition care plan; and 5) on-home visit by an advanced nurse practice
nurse within 24-48 hours of hospital discharge. A final report and evaluation will be provided
by the Public Health Management Corporation (PHMC).
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0164

Project Title: Aging and Disability Resource Center Evidence-Based Care
Transitions Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Rhode Island Department of Elderly Affairs Year Amounts
Hazard Building, 74 West Rd. FY2010 | $196,989
Cranston, RI 21920 FY2009 $
FY2008 $
Contact: FY2007 $
Corrine C. Russo FY2006 $
Tel. (401) 462-0501 FY2005 $
Email: crusso@dea.ri.gov FY2004 $
_ ) _ FY2003 $
AoA Project Officer: Carolina ryan Total $196.189

Project Abstract:

Rhode Island’s (RI's) Aging and Disability Resource Center (ADRC), THE POINT, serves as
the virtual front door to government and community services for older adults (aged 60+),
adults with disabilities (aged 18+), and their families, friends, and caregivers. By providing
clients with expert resources, referrals, and assistance, THE POINT connects vulnerable
individuals with life enhancing government and community based programs, helping them
achieve greater dignity and self-direction. The grantee, the Rl Department of Elderly Affairs
(RIDEA), and its contractor, Quality Partners of RI (Quality Partners), are conducting a two
year project to spread Quality Partners’ Care Transitions Intervention (CTI) program to the
ADRC. Quality Partners provides CTI coaching to Medicare fee for service (FFS)
beneficiaries as part of its three year demonstration project to reduce Medicare readmission
rates, and RIDEA and Quality Partners are currently collaborating to train ADRC Options
Counselors in tenets of the CTI model. This project’s goal will be to expand that existing
partnership to include implementing coaching with THE POINT’s target populations and
clients in order to reduce hospital utilization and keep clients in the community. The project’s
objectives are to: 1) hire and deploy 1.25 full time equivalents (FTE) CTI coaches; 2)
generate awareness about coaching through THE POINT’s marketing, 3) train the Options
Counselors to include coaching referral in the client intake process, and 4) ultimately,
maintain an 18 client caseload of high risk Rl elders and adults with disabilities. The products
will include a Final Report that summarizes lessons learned, project outputs and outcomes
(including readmission rates), and recommendations for sustainability and spread, both
locally and nationally.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0167

Project Title: Aging and Disability Resource Center Evidence-Based Care
Transition Programs (Center for Technology and Aging)

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Tennessee Commission on Aging and Disability Year Amounts
500 Deaderick Street, 8th Floor, Suite #825 FY2010 | $198,698
Nashville, TN 37243-0860 FY2009 $
FY2008 $
Contact: FY2007 $
Cynthia G. Minnick FY2006 $
Tel. (615) 741-3309 FY2005 $
Email: cynthia.minnick@tn.gov FY2004 $
_ _ FY2003 $
AO0A Project Officer. Joseph Lugo Total $198.698

Project Abstract:

The Tennessee Commission on Aging and Disability (TCAD) in partnership with the Greater
Nashville Regional Council (GNRC) that serves as the Area Agency on Aging and Disability
(AAAD) and the Aging and Disability Resource Center (ADRC) for Middle Tennessee is
conducting the ADRC Evidence-Based Care Transition Program of the Implementing the
Affordable Care Act funded by the Administration on Aging (AoA) and the Centers for
Medicare and Medicaid Services (CMS). The goal of the Care Transitions Intervention (CTI)
is to reduce rebound incidents to hospitals or other acute care settings for patients with
identified acute and chronic conditions in order to improve the quality of their lives and reduce
health care costs. The Objectives are: 1) to increase and coordinate communication and
support for patients discharged from hospitals; 2) to increase the patient’s transition-specific
self-management skills including use of medications and appropriate nutrition; 3) to ensure
that the patient develops and maintains a record of personal health data; and 4) to link acute,
transitional, long-term services and other needed services to provide continuity of support for
the patient. The Outcomes include: 1) an improved communication and coordination system
of support for the patient and his/her family; 2) reduced costs through reduced rebound
incidents; and 3) increased patient self-management skills. The Products from this project
include a final report including lessons learned and evaluation results; articles for publication;
and a cost analysis to identify savings.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0159

Project Title: Texas Aging and Disability Resource Center Evidence-Based
Care Transition Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal | Funding
Texas Department of Aging and Disability Services Year Amounts
701 West 51st Street FY2010 | $197,541
Austin, TX 78751-2312 FY2009 $
FY2008 $
Contact: FY2007 $
Chrisy Fair FY2006 $
Tel. (512) 438-3011 FY2005 $
Email: christy.fair@dads.state.tx.us FY2004 $
_ _ ) FY2003 $
AoA Project Officer. Caroline Ryan Total $197 541

Project Abstract:

As a Community Living Program (CLP) contractor for the Texas Department of Aging and
Disability Services (DADS), the Central Texas Aging and Disability Resource Center (Central
Texas ADRC) and its partner Scott & White Healthcare (S&WH) have provided the Care
Transitions InterventionSM (CT]) to eligible CLP consumers and patients at S&WH since
October 2008. DADS is using this grant funding to significantly increase patient access to
CTl in Central Texas, as well as foster a long-term plan for dissemination of CTI across
Texas’ eight additional ADRCs by: 1) expanding access to CTl in the Central Texas region to
a larger, more diverse group of older adults (and their family caregivers) at S&WH, and
implementing CTI at a second hospital (Metroplex Hospital, Killeen, Texas); 2) providing CTI
training to Central Texas ADRC partner agencies to increase the number of certified
transition coaches who will provide CTI to a broader, more diverse population of consumers
and family caregivers; and 3) conducting CTI training for the statewide network of Texas
ADRC:s, including best practice strategies and tools for CTl implementation. DADS will
support this expansion project by: 1) strengthening its partnership with the Texas Quality
Improvement Organization (Texas Medical Foundation Health Quality Institute) to promote
connections between Texas ADRCs and their local hospital systems; 2) facilitating training
and implementation opportunities for CTI across the Texas ADRC network; and 3) supporting
hospital re-admission rate data collection efforts in order to promote the adoption of CTI by
hospitals partners in existing ADRC regions.
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Program: Aging and Disability Centers — Evidence-Based Transition Models

Grant Number: 90CT0166

Project Title: Washington State Aging and Disability Resource Center Evidence
- Based Care Transitions Program

Project Period: 09/30/2010 — 09/29/2012

Grantee: Fiscal Funding
Washington Department of Social and Health Services Year Amounts
Aging and Disability Services Administration FY2010 | $160,517
640 Woodland Square Loop SE FY2009 $
Lacey, WA 98503 FY2008 $
FY2007 $
Contact: FY2006 $
Susan L. Shepherd FY2005 $
Tel. (360) 438-8633 FY2004 $
Email: Susan.Shepherd@dshs.wa.gov FY2003 3$
Total $160,517

AOA Project Officer: Caroline Ryan
Project Abstract:

Washington State Department of Social and Health Services-Aging and Disability Services
Administration (DSHS-ADSA), supports this two year Aging and Disability Resource Center
(ADRC) Evidence-Based Care Transition project in collaboration with one regional Quality
Improvement Organization (QIO), the Care Transitions Program, two Area Agencies on Aging
(AAAs), Insignia, and four hospitals. The goal of the project is to establish an ADRC Care
Transitions Intervention Model in Washington State for eventual statewide expansion. The
approach is to build on the current CMS-funded Care Transitions Intervention (CTI) Model in
Whatcom County to formalize the ADRC role, increase ADRC capacity to facilitate care
transitions; and to develop a template for building additional care transition partnerships in
Washington State. The objectives are to: 1) formalize the ADRC role in the current
Whatcom County CTI model; 2) expand use of the ADRC CTI model within the same service
area; 3) provide training and implement lessons learned to an additional ADRC; 4) apply
continuous quality improvement and evaluation; and 5) disseminate project information. The
expected outcomes of this ADRC Care Transition project are: 1) Increased ADRC capacity
and reach with hospitals in the identified counties; 2) Improved re-hospitalization rates for
participating hospitals; 3) improved health, chronic conditions self management, by CTI
participants; and 4) evidence of improved efficiencies and/or cost savings by end of project.
The products from this project will be: state care transitions data collection requirements; an
ADRC CTI evaluation plan; an ADRC CTI implementation toolkit; semi-annual reports; and a
final report.
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Alzheimer’s Disease Supportive Services Program (ADSSP)

The Administration on Aging held three grant competitions in FY2010 under the Alzheimer’'s
Disease Supportive Services Program (ADSSP); two to expand the adaptation of evidence-
based programs and one to support new innovations in support of individuals with
Alzheimer’s disease and related disorders (ADRD) and family caregivers. Congress created
the ADSSP to encourage states to develop models of assistance for persons with ADRD and
their family caregivers, and to encourage close coordination and incorporation of those
services into the broader home and community-based care systems. A number of promising
practices have been developed Under this and other federal grant programs. States must
implement community-level projects under this program announcement, and approximately
75% of the federal grant funds must be spent on community-level activities.

ADSSP was established in 1991 under Sec. 398 of the Public Health Service Act (P.L. 78-
410) as amended by the Home Health Care and Alzheimer’s Disease Amendments of 1990
(PL 101-557). Congress transferred the administration of the program to AoA in 1998
recognizing the need to ensure coordination with other programs for older Americans by its
passage of the Health Professions Education Partnerships Act (PL 105-392). The ADSSP
program has proven successful in targeting service and system development to traditionally
underserved populations, including ethnic minorities, low-income, and rural families coping
with Alzheimer’s disease and related disorders.

Additional Information about ADSSP may be viewed on the AoA website:

http://www.aoa.gov/AoARoot/AcA Programs/HCLTC/Alz Grants/index.aspx
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Alzheimer’s Disease Supportive Services Program: Evidence-Based
Programs

The Administration on Aging (AoA) held two grant competitions in FY2010 under the
Alzheimer’s Disease Supportive Services Program (ADSSP) to demonstrate how existing
evidence-based service interventions that help people with Alzheimer’s disease and related
disorders (ADRD) remain in the community can be translated into effective programs
administered at the community level through the Aging Network and partner organizations.
Projects funded under this competition were awarded as cooperative agreements to
demonstrate how the New York University Caregiver Intervention (NYUCI), Resources for
Enhancing Alzheimer’s Caregiver Health Intervention (REACH Il) and Savvy Caregiver
Interventions, that help family caregivers of persons with Alzheimer’s Disease and Related
Disorders (ADRD) can be translated into effective programs at the community-level.

The eleven (11) awardees under this competition are expected to translate research
interventions with fidelity to the major program design elements that were included in the
original study or a related subsequent randomized controlled trial.

Additional Information about ADSSP awards made under this competition, and awards made
under the FY2010 ADSSP Innovation and Evidence-Based Caregiver Intervention Programs
beyond the project descriptions in this compendium may be viewed on the AoA website:

http://www.aoa.qgov/AoARo0ot/AcA Programs/HCLTC/Alz Grants/index.aspx
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Program: Alzheimer’s Disease Supportive Services — Evidence Based Programs

Grant Number: 90AE0345

Project Title: Florida 2010 Alzheimer’s Disease Supportive Services Program —
Evidence-Based Caregiver

Project Period: 09/01/2010 — 08/30/2013

Grantee: Fiscal | Funding
Florida Department of Elder Affairs Year Amounts
4040 Espanade Way, Suite 315 FY2010 | $500,000
Tallahassee, FL 32301 FY2009 $
FY2008 $
Contact: FY2007 $
Christine R. Kucera FY2006 $
Tel. No. (850) 414-2060 FY2005 $
Email: Kucerac@elderaffairs.org FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Jane A. Tilly Total $500.000

Project Abstract:

The Florida Department of Elder Affairs’ (DOEA’s) goal is to increase the well being of
caregivers of people with ADRD through the use of the New York University Caregiver
Intervention (NYUCI). The project will be referred to as the Sarasota Caregiver Counseling
and Support Program (SCCSP). SCCSP will be implemented by the Jewish Family and
Children’s Service of Sarasota-Manatee (JFCS) in partnership with Sarasota Memorial
Hospital’'s Memory Disorder Clinic. Special populations that will be targeted include lower-
income individuals who cannot afford to pay for professional services, families of military
veterans, and families from minority populations. The project has five major objectives: 1)
improve caregiver well being and remove hindrances to the activities required to be effective
caregivers; 2) reduce depressive symptoms to improve caregiver well being and
effectiveness; 3) increase the supports caregivers receive from family and friends to improve
their personal well being and enable them to be more effective caregivers; 4) provide
caregiver education about care partners’ memory loss and behaviors; and 5) provide
individual and family counseling. Anticipated outcomes are: 1) maintained caregiver physical
health; 2) improved caregiver mental health; 3) increased caregiver social support networks;
4) increased caregiver understanding of memory loss and behaviors; and 5) increased length
of time between enrollment and nursing home placement of the care recipient. Products will
include a report describing key findings and lessons learned from the project that can be
used to replicate the project in other states/communities, a manual for replication, a cost
analysis, semi-annual data reports, and at least one article for publication in a peer-reviewed
journal.
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE0349
Project Title: Georgia Care Consultation Project
Project Period: 09/01/2010 — 08/30/2013

Grantee: Fiscal Funding
Georgia Southwestern State University Year Amounts
Rosalynn Carter Institute FY2010 | $500,000
800 GSW Drive FY2009 $
Americus Drive, GA 31709-4376 FY2008 $
FY2007 $
Contact: FY2006 $
Leisa R. Easom FY2005 $
Tel. No. (229) 928-1234 FY2004 $
Email: leasom@canes.gsw.edu FY2003 $
Total $500,000

AOA Project Officer: Michele Boutaugh
Project Abstract:

The Rosalynn Carter Institute on Caregiving, in collaboration with Georgia Department of
Aging, Georgia Alzheimer’s Association, three Area Agencies on Aging and the Benjamin
Rose Institute will replicate the Cleveland Alzheimer’'s Managed Care Demonstration (“Care
Consultation”). The project goal is to implement a proven phone-based care consultation
intervention for ADRD patients and caregivers in three regions of Georgia and evaluate its
effectiveness in practice according to the RE-AIM framework. The specific objectives are: 1)
install and operate the Care Consultation program with fidelity and evaluate its impact on
ADRD patients, caregivers and the service delivery system, 2) document and analyze the
process of implementation within each AAA and the Georgia Aging Network, 3) adapt the
program as necessary in response to ongoing evaluation, 4) assure long-term maintenance
and continued development of the program in Georgia, and 5) support the adoption and
implementation of the intervention by others. The outcomes are that caregivers and care
receivers will report: 1) lower strain, 2) lower depression, 3) increased satisfaction with help
received, 4) increased rating of quality of care of patient, and 5) fewer unmet
service/information needs. Anticipated products include a “How-to” manual to support
implementation of the program by others, presentations at national conferences, articles for
publication, yearly data reports, a final report; an analysis of program startup and operating
costs, an analysis of possible cost-offsets including reduced use of health care services, and
an analysis of client satisfaction and willingness to pay for the Care Consultation service.
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE0339

Project Title: Georgia Coastal Resources for Enhancing Alzheimer’s Caregivers
Health (REACH)

Project Period: 09/01/2010 — 09/30/2013

Grantee: Fiscal | Funding
Georgia Southwestern State University Year Amounts
Rosalynn Carter Institute FY2010 | $418,323
800 GSW Drive FY2009 $
Americus, GA 31709 FY2008 $
FY2007 $
Contact: FY2006 $
Leisa R. Easom FY2005 $
Tel. No. (229) 928-1234 FY2004 $
Email: leasom@canes.gsw.edu FY2003 $
Total $418,323

AO0A Project Officer: Michele Boutaugh

Project Abstract:

This project is a collaboration of the Rosalynn Carter Institute at Georgia Southwestern State
University, The Coastal Georgia Area Agency on Aging (AAA), Georgia Alzheimer’s
Association and Georgia Unit on Aging Services. The goal of the project is to implement an
evidence-based, multi-component caregiver intervention in a second region of Georgia, to
expand its availability in Georgia through the Aging Network, and to evaluate its effectiveness
in practice according to the RE-AIM (reach, effectiveness, adoption, implementation,
maintenance) framework. The objectives are: 1) to develop a steering committee and
implementation team of key stakeholders to provide oversight and facilitate adoption,
implementation and evaluation of Resources for Enhancing Alzheimer’s Caregivers Health
(REACH II); 2) to successfully install the program in Coastal Georgia AAA,; 3) to fully
implement the program to serve a minimum of 150 families using the REACH Il intervention
with fidelity and evaluate its impact on participants; 4) to adapt the program as necessary in
light of evaluation results and real world experience; 5) to assure the long-term maintenance
and continued expansion of the program in Georgia by creating a REACH Il Training Center
available to all providers in Georgia; and 6) to develop adoption support materials and
information. Expected outcomes are that Alzheimer’s caregivers: 1) will have reduced
burden, depression and desire to institutionalize; 2)| be less troubled by memory and
behavior problems; and 3) have improved social support, health behaviors and self-efficacy.
Products will be manuals and materials to support implementation, a final report, published
articles, presentations, an analysis of program startup and operations costs, and semi-annual
data reports detailing participant demographics, unit of service data, and cost data.
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE0348

Project Title: Kentucky's Implementation of Tailored Activity Program: An
Evidence Based Model

Project Period: 09/01/2010 — 8/31/2013

Grantee: Fiscal | Funding
Kentucky Cabinet for Health and Human Services Year Amounts
Department for Aging and Independent Living FY2010 | $228,981
275 East Main Street 3E-E FY2009 $
Frankfort, KY 40621-2321 FY2008 $
FY2007 $
Contact: FY2006 $
Maime Mountjoy FY2005 $
Tel. No. (502) 564-6930 FY2004 $
Email: Maime.Mountjoy@Kky.gov FY2003 $
Total $228,981

AO0A Project Officer: Theresa F. Arney
Project Abstract:

Kentucky’s Department for Aging and Independent Living (DAIL) is demonstrating the
Tailored Activity Program (TAP), an evidence based model for improving the delivery of
services and supports to people with Alzheimer’s Disease and Related Disorders (ADRD)
and their caregivers. Partners include the Christian Care Communities and the Bluegrass
Area Agency on Aging and Independent Living to compare outcomes from and established
Assisted Living Facility and a Medical Model Adult Day Center. The goal is to explore the
effectiveness of the TAP model in both an assisted living and medical model adult day
serving older adults suffering from ADRD. The objectives are to: 1) replicate TAP in rural
regions of Kentucky using National Family Caregiver Support Program; 2) provide detailed
cost analysis of project in a variety of settings; 3) further evaluate the original study’s findings
that depressed caregivers effectively engaged in, and benefited from, the interventions; and,
4) compare the effectiveness of the intervention between the two service settings. The
outcomes include: 1) decreased agitation or argumentation; 2) increased satisfaction in the
role as the caregiver; 3) delayed institutional placement for TAP patrticipants; and 4) TAP will
be demonstrated as a cost-effective alternative to prolong community-based care. The
products include a final report, including evaluation results; articles for publication; cost
analysis to support the effectiveness of the Tailored Activities Program; a manual for
replication of implementation; and abstracts for national conferences.
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AEQ0342
Project Title: Maine Savvy Caregiver Project Enhancement
Project Period: 09/01/2010 — 08/30/2011

Grantee: Fiscal | Funding
Maine Department of Health and Human Services Year Amounts
Office of Elder Services FY2010 | $421,794
32 Blossom Lane FY2009 $
11 State House Station FY2008 $
August, ME 04333-0011 FY2007 $
FY2006 $
Contact: FY2005 $
Romain Turyn FY2004 $
Tel. No. (207) 287-9214 FY2003 $
Email: Romaine.Turyn@maine.gov Total $421,794

AOA Project Officer: Priti Shah
Project Abstract:

The Office of Elder Services with Area Agencies on Aging, Maine Alzheimer's Association
and the University of Southern Maine - School of Nursing will expand the Maine Savvy
Caregiver Project (MSCP). The goal of the Maine Savvy Caregiver Project — Enhancement
(MCSP-E) is to improve the attitude, knowledge and skills of caregivers of people with
Alzheimer’s Disease and Related Disorders (ADRD) and to increase their confidence, well-
being and self-efficacy. MSCP-E will expand caregiver outreach/involvement in the Savvy
Caregiver Program (SCP) and develop SCP Part 2 training. The objectives include: 1)
develop/implement a marketing plan with the Family Caregiver Program (FCP), Aging and
Disability Resource Centers, state funded Alzheimer’s respite program, the Alzheimer’s
Association and community programs; 2) embed SCP in the FCP for continuity and
sustainability; 3) enhance outreach to caregivers by expanding partnerships with the aging
service system and faith communities, Veteran’s Administration, and education departments;
4) extend outreach to caregivers of individuals with ADRD earlier in their diagnosis 5)
develop/implement SCP Part 2 for caregivers completing SCP: and, 6) expand the cadre of
SCP Master Trainers to include Best Friends™ trainers. The expected outcomes for
caregivers include: 1) increased caregiver mastery, competence and coping; 2) improved
caregiver reaction to care receiver behavior; 3) reduction of caregiver depressive symptoms,
and 4) improved caregiver mood. The products include reports of key findings, manual(s) to
implement SCP Part 2, cost analysis to determine the start-up and ongoing operational costs,
semi-annual data reports, and articles published in peer-reviewed journal(s).
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE0431

Project Title: Creating Confident Caregivers: Michigan's Expansion Project

Project Period: 09/01/2010 — 08/31/2013

Grantee: Fiscal Funding
Michigan Office of Services to the Aging Year Amounts
P.O. Box 30676 FY2010 | $262,468
Lansing, Ml 48909-8176 FY2009 $
FY2008 $
Contact: FY2007 $
Sally Steiner FY2006 $
Tel. No. (517) 373-8810 FY2005 $
Email: steiners@michigan.gov FY2004 $
_ . ) FY2003 $
AO0A Project Officer: Shannon Skrowonski Total $262.468

Project Abstract:

The Michigan Office of Services to the Aging (OSA) will collaborate with six Area Agencies on
Aging, Michigan’s Alzheimer’s Association chapters, and aging service providers to
implement the Creating Confident Caregivers: Expansion Project. The goal is to expand the
Savvy Caregiver Program (SCP) statewide to reach diverse populations of caregivers by
extending the program to six additional Area Agency on Aging regions. The objectives
include: 1) train eligible staff from aging and Alzheimer’s organizations to be trainers; 2)
provide the program throughout the six additional regions; 3) develop and sustain Master
Trainers to monitor fidelity monitoring and train other staff/volunteers to expand SCP; 4)
evaluate the program using RE-AIM; 5) assess SCP’s effectiveness with caregivers using
participant surveys; 6) assess the cost-effectiveness of caregiver training in various settings;
7) disseminate project information. The outcomes include: 1) expansion of Michigan’s
services to dementia caregivers and improvement in caregiver confidence, knowledge and
skills; 2) enhanced caregiver knowledge, skills, and reduced distress; agencies will increase
their support of dementia caregivers; 3) embed SCP in the services provided by Alzheimer’s
and aging services; and 4) AAAs incorporate the SCP into their multi-year area plans. The
products include a final report on“key findings/lessons learned” using the RE-AIM model; an
implementation “how-to” manual; cost analysis; and articles for journal publication.
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE0344
Project Title:

Project Period: 09/01/2010 — 08/30/2013

Alzheimer's Disease Demonstration Grants to States

Grantee: Fiscal Funding
North Carolina Department of Health and Human Services Year Amounts
Aging and Adult Services FY2010 | $500,000
2101 Mail Service Center FY2009 $
Raleigh, NC 27699-2101 FY2008 $
FY2007 $
Contact: FY2006 $
Karisa Derence FY2005 $
Tel. No. (919) 733-0443 FY2004 $
Email: karisa.derence@dhhs.nc.gov FY2003 $
Total $500,000

AOA Project Officer: Shannon Skowronski
Project Abstract:

The North Carolina Division of Aging and Adult Services supports this three year grant project
in collaboration with Area Agencies on Aging, Park Ridge Hospital, Duke Family Support
Program, University of North Carolina, University of Michigan and other key partners. The
goal is to replicate and enhance the North Carolina community translation of the evidence-
based “Resources for Enhancing Alzheimer’s Caregiver Health” (REACH lIl) intervention for
feasible, cost-effective and sustainable benefits at the community level. North Carolina
REACH Il will be expanded to new areas of the state through the Aging Services Network
and partner organizations with the following objectives: 1) to train four new interventionists
on the REACH Il model; 2) to address disparities through outreach to low-income rural and
minority families caring for a person with dementia at home; 3) to deliver intervention services
to 21 new counties across eight AAA regions; 4) to ensure fidelity in program implementation
while adapting it for cultural sensitivity and contextual relevance; 5) to ascertain program
benefits for targeted populations; 6) to analyze cost-effectiveness in implementation; and 7)
to build upon the existing infrastructure for sustainability of evidence-based programs in North
Carolina using the RE-AIM framework. The expected outcomes are: 1) enhanced ability to
manage depression and burden; 2) improved skills for self-care and healthy behaviors; 3)
better use of social support networks; 4) reduced risk for care recipients; and 5) increased
capacity for family care at home. Products will include: a report on key findings and “lessons
learned”; a revised manual to assist with program replication and integration; and a cost
analysis.
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE0340

Project Title: Ohio's Alzhiemer’s Disease and Related Disorders Expansion
and Advancement Project

Project Period: 09/01/2010 — 08/30/2013

Grantee: Fiscal | Funding
Ohio Department for the Aging Year Amounts
50 W. Broad St., 9" Floor FY2010 | $495,939
Columbus, OH 43215-3363 FY2009 $
FY2008 $
Contact: FY2007 $
Marcus J. Molea FY2006 $
Tel. No. (614) 752-9167 FY2005 $
Email: mmolea@age.state.oh.us FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Shannon Skrowonski Total $495.939

Project Abstract:

The Ohio Department of Aging, in collaboration with regional Alzheimer’s Association
chapters serving the state of Ohio, area agencies on aging, providers and constituent groups,
and evaluators from the Benjamin Rose Institute, will expand the Reducing Disability in
Alzheimer’s Disease (RDAD) program statewide and make program enhancements based on
20 months of piloting and deploying RDAD in Ohio. The RDAD program developed by a
research team led by Linda Teri, PhD at the University of Washington provides physical
conditioning and behavior modification in the home for persons with Alzheimer’s disease and
their caregivers. The goal is to expand the RDAD program statewide. The objectives are to:
1) prepare 18 new field trainers; 2) teach over 400 new persons with dementia/caregiver
dyads; 3) identify and test at least three new program delivery models and/or venues; 4)
increase the percentage of minority and veteran dyads participating in the RDAD program; 5)
identify at least three permanent funding streams; 6) replicate outcomes from the original
research; and 7) offer a model for replication nationally and internationally. The outcomes of
the project are: 1) increased levels of activity, improved physical health and function and less
depression among persons with Alzheimer’s disease; 2) successful implementation of
exercise and behavior modification protocols in the home; and 3) satisfaction and acceptance
of the program by persons with dementia/Alzheimer’s disease and their caregivers. The
products from this project will include a final report, with evaluative results; articles for
publication; a cost analysis detailing start-up and maintenance to support the program; and,
an implementation manual and training materials for replication.

Page 99 of 486


mailto:mmolea@age.state.oh.us�

Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE0343

Project Title: Alzheimer's Disease Demonstration Grants to States — Evidence
Based Project

Project Period: 09/01/2010 — 08/30/2011

Grantee: Fiscal | Funding
Utah Department of Human Services Year Amounts
Division of Aging and Adult Services FY2010 | $226,990
195 N 1950 W FY2009 $
Salt Lake City, UT 83116-3097 FY2008 $
FY2007 $
Contact: FY2006 $
Sonnie Yudell FY2005 $
Tel. No. (801 538-3926 FY2004 3
Email: syudell@utah.gov FY2003 $
Total $226,990

AO0A Project Officer: Priti Shah
Project Abstract:

The Utah Division of Aging and Adult Services, in collaboration with the Alzheimer’'s
Association Utah Chapter, Utah State University, the University of Utah, the Veteran’s
Administration and specific Area Agencies on Aging will replicate the tools and strategies of
the New York University Caregiver Intervention (NYUCI). The goal is to employ this
counseling and supportive intervention in a coordinated community-based program to
improve caregiver well-being among minority, culturally diverse and rural-based populations.
The objectives are to: 1) expand the evidence base by serving 200 families with the NYUCI
program; 2) achieve the original NYUCI participant outcomes; 3) demonstrate viability of the
intervention with minority populations; 4) maintain fidelity with the NYUCI program; 5) embed
the intervention at sites across Utah. Working with identified multicultural populations, the
project will achieve the following outcomes: 1) ease in caregiver burden; 2) reduced
caregiver symptoms of depression; 3) improved caregiver’s stress reaction to problem
behaviors of the care recipient with dementia; 4) strengthened caregiver social support
networks; and 5) delay in premature nursing home placement (and/or caregiver resignation to
placement). Products from this project will include a final report; a “Caring for Your
Alzheimer’s Loved-One at Home” caregiver manual; a web-based support center on the
Alzheimer’'s Chapter website to which agencies may link and community providers may
inquire for information on serving multicultural families; abstracts for national conferences;
research results for publication; and a conference on multicultural competency in counseling
and dementia care in Utah.
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE3646
Project Title: Language Enriched Exercise Plus Socialization in Rural Wisconsin
Project Period: 09/01/2010- 08/30/2011

Grantee: Fiscal Funding
Wisconsin Department of Health Services Year Amounts
1 West Wilson St. FY2010 | $332,267
Madison, WI 53703-7851 FY2009 $
FY2008 $
Contact: FY2007 $
Kristen Felten FY2006 $
Tel. No. (608) 267-9719 FY2005 $
Email: kristen.felten@wi.gov FY2004 $
. . N FY2003 $
AO0A Project Officer: Priti Shah Total $332.267

Project Abstract:

The grantee, the Wisconsin State Unit on Aging, along with its major community partners
including the local Aging and Disability Resource Centers, local Agencies on Aging, and the
University of Wisconsin, support this three year, evidenced-based Alzheimer Disease
Supportive Services Program grant. The project will translate the Language Enriched
Exercise Plus Socialization (LEEPS) targeting African American populations, and
underserved rural population groups. The project goal is to demonstrate the effectiveness of
the chosen intervention in preserving the abilities of individuals with Alzheimer’s disease and
related disorders (ADRD), improving family caregivers’ satisfaction with their role and raising
the level of awareness and understanding of Alzheimer’s Disease in the community. The
objectives are: 1) to provide people with ADRD opportunities for regular exercise in a safe
environment, opportunities to socialize and perform meaningful work and the type of cognitive
stimulation shown to be effective in maintaining cognitive abilities in people with ADRD; and
2) to provide family caregivers some time off-duty twice per week. The expected outcomes of
this project are: 1) maintenance of cognitive and functional abilities in persons with ADRD; 2)
improvement in physical fithess and mood in persons with ADRD; and 3) improved
satisfaction in family caregivers with their roles a caregiver. The products will be a report that
describes the project, a manual to guide others in replicating the project, a cost analysis, a
semi-annual data report and an article for publication in a peer reviewed journal.
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Program: Alzheimer’s Disease Supportive Services — Evidence Based

Grant Number: 90AE0347

Project Title: New York University Caregivers Intervention in Wisconsin's
Rural Northwestern Communities

Project Period: 09/01/2010 — 08/30/2011

Grantee: Fiscal | Funding
Wisconsin Bureau of Aging and Disability Year Amounts
1 West Wilson Street FY2010 | $329,091
Madison, WI 53703-7851 FY2009 $
FY2008 $
Contact: FY2007 $
Kristen Felten FY2006 $
Tel. No. (608) 267-9719 FY2005 $
Email: kristen.felten@wi.gov FY2004 $
_ _ - FY2003 $
AoA Project Officer: Priti Shah Total $329.091

Project Abstract:

The Wisconsin State Unit on Aging (SUA), in cooperation with local partners, will oversee this
project to support the spousal caregivers of people with Alzheimer’s disease or related
dementia (ADRD) living in rural northwestern Wisconsin. This project will translate the New
York University Caregiver Intervention (NYUCI). The project goal is to enable sustained
family caregiving in the community which will lead to delayed nursing home admission for
individuals with Alzheimer’s disease and related dementias. The objectives of this project
are: 1) provide continuous individualized caregiver support counseling throughout the
caregiving relationship; 2) ensure participation in the program is as convenient for the
caregiver as possible; 3) maximize the impact the project will have in the chosen
communities; 4) quantitatively demonstrate successful project outcomes; and 5) incorporate
this successful project into the state aging plan. The expected outcomes of this project are:
1) spousal caregivers will maintain or improve their physical and mental health; 2) spousal
caregivers will maintain or improve their satisfaction with providing care to their family
member; and 3) individuals who are being cared for by spouses will not move into a nursing
home as soon as they might have without the support of this project. The products will be a
report that describes the project, the translation process, key findings and lessons learned; a
manual to guide others in replicating the project; a cost analysis; semi-annual data reporting
and an article submitted for publication in a peer-reviewed journal.
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Alzheimer’s Disease Supportive Services Program: Innovation Projects

Twenty-two (22) projects were funded under this Fy2010 competition as cooperative
agreement State demonstrations for improving the delivery of services and supports at the
community level to people with Alzheimer’s disease and related disorders (ADRD). State
agencies submitted applications under one or more of three competition categories:

- Demonstrations of evidence informed interventions based on interventions that appear to
have a positive impact on the majority of persons with ADRD and their caregivers.

- Demonstrations of promising practice indicating that the intervention was likely to have a
positive impact on the majority of persons with ADRD and their caregivers.

- Innovations in system redesign that involved examination of current aging, health and long-

term supportive service systems in order to enhance their ability to serve persons with ADRD
and their caregivers.
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Program: Alzheimer’s Disease Supportive Services — Innovation Programs

Grant Number: 90AI10029
Project Title: San Francisco Dementia Care Network for High Risk Families
Project Period: 09/01/2010 — 8/31/2012

Grantee: Fiscal Funding
University of California, San Francisco Year Amounts
School of Nursing FY2010 | $320,713
3333 California Street, Suite 315 FY2009 $
San Francisco, CA 94118-6215 FY2008 $
FY2007 $
Contact: FY2006 $
Patrick Fox FY2005 $
Tel. (415) 476-5483 FY2004 $
Email: pat.fox@ucsf.edu FY2003 $
Total $320,713

AOA Project Officer: Michele Boutaugh
Project Abstract:

The University of California San Francisco (UCSF), in collaboration with the San Francisco
Department of Aging and Adult Services (DAAS), the Alzheimer’s Association of Northern
California, and Kaiser Permanente San Francisco (KP), are implementing The San Francisco
Dementia Care Network as one component of San Francisco’s Strategy for Excellence in
Dementia Care, a road map for addressing the expected increase in demand for services
relating to Alzheimer’'s/dementia care between 2010 and 2020. The goal is to develop a
dementia care network for caregiving families in San Francisco that will improve the ability of
medical systems to address Alzheimer’s disease (AD) and connect caregivers to needed
educational and support services. The objectives are to: 1) improve of the quality of
dementia care by educating staff in best practices and developing an electronic dementia
care plan system; 2) improve capacity to provide education to families and caregivers of
members with AD; and 3) proactively connect the caregivers with AD to community-based
sources of education and support. The expected outcomes are: 1) improvements in the self-
efficacy, knowledge and skills of dementia caregivers during times of medical, functional or
caregiving crisis, 2) a decrease in preventable emergency room (ER) visits, hospitalizations,
physician visits, and post-hospitalization skilled nursing faculty (SNF) days; and 3) a 50%
increase in utilization of community-based services by caregivers. The products include: an
electronic dementia care plan system at KP, a report of lessons-learned, a manual that will
allow other communities to replicate the project, a cost analysis and a semi-annual data
report.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI10030

Project Title: Client Centered Service for People with Early Stage Alzheimer’s
Disease and Their Care Partners

Project Period: 09/01/2010 — 08/31/2011

Grantee: Fiscal | Funding
Colorado State University Year Amounts
Department of Psychology FY2010 | $306,424
202 Campus Delivery FY2009 $
Fort Collins, CO 80523-2002 FY2008 $
FY2007 $
Contact: FY2006 $
Dr. Paul Bell FY2005 $
Tel. No. (970) 491-7215 EY2004 $
Email: plubium@Ilamar.colostate.edu FY2003 $
Total $306,424

AO0A Project Officer: Priti Shah
Project Abstract:

The Colorado State University Institute of Applied Prevention Research and the Alzheimer’'s
Association Colorado Chapter (AACC), in cooperation with Area Agencies on Aging, Aging
and Disability Resource Centers, the State Unit on Aging, and community service providers
will collaborate to promote and deliver AACC services to families facing early stage dementia.
The goal is to evaluate satisfaction and well being outcomes for people with early stage
dementia and their care partners who participate in a self-selected protocol of counseling,
training, support, and socialization. The objectives include: 1) provide AACC care
consultation to people with early stage dementia and their care partners as dyads to assist
with their short- and long-term planning; 2) conduct Early Stage Strategies series (6 contact
hours) for those dyads who enroll, and maintain as a control group those who do not enroll;
3) provide additional supportive social and intellectual activities self—selected by participants;
and 4) evaluate and disseminate the outcomes. Information about participants’ use of AACC
early stage services and about user well being will be obtained at the initial AACC
consultation and every three months thereafter. The expected outcomes for dyads include:
1) increased knowledge of Alzheimer’s disease; 2) recognition of the need for future planning;
3) enhanced emotional well being as evidenced by an improvement in self efficacy; 4)
reduction in isolation and depression; and 5) an increased participation in support and social
activity programs. The_products will include a “key lessons learned” summary, a manual to
guide others in establishing early stage services, and a cost analysis, ADDGS reports, and at
least one journal article.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0031

Project Title: Alzheimer's Disease Supportive Services Program: The
CONNECTIONS Project for Innovative Respite Options

Project Period: 09/01/2010 — 08/31/2011

Grantee: Fiscal Funding
Connecticut Department of Social Services Year Amounts
55 Sigourney Street FY2010 | $300,000
Hartford, CT 06106 FY2009 $
FY2008 $
Contact: FY2007 $
Margaret Gerundo-Murkette FY2006 $
Tel. No. (860) 424-5344 FY2005 $
Email: Margaret.Gerundo-Murkette@ct.gov FY2004 $
. . . FY2003 $
AOA Project Officer: Priti Shah Total $300,000

Project Abstract:

The Connecticut Department of Social Services (DSS) is proposing a project in response to
the “Promising Practices” category of the ADSSP Innovation Programs grant. The goal of the
CONNECTIONS Project is to allow DSS to partner with key stakeholders in the Alzheimer’s
service community to offer an innovative respite option and source of support for individuals
living in the North Central region of Connecticut with Alzheimer’s disease who are at risk of
Medicaid spend down and/or nursing home placement. The objectives are to: 1) strengthen
the ADRD referral network through the North Central Connecticut Aging and Disability
Resource Center (ADRC), the Alzheimer’s Association, the Veterans’ Administration and
state and federally funded programs such as the Connecticut Homecare Program for Elders,
the Connecticut Statewide Respite Care Program, and the National Family Caregiver Support
program; 2) expand the options available to families seeking respite by offering innovative
cognitive training as an alternate source of respite support; and 3) offer training to caregivers
on providing care for someone with Alzheimer’s disease and promoting brain health for
caregivers and care recipients. The expected outcomes are to 1) increase the
responsiveness and cost effectiveness of the service delivery system through enhanced
coordination between agencies and existing programs; 2) provide caregivers and individuals
with ADRD increased awareness of available services and expanded service options; and 3)
provide highly replicable cognitive training model improving functional status of ADRD
individuals. Products include a report of key “lessons learned”, project manual, informational
DVD, cost analysis, semi-annual data report, ADRD Directory of Services, informational
video, cognitive training DVD, and evaluation results.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI10032

Project Title: DC Office on Aging Alzheimer's Disease Supportive Services
Therapeutic Innovation Project

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
District of Columbia Office on Aging Year Amounts
441 4™ St., NW, Suite 900 S FY2010 | $256,146
Washington, DC 20001 FY2009 $
FY2008 $
Contact: FY2007 $
Clarence Brown FY2006 $
Tel. No. (202) 724-4382 FY2005 $
Email: clarence.brown@dc.gov FY2004 $
_ _ FY2003 $
AoA Project Officer: Theresa F. Arney Total $256,146

Project Abstract:

The DC Office on Aging (DCOA) is collaborating with Home Care Partners, a nonprofit home
care agency, along with adult day centers and other providers in our Senior Service Network,
to train direct care workers and family caregivers in therapeutic engagement/compassionate
touch (TECT). This innovative therapeutic engagement technique incorporates a
recreational-based therapy that involves activities to promote and stimulate the social and
physical functioning of clients, and Reiki, a holistic therapy designed to reduce stress through
the gentle placement of hands. The goal of the project is to train paid direct care workers and
family caregivers in TECT. The objectives are to 1) recruit participants through the DCOA
Senior Service Network agencies; 2) provide training to 64 home care aides and 10-15 family
caregivers in Year 1 with approximately half of these aides and family caregivers selected to
receive more extensive Reiki training, taught by a Reiki Master level trainer; and 3) trainees
will receive follow-up training, and long-term impact will be assessed in Year 2. The
expected outcomes include reduction in undesirable behavioral symptoms of dementia,
reduced stress in caregivers, and increased job satisfaction in direct care staff. The products
will include a video and training manual and reports.

Page 107 of 486


mailto:clarence.brown@dc.gov�

Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0033

Project Title: 2010 Alzheimer’s Disease Supportive Services Program
Innovation

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Florida Department of Elder Affairs Year Amounts
4040 Esokanada Way, Suite 315 FY2010 | $253,539
Tallahassee, FL 32301 FY2009 $
FY2008 $
Contact: FY2007 $
Christine R. Kucera FY2006 $
Tel. No. (850) 414-2060 FY2005 $
Email: Kucerac@elderaffairs.org FY2004 3$
_ _ _ FY2003 $
AOA Project Officer: Jane A. Tilly Total $253.539

Project Abstract:

The Florida Department of Elder Affairs (DOEA) will partner with Memory Disorder Clinics to
address the priority area of Early Stage Dementia (ESD) in Central Florida. The program is
referred to as the Healthy Brain Initiative (HBI). The goals of the program are to provide
educational programming designed to prolong brain function and independence of the person
with ESD and to connect both the person with ESD and the care partner with resources and
support to encourage pro-active planning for future care. The objectives are: 1) Provide early
detection of cognitive problems such as ESD through free community memory screening available
from the Memory Disorder Clinics; 2) Provide educational programs on memory enhancement
training techniques within each of the three Memory Disorder Clinic services areas; 3)
Create/enhance a monthly educational support group at the three Memory Disorder Clinic
sites for participants in the memory training class, as well as community participants; 4) Train
volunteer class facilitators in each of the three Memory Clinic’s service areas. The outcomes
are to: 1) provide memory enhancement training to individuals with ESD and their care
partners; 2) have volunteers be able to teach the memory enhancement program; 3) provide
opportunity for discussion about ESD and future planning with available resource information
in dual ESD Support Groups for people with ESD and care partners; 4) to train Elder Helpline
staff of the participating Aging and Disability Resource Centers (ADRCs; and 5) to present
the program to the state’s Alzheimer’s Disease Advisory Committee and other Memory
Disorder Clinics to expand the reach of the grant statewide. The products include a final
report on lessons learned, with specific information on implementation and replication; a
manual including training tools and marketing materials; a cost analysis including start-up and
operations costs; and data reports including demographic and unit-of-service data.

Page 108 of 486


mailto:Kucerac@elderaffairs.org�

Program: Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0034

Project Title: Georgia's System's Redesign: New Protocols and Interventions to
Better Serve Persons with Early Stage Alzheimer's Disease

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Georgia Department of Human Services Year Amounts
Division of Aging Services FY2010 | $300,000
Two Peachtree St., 9" Floor FY2009 $
Atlanta, GA 30303 FY2008 $
FY2007 $
Contact: FY2006 $
Cliff Burt FY2005 $
Tel. No. (404) 657-5336 FY2004 $
Email: gcburt@dhr.ga.gov FY2003 $
Total $300,000

AO0A Project Officer: Michele Boutaugh
Project Abstract:

Georgia’s Department of Human Services (DHS) Division of Aging Services (DAS) is
collaborating with the Alzheimer’s Association, Georgia Chapter, the Central Savannah River
Area Agency on Aging, the Coastal Georgia Area Agency on Aging, and the Gerontology
Center at Georgia State University. The project goal is to re-design state-wide service
delivery through inter-agency collaboration and the development of new protocols and
interventions to better serve persons with early stage Alzheimer’s disease (AD) and their
caregivers. The objectives are to: 1) improve service access for persons with early stage
AD; 2) refine Georgia’s comprehensive social service assessment to identify people with
early stage AD; 3) implement/ integrate into the access system multi-faceted interventions for
persons with early stage AD. The expected outcomes include: 1) improved proficiency of
Area Agency access services staff and Adult Protective Services intake staff in identifying
persons with early stage dementia; 2) improved knowledge/understanding by affected
consumers of AD and its progression; 3) improved ability of affected consumers to plan for
needed supports/services; 4) improved satisfaction of affected consumers with services,
supports, interventions; 5) increased ability of community medical practice staff to identify and
address early stage AD; 6) increased awareness of law enforcement agencies of wandering
behaviors and driving safety in persons with AD; decrease in caregiver burden; and 7)
increased length of stay in the community of consumers with early stage AD. Products will
include screening tools for identifying persons at risk; clinical counseling protocol; improved
inter-agency referral procedures; training for physicians, service agency staff and law
enforcement personnel; and development and administration of an evaluation methodology.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI10035

Project Title: Alzheimer’s Disease Supportive Services Program Innovations
Grant

Project Period: 09/01/2010 — 09/31/2012

Grantee: Fiscal | Funding
Idaho Commission on Aging Year Amounts
3380 American Terrace Suite 120 FY2010 | $163,393
Boise, ID 83706 FY2009 $
FY2008 $
Contact: FY2007 $
Kim Toryanski FY2006 $
Tel. No. (208) 334-3033 FY2005 $
Email: kim.toryanski@aging.idaho.gov FY2004 3$
_ _ _ FY2003 $
AOA Project Officer: Jane A. Tilly Total $163,393

Project Abstract:

The ldaho Commission on Aging is collaborating with the Administration on Aging (AoA),
National Council on Aging, and other national and state partners to provide the Building
Better Caregivers program. The goal of the program is to reform and expand Idaho’s long
term care services and supports (LTSS) system statewide for persons with Alzheimer’'s
Disease and Related Disorders and their caregivers by empowering the Aging and Disability
Resource Centers through training, community outreach, and implementing and evaluating
the Building Better Caregivers program. The objectives are to: 1) empower ADRCs by
training a cadre of facilitators to provide statewide support to persons identified and referred
by the AAAs through their current Information and Assistance functions; 2) work with
Alzheimer’s disease and related disorders (ADRD) informed Advisory Councils, staff, and
providers to deliver targeted outreach messages to caregivers; and 3) increase the
availability of the program on-line will provide caregivers living in the rural and frontier
communities across the state with needed support. The outcomes include: 1) better-trained
caregivers and advocates around LTSS for persons with ADRD and their caregivers; 2)
expanded visibility of Aging and Disability Resource Centers (ADRCS) as the “no wrong door”
portal to LTSS with special training in ADRD and caregiver needs; 3) increased utilization of
appropriate LTSS resources by caregivers through the local ADRC; and 4) expanded direct
services available to caregivers from every AAA service area. The products will include
reports, lessons learned, cost analysis, and a manual describing implementation.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI10035

Project Title: Standards for Care for People with Alzheimer's Disease and Related
Disorders in the Home

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Massachusetts Departent of Elder Affairs Year Amounts
1 Ashburn Place, 5" Floor FY2010 | $450,000
Boston, MA 02108-1518 FY2009 $
FY2008 $
Contact: FY2007 $
Joseph Quirk FY2006 $
Tel. No. (617) 222-7468 FY2005 $
Email: Joe.Quirk@state.ma.us FY2004 $
' . _ FY2003 $
AoA Project Officer: Jane A. Tilly Total $450.000

Project Abstract:

The Massachusetts Executive Office of Elder Affairs is implementing a System Re-design of
its Home Care Program (HCP) to improve quality of services and access to diagnosis, care
and support for people with Alzheimer's disease and related disorders (ADRD) and their
family caregivers. The goal is to implement new Standards for Dementia Care for people in
HCP, which address gaps in assessment, caregiver support, care coordination, provider
gualifications, and personal care plan standards. The objectives are to: 1) enhance capacity
of Aging Services Access Point (ASAP) staff to screen for ADRD, particularly early stage; 2)
reduce stress and improve well-being of family caregivers; 3) improve access of Home Care
consumers with ADRD to diagnostic services and treatment; and 4) increase availability,
guality and utilization of services targeted to persons with ADRD. The outcomes are: 1)
consumers with ADRD will be better able to function in the community; 2) informal caregivers
will be better able to function in their caregiver role; 3) coordination of care between ASAP
staff and primary care physicians will be improved; 4) ASAP staff will be better able to identify
ADRD and associated risks; and 5) providers will be more effective in working with
consumers with ADRD. Products will include Standards for Dementia Care in the Home Care
Program, a risk assessment tool for cognitive impairment; a report on lessons learned, a
manual and cost analysis to help agencies replicate the program, a semi-annual data report,
guidelines for Occupational Therapy for people with dementia, a replicable training module
for the direct care workforce.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0037

Project Title: Alzheimer's Disease Supportive Services Program: Innovation
Programs to Better Serve People with Alzheimer's Disease

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Missouri Department of Health and Senior Services Year Amounts
920 Wildwood Drive FY2010 | $275,198
P.O. Box 570 FY2009 $
Jefferson City, MO 65102 FY2008 $
FY2007 $
Contact: FY2006 $
Glenda Meachum-Cain FY2005 $
Tel. No. (573) 526-8534 FY2004 3
Email: Glenda.Meachum-Cain@dhss.mo.gov FY2003 3$
Total $275,198

AO0A Project Officer: Theresa F. Arney
Project Abstract:

The Missouri Department of Health and Senior Services (DHSS), four Missouri Alzheimer’s
Association Chapters, and ten Area Agencies on Aging (AAA’s) propose a two-year
innovative Alzheimer's Disease Supportive Services Program grant on system re-design to
increase usage of available services by Missourians with Alzheimer’s disease. Project Learn
MORE (Missouri Outreach and Referral Expanded) will expand use of the Alzheimer Disease
(AD-8) screening tool piloted by the 19-county Central Missouri Area Agency on Aging
(CMAAA) during the Project LEARN and increase referrals to the Alzheimer’s Association
from other partners including the Veteran’s Affairs (VA) Medical Centers in targeted areas.
The project goal is to provide a coordinated method to identify and guide those experiencing
cognitive impairment who have not sought medical evaluation and/or are not fully utilizing
supportive services and provide them with tools to increase their ability to cope with the
disease. Objectives are: 1) implement a state-wide use of a formalized identification and
referral process; 2) develop consumer-directed action plans addressing individual needs,
minimizing barriers to success and encouraging utilization of supportive services; 3) develop
an impact analysis related to participant decisions to live at home or in institutions; and 4)
disseminate project information. Anticipated Outcomes are: 1) use of the AD-8 screening
tool and referral process will be adopted throughout the ten Missouri AAA’s client assessment
process; 2) individuals with Alzheimer’s will experience increased sense of ability to utilize
coping strategies in facing the challenges of Alzheimer’s disease; and 3) increased
awareness and usage of supportive community and Alzheimer’s Association services.
Families/individuals served will perceive that services offered and knowledge gained will
extend the time of remain living in the community.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0039

Project Title: New Mexico's Alzheimer's Disease Supportive Services Program:
Innovations Program

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
New Mexico Department of Aging and Long-Term Services Year Amounts
2550 Cerrillos Rd. FY2010 | $290,697
Santa Fe, NM 87505 FY2009 $
FY2008 $
Contact: FY2007 $
Tracy Wohl, FY2006 $
Tel. No. (505) 476-4776 FY2005 $
Email: I: tracyw.wohl@state.nm.us EY2004 $
_ _ _ FY2003 $
AOA Project Officer: Jane Tilly Total $290.697

Project Abstract:

The goal of the New Mexico (NM) project is to improve the capacity of the state’s home and
community-based long-term care delivery system to address the needs and issues of
caregivers of veterans with Alzheimer’s disease and related dementias (ADRD). The NM
Aging and Long-Term Services Department will partner with New Mexico’s area agencies on
aging, the NM Chapter of the Alzheimer’s Association, and New Mexico’s primary veteran
service agencies (the Veterans Affairs Hospital, the NM Department of Veterans Services,
and the Navajo Department of Veterans Affairs), as well as other aging network partners.
The objectives are: 1) educate and train NM home and community based long-term care
services system staff and volunteers regarding the provision of outreach and supportive
services to caregivers of veterans with ADRD; 2) expand partnerships with the staff of New
Mexico’s primary veteran service agencies to inform and educate them regarding the
availability of evidence-based caregiver intervention opportunities, resources and supports;
and 3) implement evidence-based caregiver interventions for caregivers of veterans with
Alzheimer’'s disease and other dementias. The outcomes include: 1) increased access by
New Mexican veterans with ADRD and their caregivers to culturally and linguistically
appropriate interventions that will increase their knowledge, skills, attitudes and abilities to
handle the challenges of dealing with ADRD, as measured by pre- and post-intervention
surveys of caregivers; and 2) increased use of support services by New Mexican veterans
with ADRD. Products include presentations at national conferences, such as the National
Alzheimer’s Association Conference, the Joint Conference of the American Society on
Aging/National Council on Aging and the National Home and Community-Based Services
Conference, and articles to be printed in national publications.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0038

Project Title: Randomized Trial of University-AAA-State Partnership to Link
Primary Care Physicians and Aging Service Providers

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
University of North Carolina at Chapel Hill Year Amounts
Carolina Alzheimer's Network FY2010 | $326,638
Manning Drive at 15-501 Bypass FY2009 $
Chapel HIl, NC 27599-7595 FY2008 $
FY2007 $
Contact: FY2006 $
Dr. Philp D. Sloane FY2005 $
Tel. No. (919) 966-7173 FY2004 $
Email: psloane@med.unc.edu FY2003 $
Total $326,638

AO0A Project Officer: Shannon Skowronski
Project Abstract:

This project is an expansion based on a partnership between the university-based Carolina
Alzheimer's Network (CAN), two Area Agencies on Aging, and the North Carolina Division of
Aging and Adult Services. The goal of this grant is to determine whether this project should
be continued and replicated by generating scientific evidence that examines patient
outcomes. A randomized trial will be used to evaluate this promising practice. The objectives
are to: 1) conduct this trial in a mixed rural/urban, high-minority cluster of four counties in a
previously uninvolved AAA region; 2) recruit 30 primary care physicians and randomize them
placing 15 in an intervention group and 15 in a usual-care control group; 3) train and support
intervention group physicians. The expected outcomes include: 1) generating an estimated
100 new Alzheimer’s disease and related disorder (ADRD) patient/family; and 2) referrals and
that patients referred by intervention group physicians will receive access to counseling and
respite services under North Carolina Project CARE, which does not otherwise serve the
target counties. The outcomes to be evaluated include: 1) rates at which physicians
diagnose ADRD; 2) rates of referral to ADRD service providers; 3) services provided; 4)
satisfaction and burden of a sample of family caregivers, 5) hospitalization and nursing home
placement rates, and 5) estimated costs. Products will include a final report, a cost analysis,
and articles for nationwide dissemination in academic and popular media, and shared with
representative of state agencies.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number:
Project Title:
Project Period:

90A10040
Early Diagnosis Dyadic Intervention-Il (EDDI-II)
09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Ohio Department on Aging Year Amounts
50 W. Broad St., 9" Floor FY2010 | $300,311
Columbus, OH 43215-3363 FY2009 $
FY2008 $
Contact: FY2007 $
Richard LeBlanc FY2006 $
Tel. No. (614) 644-7967 FY2005 $
Email: dleblanc@age.state.oh.us FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Shannon Skowronski Total $300.311

Project Abstract:

The goal of this project is to evaluate the feasibility, acceptability, and efficacy of the revised
Early Diagnosis Dyadic Intervention (EDDI-II), a seven-session preventive psychosocial
“promising practice” found to benefit both the individual with early-stage dementia (IWD) and
family caregiver (CG). This project is a joint effort of investigators at: Ohio Department of
Aging; Benjamin Rose Institute; Pennsylvania State University; Alzheimer’s Association
chapters serving Northern Ohio (i.e., Northwest Ohio, Cleveland, and Greater Ohio chapters);
and Northeast Ohio Area Agencies on Aging. Project objectives are to: 1) involve 125 IWDs
and their family CGs in the EDDI-II intervention and evaluate the intervention’s feasibility,
acceptability, and efficacy; 2) increase the dyad’s current knowledge and understanding
about dementia and available services; 3) improve communication skills and support between
the IWD and CG and increase understanding of each other’s care values and preferences; 4)
improve the IWD’s and CG’s current mental health and quality of life; and 5) disseminate
project findings and intervention materials. Specific outcomes of the project are: 1) improved
knowledge, communication, a mutually agreed upon long-term plan of care, and improved
strategies for maintaining health, self care, well-being, and quality of life for EDDI-II
participants; and 2) the generation of valuable information about EDDI-II feasibility and
acceptability. EDDI-II partners will develop and disseminate products including a final report,
cost analysis, publications in peer-reviewed and professional journals, and EDDI-II treatment
manual and related project materials.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0041

Project Title: Evidence-Informed Training Intervention for Hispanic Caregivers of
persons with ADRD

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Puerto Rico Office of the Ombudsman for the Elderly Year Amounts
P.O. Box 191179 FY2010 | $202,359
San Juan, PR 00912-1179 FY2009 $
FY2008 $
Contact: FY2007 $
Rosanna Lopez-Leon FY2006 $
Tel. No. (787) 721-6121 FY2005 $
Email: rlopez@ogave.gobierno.pr FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Shannon Skowronski Total $202.359

Project Abstract:

The Puerto Rico Office of the Ombudsman for the Elderly is implementing an Evidence-
informed Training Intervention for Hispanic Caregivers of Patients with Alzheimer’s disease
and related disorders (ADRD). The goal of the project is to implement and evaluate the
effectiveness of an Evidence-Informed Training Intervention for Hispanic Caregivers of
Patients with ADRD, which is feasible to replicate and sustain throughout senior centers in
the Island’s aging service network. The project objectives include to: 1) establish the
project’s implementation team; 2) establish and sustain the collaborative network and
coordination among key partners required for project implementation; 3) adapt and implement
the Evidence-informed Training Intervention; 4) evaluate the processes and outcomes of the
Evidence-informed Training Intervention; and 5) disseminate the outcomes evaluation and
lessons learned reports. The expected outcomes include: 1) reduced sense of caregiver
burden; 2) diminished levels of perceived stress; 3) improved levels of perceived health; 4)
diminished caregiver health symptoms; and 5) reduced levels of depression. The products
from this project will include a final report, evaluation reports, a How-to manual, a cost
analysis, as well as educational materials in Spanish.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90A10042
Project Title:
Project Period: 09/01/2010 — 08/31/2012

Alzheimer's Disease Supportive Services Innovation Program

Grantee: Fiscal Funding
South Carolina Office of the Lieutenant Governor Year Amounts
Office on Aging FY2010 | $300,000
1301 Gervais St. FY2009 $
Columbia, SC 29201 FY2008 $
FY2007 $
Contact: FY2006 $
Anne Wolf FY2005 $
Tel. No. (803) 734-9919 FY2004 $
Email: awolf@aging.sc.gov FY2003 $
Total $300,000

AOA Project Officer: Michele Boutaugh
Project Abstract:

The project goal is a re-design intervention to improve access to home and community-based
services for individuals with Alzheimer’s disease and related dementia by targeting
underserved minority and rural populations. The South Carolina Lieutenant Governor’'s
Office on Aging will collaborate with the South Carolina Alzheimer's Association, the local
Aging and Disability Resource Center, the Medical University of South Carolina, and the
University of South Carolina Objectives are: 1) implement strategies that build familiarity and
trust among underserved minority populations; 2) provide medical screenings; 3) provide
vouchers that allow increased services by the community partners, and 4) provide education,
training and facilitate referral of newly diagnosed persons with Alzheimer's disease to the
Alzheimer’s Disease Supportive Services Program case manager though primary care
physicians. Expected outcomes: 1) increased access to services and information; 2)
increased consumer control; 3) increased trust, familiarity and willingness to use services;
and 4) effectiveness of intervention to meet outcomes. Products will include: a report on
lessons learned, an implementation manual, a cost analysis, and semi-annual report data.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI10043

Project Title: Alzheimer and Alzheimer’s and Dementia Related Disorders
Innovations - Training/Education

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Tennessee Commission on Aging and Disability Year Amounts
500 Deaderick Street, 8" Floor, Suite 825 FY2010 | $300,000
Nashville, TN 37243-0860 FY2009 $
FY2008 $
Contact: FY2007 $
Cynthia G. Minnick FY2006 $
Tel. No. (615) 741-2056 FY2005 $
Email: cynthia.minnick@tn.gov FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Shannon Skowronski Total $300.000

Project Abstract:

Tennessee Commission on Aging and Disability is partnering with Tennessee Alzheimer’s
Disease Task Force; Alzheimer’'s Associations, Eastern Tennessee/Mid-South Chapters;
East Tennessee and Greater Nashville Area Agencies on Aging and Disability; Council on
Aging of Greater Nashville; and University of Tennessee, Social Work Office for Research
and Public Service to apply for the Alzheimer’s Disease Supportive Services: Innovation
Programs grant. The goal is to enhance Alzheimer’s disease and related dementia (ADRD)
training/education for primary care and family physicians, emergency room personnel,
hospital case managers for discharge planning, first responders, and persons with ADRD and
family members in two Tennessee regions. The objectives are to: 1) gather and identify
baseline data on current ADRD training/education statewide; 2) design and implement ADRD
training/education interventions for primary care and family physicians, emergency room
personnel, hospital case managers for discharge planning, and first responders; 3) provide
counseling and support services for persons with ADRD, their family members, and
caregivers; 4) design and implement multiple evaluation strategies to measure outcomes.
The expected_outcomes are to: 1) build a comprehensive database on ADRD
training/education available on the ADRC website; 2) improve primary care and family
physicians’ knowledge of ADRD; 3) increase their referrals to community services, and
improve their relationship with ADRD patients; 4) improve the ability of emergency room
personnel, case managers for discharge planning, and first responders to interact and
intervene with persons with ADRD and their family members; 5) increase enrollment in
community services; and 6) develop a comprehensive, coordinated model for statewide
training/education.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI10044

Project Title: Community Stress-Busting Program for Family Caregivers of
Persons with Alzheimer's Disease and Related Dementias

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
University of Texas Health Science Center at San Antonio Year Amounts
7703 Floyd Curl Ave. FY2010 | $291,153
San Antonio, TX 78229-3900 FY2009 $
FY2008 $
Contact: FY2007 $
Dr. Sharon Lewis. FY2006 $
Tel. No. (210) 949-3696 FY2005 $
Email: lewissl@uthscsa.edu FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Michele Boutaugh Total $291.153

Project Abstract:

The goal of the Community Stress — Busting Program (CSBP) for Family Caregivers is to
adapt the evidence-informed intervention Stress-Busting Program (SBP) to a lay leader
model delivered in community settings. The dissemination of this program to large numbers
of caregivers is a collaborative effort with the grantee, University of Texas Health Science
Center — San Antonio, WellMed Charitable Foundation, Texas Department of Aging and
Disability Services, Area Agencies on Aging in Central/South Texas, and South Texas
Veterans Health Care System. The intervention category is “Evidence-Informed
Interventions.” The RE-AIM framework (Reach, Effectiveness, Adoption, Implementation,
and Maintenance) will be used. The objectives include: 1) adapt the SBP to a lay leader
model; 2) Reach: Determine the extent to which the community-based settings attract the
intended patrticipants; 3) Effectiveness: Determine the impact on quality of life of caregivers;
4) Adoption: Assess the factors affecting the adoption of the SBP in the community; 5)
Implementation: Assess the consistent delivery of the SBP in the community; and 6)
Maintenance: Determine the requirements needed to maintain delivery of the SBP in the
community. The expected outcomes_include determining: 1) the extent to which community
agencies attract caregivers to participate; 2) the impact of CSBP on quality of life of
participating caregivers; 3) the extent to which different settings are involved in the program;
4) the extent to which the program is delivered consistently and as intended; and 5) extent to
which the CSBP is sustained, modified, or discontinued over time. The products will be a
toolkit for stress management for family caregivers, final report including cost analysis, and
articles for publication.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI10045

Project Title: Creating Care Champions - Provide Caregivers with Access to
Non-Pharmacologic Treatment And Support Services

Project Period: 09/01/2010 — 08/31/2011

Grantee: Fiscal Funding
Utah Department of Human Services Year Amounts
195 N. 1959 W. FY2010 | $298,145
Salt Lake City, UT 84116-3097 FY2009 $
FY2008 $
Contact: FY2007 $
Sonnie Yudall FY2006 $
Tel. No. (801) 538-3926 FY2005 $
Email: syudell@utah.gov FY2004 $
) . N FY2003 $
AO0A Project Officer: Priti Shah Total $298.145

Project Abstract:

The Utah Division of Aging Services will collaborate with the Alzheimer’s Association Utah
Chapter (AAUC), the Area Agencies on Aging (AAA) and the VA Hospital and Clinics (VA) to
improve early and systematic statewide access to non-pharmacologic care of underserved
dementia caregivers. The goal is to systematically employ an evidence-based home-
delivered intervention known as Counseling for Caregivers (CFC) at strategic locations
throughout the State of Utah to address and serve the highest need areas for caregiver
services. The objectives are to: 1) evaluate the short- and long-term impact of the CFC
project for reducing neuropsychiatric symptoms and difficult behaviors in the care recipient
and related distress of the caregiver; 2) assess and document the role of behavioral change
due to the CFC intervention to significantly reduce caregiver distress and its value and
applicability in “usual care” post grant; 3) develop and evaluate adjunctive print and web-
based materials that will support the CFC curriculum among subgroups of caregivers who
have special resource needs; and 4) evaluate the most effective methods for delivering
sustainable caregiver group counseling intervention and adjunctive care to caregivers with
special resource needs. The expected outcomes are: 1) to reduce caregiver distress and
burden; and 2) to improve quality of life for their dementia care recipients. The products will
include: a final report, a cost analysis, and publications in peer-reviewed, scholarly journals.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0047

Project Title: Resources for Enhancing Alzheimer’s Caregiver Health: Offering
Useful Treatments (REACH OUT) to Rural Dementia Caregivers

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Vermont Department of Disabilities, Aging and Independence Year Amounts
Division of Aging and Disability Services FY2010 | $300,000
103 South Main St. FY2009 $
Waterbury, VT 05671-2301 FY2008 $
FY2007 $
Contact: FY2006 $
Maria Mireaut FY2005 $
Tel. No. (802) 241-3738 FY2004 $
Email: maria.mireault@ahs.state.vt.us FY2003 3$
Total $300,000

AO0A Project Officer: Jane Tilly
Project Abstract:

The State Unit on Aging (SUA) of the Vermont Department of Disabilities, Aging and
Independent Living (DAIL) partner with home and community based providers in two service
and planning areas of the state to fulfill the goal of expanding and improving services for
family caregivers of individuals with Alzheimer’s disease or related disorders (ADRD). The
project will implement a minor adaptation of the REACH OUT (Resources for Enhancing
Alzheimer’s Caregiver Health: Offering Useful Treatments) intervention and employ
technology as a service delivery format. The objectives of the project are to: 1) provide
caregivers with an evidence-based supportive intervention; 2) train case managers on the
REACH OUT to Rural Dementia Caregivers intervention; 3) develop linkages between aging
services network providers and primary care; 4) compare the effectiveness of the face to face
versus the technology-assisted REACH OUT to Rural Dementia Caregivers intervention; and
5) evaluate the effectiveness of the project and disseminate the results. The outcomes
include: 1) improved caregiver self-rated health; 2) increased safety of care recipients; 3)
broader knowledge of dementia care for case managers; 4) increased access to evidence-
based dementia caregivers supports; 5) greater collaboration between community partners;
and 5) caregiver satisfaction with the intervention. The products include semi-annual data
reports, a final report documenting key elements of the project, a cost-analysis comparing
REACH OUT to Rural Dementia Caregivers in its regular format versus a technology-assisted
format, and a manual describing adaptations made to the REACH OUT model and service
delivery format.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI0046

Project Title: Support for Family Caregivers for Persons with Alzheimer's Disease
and Related Dementia

Project Period: 09/01/2010 — 08/31/2012

Grantee: Fiscal | Funding
Virginia Department for the Aging Year Amounts
Long Term Care Unit FY2010 | $276,058
1610 Forest Ave. Suite 100 FY2009 $
Richmond, VA 23229 FY2008 $
FY2007 $
Contact: FY2006 $
William Peterson FY2005 $
Tel. No. (804) 662-9325 FY2004 $
Email: bill.peterson@vda.virginia.gov FY2003 $
Total $276,058

AO0A Project Officer: Jane Tilly
Project Abstract:

The Virginia Department for Aging, Alzheimer’s Association Central/Western Virginia
Chapter, University of Virginia, Rappahannock Rapidan Community Services Board/Area
Agency on Aging, and Aging Together will implement CONNECTIONS, an innovative
evidence-informed intervention, demonstrate its benefits for individuals with Alzheimer’s’
disease and related disorders (ADRD) and family caregivers in rural communities and
integrate it into Aging and Disability Center (ADRC) Network. The goal is to improve the
quality of life for persons with ADRD and family caregivers by demonstrating the
effectiveness of CONNECTIONS as an innovative approach to service delivery and in-home
intervention. The objectives include: 1) expand number of participants to a minimum of 250
at-risk individuals/families; 2) focus on a primarily rural, underserved population to address
geographic isolation challenges, lack of transportation, and service gaps typically pronounced
in rural areas; 3) enhance the “Home Visitor’ model by adding professional staff and
expanding volunteer corps; 4) strengthen referral base and integrate into ADRC referral
process; 5) embed into the community and statewide processes and identify sustainable
funding; 6) expand evaluation tools and data collection; and 7) develop replication products.
Outcomes include: 1) 90% participants with ADRD will demonstrate increased engagement
in targeted meaningful activity; positive affect during activity engagement; and 2) 80%
caregivers will report reduced levels of caregiving burden/stress, increased self-confidence in
implementing activity programming; additional support from family/friends. Products include:
a complete activities guide, evaluation tools, implementation manual, report of lessons
learned, cost analysis and semi-annual data reports
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number:
Project Title:
Project Period:

90A10048
Memory Care and Wellness Services Expansion
09/01/2010 — 08/32/2012

Grantee: Fiscal | Funding
Washington Department of Social and Health Serivces Year Amounts
Aging and Disability Services FY2010 | $300,000
640 Woodland Square Loop SE FY2009 $
P.O. Box 45600 FY2008 $
Olympia, WA 98504-5600 FY2007 $
FY2006 $
Contact: FY2005 $
Lynne Korte FY2004 $
Tel. No. (360)-725-2545 FY2003 $
Email: kortelm@dshs.wa.gov Total $300,000

AoA Project Officer: Jane Tilly
Project Abstract:

Washington State will expand the number of Memory Care and Wellness Services (MCWS)
sites in collaboration with Area Agencies on Aging, the Alzheimer’s Association, the
University of Washington and two adult day service providers. The goal of the Memory Care
and Wellness Services program is to offer people with dementia the support they need to
stay at home by promoting wellness through exercise, managing health concerns, and by
decreasing the negative impacts on caregivers. The objectives are to: 1) Expand MCWS to
a new Area Agency on Aging (AAA) and two new adult day service sites; 2) Serve up to 60
caregiver/care receiver dyads; 3) Implement MCWS, and the integral EnhanceMobility (EM)
with fidelity; 4) Demonstrate effectiveness for participants with dementia and their family
caregivers; 5) Embed MCWS into the Family Caregiver Support Program while engaging
additional funding sources to support it. The outcomes of this project are that: 1) MCWS use
will reduce the frequency of behavioral symptoms and improve quality of life for participants
and 2) will reduce distress related to behaviors, depression, and burden and improve quality
of life for family caregiver. The products include: data reports, a report of key lessons
learned, a practical manual for implementing MCWS, and a cost analysis.
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Program: Alzheimer’s Disease Supportive Services — Innovative Projects

Grant Number: 90AI10049
Project Title: Dementia Caregiver Services for Veterans and Families
Project Period: 09/01/2010 — 08/31/2011

Grantee: Fiscal Funding
Wisconsin Department of Health Services Year Amounts
Dvision of Long Term Care FY2010 | $265,372
1 West Wilson Street FY2009 $
P.O. Box 7580 FY2008 $
Madison, WI 53707-7850 FY2007 $
FY2006 $
Contact: FY2005 $
Ms. Kristen Felton FY2004 $
Tel. No. (2608) 267-9719 FY2003 $
Email: Kristen.Felten@dhs.wisconsin.gov Total $265.372

AO0A Project Officer: Priti Shah
Project Abstract:

The project goal is to create a dementia capable system with efficient referral processes that
reduces family caregiver burden and delays nursing home placement for veterans with
dementia. The Wisconsin Department of Health Services will partner with the Clement J.
Zablocki Veterans Affairs Medical Center (VAMC), Alzheimer’s Association—Southeastern
Wisconsin Chapter, Greater Wisconsin Agency on Aging Resources, Inc. and ADRCs in the
service area. Project objectives are: 1) re-design the interagency referral process between
the VAMC, Aging and disability Resource Centers (ADRCs) and the Chapter in a select area,;
2) assess staff knowledge and develop educational programs about dementia, caregiver
needs, partner expertise and the referral processes; 3) provide education, support,
consultation and respite services to family caregivers at the VAMC, Union Grove Clinic and
select non-VA sites, and 4) disseminate project findings. The project outcomes are: 1)
caregivers of veterans with dementia will receive referrals for services to and from the VAMC,
Chapter and ADRCs; 2) professionals at partner organizations are dementia capable and
refer family caregivers for services and supports to the organization that can best meet
identified needs; 3) reduction in caregiver burden will delay nursing home placement for
veterans with dementia, and 4) project findings will be available locally and nationally.
Products for this project are a final report with project findings, ADRC video and brochure, an
implementation manual, cost analysis and semi-annual data reports.
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Chronic Disease Self-Management Program

The American Recovery and Reinvestment Act of 2009 (AARA) was designed to stimulate
economic recovery in various ways including reduction of healthcare costs through
prevention activities. The Administration on Aging (AoA) received a portion of the $650
million appropriated for the Communities Putting Prevention to Work initiative managed by
the Centers for Disease Control for the AoA Chronic Disease Self Management Program
(CDSMP). Two CDSMP grant competitions were held in FY2010, one to support a National
Center to provide technical assistance and evaluation support for AoA and a second to
support CDSMP grants in forty-five States, the District of Columbia and Puerto Rico to deploy
evidence-based chronic disease self-management programs targeted at older adults with
chronic conditions.

Since 2003, AoA in collaboration with the Centers for Disease Control and Prevention (CDC),
the Agency for Healthcare Research and Quality (AHRQ), the Centers for Medicare and
Medicaid Services (CMS) and other Department of Health and Human Services (HHS) and
private sector partners, has funded collaborations between the aging and public health
networks at the State and community level to deploy evidence-based prevention programs,
including chronic-disease self-management programs, targeted at older adults. This AoA led
effort resulted in the delivery of chronic disease self-management programs in over 1,200
community-based sites across 24 states that have served over 12,000 seniors.

Additional information about the CDSMP and funding from the American Recovery and
Reinvestment Act Putting Communities to Work Initiative may be viewed on the AoA website:

http://www.aoa.gov/AoARoot/AcA Programs/HPW/ARRA/index.aspx
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Chronic Disease Self-Management Program State Grants

In FY2010 the Administration on Aging held a competition open to State government State
units on aging or health departments. Either could apply as the lead agency but both must
collaborate to be competitive for receiving a cooperative agreement with AoA to develop and
sustain a distribution and delivery system to be used to systematically deliver Chronic
Disease Self Management Programs (CDSMP and other evidence-based prevention
programs for older adults statewide. Applicants were also asked to develop quality
assurance programs, partner with other public and private sector organizations, and identify
and select local communities to administer CDSMP programs. States were encouraged to
select geographic areas that facilitate the targeting of older adults, including low-income,
minority, and limited English speaking older adults with chronic diseases.

A total of 47 awards were made to 46 States and the District of Columbia for $27 million in
FY2010.

Additional information about the CDSMP and funding from the American Recovery and
Reinvestment Act Putting Communities to Work Initiative may be viewed on the AoA website:

http://www.aoa.gov/AoARoot/AcA Programs/HPW/ARRA/index.aspx
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0002

Project Title: Alabama's American Recovery and Reinvestment Act Chronic
Disease Self-Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Alabama Department of Senior Services Year Amount
State Unit on Aging FY2010 | $600,000

770 Washington Avenue, Suite 570
P.O. Box 301851
Montgomery, AL 36130-1851

Contact:

Julie Miller

Tel. (334) 242-5743

Email: Julie.Miller@ADSS.Alabama.gov

Total $600,000

AOA Project Officer: Michele Boutaugh
Project Abstract:

Alabama Department of Senior Services, Department of Public Health, Medicaid Agency,
Northwest Alabama Council of Local Governments, and Regional Council of Governments
are working together to increase the quality of life for older Alabamians by teaching them self-
management skills for living a healthy lifestyle. The state will: 1) implement the Stanford
Chronic Disease Self-Management Program (CDSMP) in two geographic areas covering ten
counties; 2) embed its existing wellness and disease prevention component "Living Well
Alabama" which utilizes the Stanford CDSMP in its short and long term health prevention
initiatives for Area Agencies on Aging (AAAs); 3) train a minimum of 800 individuals; and 4)
provide master and leader training to all areas of the state to sustain the program. The target
population for this project is older adults age 60+ diagnosed with chronic diseases. The state
will focus on those that are low income and/or minorities. Outcomes include: 1) older adults
in the state having reduced risk factors for chronic disease and long-term disabilities; 2)
educated caregivers; 3) collected data; and 4) support for self-efficacy of individual healthy
behaviors.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0003

Project Title: Alaska American Recovery and Reinvestment Act Chronic Disease
Self-Management Program

Project Period: 03/31/2010 - 03/31/2012

Grantee: Fiscal Funding
Alaska Deptment of Health and Social Services Year Amount
350 Main Street, Rm. 427 FY2010 $50,000

Juneau, AK 99811

Contact:

Barbara Stillwater

Tel. (907) 269-8035

Email: barbara.stillwater@alaska.gov

AOA Project Officer: Jane Tilly Total $50,000

Project Abstract:

This project will expand the Chronic Disease Self-Management Program (CDSMP) in Alaska
to address the needs of its aging population, especially the increase in chronic disease
prevalence, risk factors, and co-morbidities, and the lack of health education programs
appropriate for seniors with chronic conditions. The Alaska Department of Health and Social
Services is the State’s federally designated Unit on Aging whose responsibilities are jointly
executed by the Division of Senior and Disabilities Services and the Alaska Commission on
Aging. Alaska is considered a single planning and service area (PSA) without AAAs because
until recently, it did not have a sufficiently large senior population to warrant regional
infrastructure development. This creates a challenge to the 60 independent operating senior
centers in Alaska which are often far from the State capital in Juneau. The project goal is to
integrate CDSMP into the social and health systems serving seniors in Alaska. Objectives
include: 1) developing an infrastructure to house CDSMP in 16 senior centers; 2) through the
training and mentoring of 100 senior course leaders, through technical assistance to staff at
16 senior centers; 3) through providing workshops to 450 seniors, and 4) through a
participant referral network involving Medicaid, the Aging and Disability Resource Centers
(ADRCs), the Real Choice Systems Change Hospital Discharge Planners, community health
centers, and primary healthcare providers. Anticipated outcomes include: 1) an increase in
the number of CDSMP courses taught at senior centers; 2) an increase workshop
participants; 3) a sustainable CDSMP delivery system in Alaska; and 4) a continuous quality
improvement system to ensure CDSMP fidelity. The products of this project are a technical
assistance listserv, a fidelity action plan, promotional and referral materials for CDSMP, and
process and outcome data.
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Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0006

Project Title: American Recovery and Reimbursement Act Arizona Living Well
Grant

Project Period: 03/31/2010 — 03/31/12

Grantee: Fiscal | Funding
Arizona Department of Health Services Year Amounts
1740 W Adams St. FY2010 | $600,000
Phoenix, Arizona 85007 FY2009 $
FY2008 $
Contact FY2007 $
Ramona Rusinak FY2006 $
Tel. No. (602) 364-0526 FY2005 $
Email: rusinar@azdhs.gov FY2004 $
_ _ _ FY2003 $
AoOA Project Officer: Jane Tilly Total $600.000

Project Abstract:

The Arizona Living Well Expansion Project’s goal is to increase the availability of self-
management and health promotion programs in Arizona, helping to maintain independence,
health, and quality of life among those 60 years and older. Arizona presents a host of
challenges and opportunities for revamping its infrastructure related to aging. One quarter of
its population will be age 60 and older, 85 percent of those 65 and older report at least one
chronic disease, and a disproportionate chronic disease burden is seen in minority
populations. The objectives of this project are to: 1) implement the business plan to develop
the Arizona Living Well Initiative, 2) expand public and professional awareness and
knowledge of benefits and importance of providing CDSMP courses and leverage
partnerships, and 3) develop key partnerships to target program delivery to populations with
health disparities and inequities The outcomes of this project include: 1) an increase in self-
reports of general health, 2) health care utilization, physical activity, communication with
healthcare providers, 3) confidence about doing things, and 4) a decrease in limitations for
physical activity, pain and fatigue, and health interference with daily activities. The products
from this project are budgetary and programmatic reports, project timelines, checklist for
leader observation, and participant feedback forms.
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Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0004

Project Title: Arkansas American Recovery and Reimbursement Act Chronic
Disease Self-Management Project

Project Period: 03/31/2010 — 03/31/12

Grantee: Fiscal | Funding
Arkansas Department of Health Year Amounts
4815 W. Markham Slot #41 FY2010 | $400,000
Little Rock, AR 72205 FY2009 $
FY2008 $
Contact FY2007 $
Dianna Hall-Clutts FY2006 $
Tel. No. (501) 2804743 FY2005 $
Email: diannia.hall-clutts@arkansas.gov FY2004 3$
_ _ _ FY2003 $
AOA Project Officer: Michele Boutaugh Total $400.000

Project Abstract:

The Arkansas Department of Health (ADH), in a collaborative effort with the Arkansas
Department of Human Services/Division of Aging and Adult Services (DHS/DAAS), is
conducting a two-year project to expand the existing capacity to deliver the Stanford Chronic
Disease Self-Management Program (CDSMP) statewide. The ADH and DHS/DAAS have as
partners the Arkansas Area Agencies on Aging (AAA), the University of Arkansas for Medical
Sciences (UAMS) Reynolds Institute on Aging/Arkansas Aging Initiative Center on Aging
(AAI/COA), Arkansas Senior Centers Association (ASCA), Community Hometown Health
Improvement coalition (HHI), Aging and Disability Resource Centers (ADRC), and the
Arkansas Department of Human Services/Division of Medicaid Services. The goal is to
expand the existing capacity within the state to deliver the CDSMP through an expanded
infrastructure and distribution system within the statewide aging network community. The
objective is to increase the ability of community-based collaborative networks to deliver the
CDSMP to 500 participants statewide. The proposed infrastructure includes a quality
assurance component to ensure that programs are delivered with fidelity and achieve optimal
results as designed in the original model. The major outcome of this project is that the
infrastructure and statewide distribution system will be in place and strengthened by a
statewide referral resource system. Indicators will be: 1) an increased number of active lay
leaders in the state; 2) an increased number of CDSMP course participants that meet or
exceed the minimum number required for the grant (500); 3) the commitment of participants
to a positive lifestyle change which will improve their quality of life; and 4) community-based
networks working in unison to bring about the sustainability of the program within the state.
Expected products include: progress reports and quarterly ARRA reporting.
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Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0005

Project Title: California's American Recovery and Reinvestment Act Chronic
Disease Self Management Program Initiative

Project Period: 03/31/2010 — 03/31/2012

Grantee: Fiscal | Funding
California Department of Aging Year Amounts
1300 National Drive, Suite 200 FY2010 | $1,000,000
Sacramento, CA 95834 FY2009 $
FY2008 $
Contact FY2007 $
Janet Tedesco FY2006 $
Tel. No. (916) 928-4641 FY2005 $
Email: jtedesco@aqing.ca.gov FY2004 3$
_ _ _ FY2003 $
AOA Project Officer: Michele Boutaugh Total $1.000.000

Project Abstract:

The California Department of Aging, is partnering with the state Departments of Public Health
and Health Care Services to expand the availability of the Chronic Disease Self-Management
Program (CDSMP). Through the State’s leadership, local Area Agencies on Aging and
health departments will coordinate program delivery with their designated lead community
organizations. California’s goal is to make the CDSMP available to at least 2,975 older adults
during the next 24 months. The target population includes older adults who are low income,
ethnically diverse, limited/non English speaking, Medi-Cal eligible, and/or older veterans.
The objectives are to: 1) implement the CDSMP in 11 counties that are home to over 40%
(2.6 million) of the state’s older adult population; 2) provide technical assistance to these
counties, as well as organizations in other areas of the state that conduct the CDSMP or the
Diabetes or Arthritis Self Management Programs, in their implementation efforts; 3) monitor
and evaluate the process and outcomes to ensure fidelity to the program model; 4) share
resources, lessons learned and promising practices among the counties; and 5) disseminate
findings to influence statewide program adoption. The expected outcomes are: 1)
implement/expand the CDSMP’s availability in some rural areas of the state while achieving
deeper program penetration in more densely populated counties; 2) enhance the statewide
infrastructures to adequately support program expansion into more geographic areas, while
maintaining program fidelity to the original research and; 3) conduct outreach and enrollment
activities to ensure that 4,500 older adults complete the CDSMP. The products are progress
reports, quarterly ARRA reporting, website enhancements to a centralized workshop
schedule database, publications, consumer outreach materials, and conference
presentations.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0039

Project Title: Colorado American Recovery and Reinvestment Act Chronic
Disease Self-Management

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Colorado Department of Public Health and Environment Year Amount
Center for Healthy Living FY2010 | $452,582

4300 Cherry Creek Drive South
Denver, CO 80246

Contact:

Karen Deleeuw

Tel. (303) 692-2515

Email: karen.deleeuw@state.co.us

Total $452,582

AOA Project Officer: Priti Shah
Project Abstract:

Since 2006, the Colorado Department of Public Health and Environment (CDPHE), the
Colorado State Unit on Aging (SUA), and the Consortium for Older Adult Wellness (COAW)
have worked in partnership to build infrastructure for community implementation of programs
from the Stanford Chronic Disease Self-Management Program (CDSMP) series in Colorado.
COAW, a private, non-profit organization, coordinates a statewide system of training,
implementation, fidelity assurance and technical assistance. CDPHE and SUA build
partnerships and develop resources to enhance the system and expand implementation.
Through this grant, the partnership will extend the reach of the CDSMP series to an
additional 700 Coloradans over two years. Four local lead agencies will participate to build
sustainable capacity for class implementation through community-based organizations.
These agencies include Area Agencies on Aging serving Weld County, the six-county San
Luis Valley region, and the eight-county Denver Metro area, and the local health department
in Larimer County. These regions cover 67 percent of the State’s population, and reach low-
income and racial and ethnic minority populations. CDPHE ensures compliance with AoA
and Recovery Act reporting requirements, monitors grant activities, executes and monitors
contracts, provides technical assistance to the state partnership and local lead agencies,
coordinate the established CDSMP data system and leads an effort to establish health plan
reimbursement. SUA oversees grant implementation, provides technical assistance to the
state partnership and local lead agencies, and builds referrals to CDSMP classes through
Colorado’s Aging and Disability Resource Centers. The Colorado Department of Health Care
Planning and Financing promotes CDSMP classes to the Medicaid population.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0007

Project Title: Connecticut Live Well/Chronic Disease Self-Management Statewide
Project

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Connecticut Department of Social Services Year Amount
25 Sigourney Street FY2010 | $400,000

Hartford, CT 06106

Contact:

Pamela Giannini

Tel. (860) 424-5277

Email: pamela.giannini@ct.gov

AOA Project Officer: Priti Shah Total $400.000

Project Abstract:

The Connecticut Department of Social Services/Aging Services Division will partner with the
Department of Public Health to expand the existing Stanford Chronic Disease Self-
Management Program (CDSMP) from the current geographic offerings into the Eastern,
Western and Southwestern areas of the state. Our goal is to work with the Connecticut Area
Agencies on Aging and link with community based organizations in these regions to empower
older people to take more control over their health through lifestyle changes and chronic
disease management. This project is part of the systems change to targeting the State’s
most vulnerable older adults including partnership with the State Medicaid Program and
Medicaid Access Agencies as partners in a referral system as part of Connecticut’s home
and community based waiver program - CT Home Care Program for Elders (CT). Using our
experiences and lessons learned from the current 2007 Administration on Aging Evidence-
Based Program Grant, this project will address health disparities and build an infrastructure to
support a sustainable program in the English and Spanish/ Tomando versions of the Chronic
Disease Self-Management Program. Working with regional and community partners, and
leveraging other public and private resources, the Social Services/Aging Services Division
will provide 15 English language leader trainings and 3 Spanish/Tomando trainings to reach
500 seniors living with a chronic disease. The CT program will collect data on participant
demographics and satisfaction as well as monitor fidelity and quality assurance and will
convene an advisory board to review grant progress. The expected products include print
and web-based procedure manuals and materials, consumer evaluation results, and a cadre
of trained professional and lay persons.
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Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0040

Project Title: Delaware American Recovery and Reinvestment Act Chronic
Disease Self-Management Program

Project Period: 03/31/2010 — 03/30/2012

Grantee: Fiscal | Funding
Delaware Department of Health and Social Services Year Amounts
Dvision of Public Health FY2010 | $100,000
417 Federal St. FY2009 $
Dover, DE 19901 FY2008 $
FY2007 $
Contact FY2006 $
Don Post FY2005 $
Tel. No. (302) 744-1020 FY2004 $
Email: donald.post@state.de.us FY2003 $
Total $100,000

AO0A Project Officer: Theresa F. Arney
Project Abstract:

The goal of Delaware’s two year project is to establish Stanford’s Diabetes Self-Management
Program (DSMP) in Delaware and to ultimately incorporate other evidence based programs,
including the Chronic Disease Self-Management Program (CDSMP) and the Spanish version
of the DSMP Tomando Control de su Diabetes. This grant will also provide the foundation to
model and develop self-management programs addressing other specific chronic diseases.
The objectives of this proposal include: 1) train 14 lay persons to receive their certificates as
Lay Leaders; 2) train six of the Lay Leaders to become Master Trainers; 3) establish ten sites
to conduct DSMP; 4) conduct ten DSMP six-week series workshops by year two; 5) have 139
older adult participants receive a certificate of completion for completing the diabetes module
classes; and 6) obtain a license for the Delaware’s Division of Public Health for at least one
Stanford Self-Management Program model. The outcomes of this proposal include: 1) an
increased knowledge in the target population regarding the importance of disease
management and control; 2) an increase in their utilization of standard diabetes exams; 3)
one-on-one consultations with high risk individuals regarding participation in DSMP; 4)
reduced non-compliance with physician recommended diabetes self-management measures;
and 5) reduced health disparities among high-risk populations. The products of this proposal
include measures of Lay Leader and Master Trainer certification; measures of the number of
DSMP workshops conducted and the number of participants; surveys of both presenter and
content satisfaction; and a sustainability plan developed in conjunction with Delaware’s
Division of Public Health, Division of Aging and Older Adults with Physical Disabilities, and
Medicaid.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0008

Project Title: District of Columbia American Recovery and Reinvestment Act
Chronic Disease Self-Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
District of Columbia Office on Aging Year Amount
441 4th Street NW #900 South FY2010 $50,000

Washington, DC 20001

Contact:

Clarence Brown

Tel. (202) 724-4382

Email: clarence.brown@dc.gov

AOA Project Officer: Theresa F. Arney Total $50.000

Project Abstract:

The District of Columbia Office on Aging and the Aging and Disability Resource Center in
collaboration with the Department of Health, Department of Health Care Finance, and
community-based partners, will implement the Stanford University Diabetes Self-
Management Program (DSMP) for older diabetics in the community. This project will learn
how best to improve the self-care skills of District Medicare seniors with Type 2 diabetes by
providing the DSMP to at least 104 participants at four of its senior Wellness Centers in four
of the neediest Wards (4, 5, 7, and 8). The project objectives are: 1) to enhance participants'
quality of life; 2) to reduce unnecessary hospitalizations and emergency visits; 3) to
strengthen the District's capacity and commitment to implement, deliver, and sustain chronic
disease self-management programs for all affected residents; 4) and to assure that the
DSMP is delivered with fidelity and thereby to learn how results compare to those produced
in Stanford's original research.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0032

Project Title: Florida American Recovery and Reinvestment Act Chronic Disease
Self-Management Program Project

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Florida Department of Elder Affairs Year Amount
4040 Esplanade Way FY2010 | $1,000,000
Tallahassee, FL 32399-7000

Contact:

Michele Mule

Tel. (850) 414-2000

Email: Mulem@elderaffairs.org

AOA Project Officer: Jane Tilly Total $1,000,000

Project Abstract:

The Florida Department on Elder Affairs (FDOEA) will build a statewide program
infrastructure for administration of a Chronic Disease Self-Management Program (CDSMP).
The project goals are to enhance existing evidence-based programs, expand CDSMP efforts
into new areas of the state, and target hard-to-serve populations such as limited-English
speakers, low-income individuals, minorities, Medicaid eligible individuals and rural residents.
These goals will be achieved through the following objectives: 1) include CDSMP under a
Medicaid waiver; 2) recruit the efforts of the FDOEA Long-Term Care Community Diversion
Pilot Project providers; 3) make CDSMP information available in Aging and Disability
Resource Centers; 4) leverage FDOH grant funding to purchase three to four licenses for
project lead agencies; and 5) increase the number of volunteer leaders in project Planning
and Service Areas. The expected outcomes of the proposed project include: 1) increased
self-efficacy in managing chronic conditions among adults age 60 and older; 2) increased
availability of health services to minority, low-income, and rural individuals; and 3) a more
efficient referral system for individuals to CDSMP. The products of the proposed project
include monthly narrative reports submitted to FDOEA, excel spreadsheets and invoices to
ensure compliance with the contract and program requirements, participant data for project
evaluation, and a CDSMP lending library of Stanford course material.
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Program: Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0045

Project Title: Chronic Disease Self-Management Program (CDSMP).
Project Period: 03/31/2010 — 03/30/2011
Grantee: Fiscal Funding
Georgia Department of Human Services Year Amounts
Division of Aging Services FY2010 | $905,164
Two Peachtree Street, NW, Suite 9-398 FY2009 $
Atlanta, GA 30303 FY2008 $
FY2007 $
Contact FY2006 $
Jamie Cramer FY2005 $
Tel. No. (404) 429-5322 FY2004 3$
Email: jacramer@dhr.state.ga.us FY2003 $
Total $905,164

AOA Project Officer: Michele Boutaugh
Project Abstract:

The Georgia Department of Human Services (DHS) Division of Aging Services (DAS) and the
Department of Community Health (includes Division of Public Health and the Medicaid
Agency) will work with their regional and local partners to provide Chronic Disease Self-
Management (CDSMP) and other Evidence-Based Prevention Programs (EBPP) to increase
the quality of life for seniors with chronic diseases. Objectives: 1) create a plan to implement
CDSMP in five geographic regions to reach 1358 older adults who complete the workshops;
2) train lead agency leaders to conduct CDSMP programs; 3) conduct 135 workshops in five
regions, targeting older adults, especially underserved groups; 4) develop a quality
assurance plan to ensure fidelity for EBPP; and 5) evaluate these programs for changes in
behavior, health status, and health care utilization. The project will also develop and sustain
an infrastructure of partnerships for integrating CDSMP and other evidence-based programs
into public health and long-term care systems. Objectives: 1) develop a business plan for
deploying and sustaining CDSMP programs; 2) re-establish Georgia Coalition for Healthy
Aging (GCHA) to assist in strategic planning around the implementation of CDSMP and
advocate for EBPP; 3) expand and support the role of AAAs in implementing EBPP; 4)
provide leadership, consultation and on-going support to local partners. Participant outcomes
are that the program participants: 1) will show increased self-confidence; 2) improved health
status, and 3) increased self-management behaviors. System Outcomes will be: 1) an
increase in the number of CDSMP programs in the state; and 2) reductions in health care
utilization and costs. Products include health promotion materials; reports on project results
reporting participant and system outcomes and demographics of program participants.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0009

Project Title: Hawaii's Healthy Aging Partnership Chronic Disease Self-
Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Hawaii Executive Office On Aging Year Amount
Department Of Health FY2010 | $200,000

No.1 Capitol District 250 S. Hotel Street, Suite 406
Honolulu, Hi 96813

Contact:

Nancy Moser

Tel. (808) 586-0100

Email: nancy.moser@doh.hawaii.gov

Total $200,000

AOA Project Officer: Priti Shah
Project Abstract:

The Hawaii Executive Office on Aging (EOA) will continue to conduct the Chronic Disease
Self-Management Program (CDSMP) in collaboration with the state Department of Health,
Area Agencies on Aging, and community service providers. The goal is to empower older
adults with chronic disease to maintain and improve their health using the Stanford University
CDSMP, Arthritis Self-Management and Diabetes Self Management Programs and to make
evidence-based health promotion readily available to all. The objectives are to: 1) extend
the program’s reach to additional communities that include older adults with low income,
minorities and limited English speakers with chronic diseases; 2) establish referral linkages
between Hawaii's Aging and Disability Resource Center (ADRC) and health clinics, physician
practices, hospital discharge planners, and other community services providers; 3) recruit
and train local community members to certify as Lay Leaders and deliver workshops with
fidelity in their own communities; 4) provide CDSMP workshops to older adults; and 5)
measure changes in participants’ health status after they learn and use CDSMP skills.
Expected outcomes are: 1) Hawaii's Aging Partnership (HAP) will expand to offer CDSMP
workshops in 13 new communities; 2) referral linkages will be established with community
health care providers ; 3) local Lay Leaders will be trained; 4) at least 532 older adults with
chronic diseases will complete at least 4 out of 6 sessions in a CDSMP cycle; and 5)
completers will demonstrate increases in self-rated health status, confidence in using self-
management skills, and decreases in self-reported use of physician, hospital, and emergency
room services.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0033

Project Title: Living Well in Idaho American Recovery and Reinvestment Act
Program Expansion

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Idaho Department of Health and Welfare Year Amount
450 W. State Street - 6th Floor FY2010 | $200,000

Boise, ID 83702

Contact:

Elke Shaw-Tulloch

Tel. (208) 334-5927

Email: shawe@dhw.idaho.gov

AOA Project Officer: Jane Tilly Total $200,000

Project Abstract:

The Idaho Department of Health and Welfare (IDHW), in partnership with the Idaho
Commission on Aging (ICOA), will expand Living Well in Idaho, Stanford University’s Chronic
Disease Self-Management Program (CDSMP), and introduce the Spanish CDSMP into two of
Idaho’s seven public health districts, Southwest District Health (Health District 3) and Central
District Health (Health District 4). The project goal is to expand the CDSMP and implement
Spanish CDSMP in two local public health districts, which include rural and resource-poor
areas serving low-income, minority and limited English speaking older adults. It will build on
an existing fall prevention program delivery infrastructure to create a sustainable program.
The objectives are to: 1) contract with Health Districts 3 and 4 to lead local efforts to expand
and implement the CDSMP and Spanish CDSMP; 2) guide Health Districts 3 and 4 to
contract with three community-based human services organizations for a total of six
organizations implementing CDSMP and Spanish CDSMP to their site and in other sites in
their communities; 3) create a cadre of trained Master Trainers and lay leaders in service to
each community-based human services organization; 4) ensure that each of the six
community-based human services organizations conducts at least seven CDSMP workshops;
5) increase the capacity to serve at least 500 new CDSMP participants through the expanded
workshops; 6) develop working partnerships with the Division of Medicaid, Southwest Idaho
Area Agency on Aging (AAA), Aging and Disability Resource Connections (ADRC) to refer
older adults to the Living Well in Idaho program; and 7) develop the capacity to sustain the
program. Boise State University’s Center for the Study of Aging will continue to serve as the
external evaluation partner responsible for assuring that the programs are implemented with
fidelity to the evidence-based models.
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Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0010
Project Title: lllinois Chronic Disease Self Management Project
Project Period: 03/31/2010 — 03/31/2012

Grantee: Fiscal | Funding
lllinois Department of Public Health Year Amounts
Office of Health Promotion FY2010 | $1,000,000
535 West Jefferson St. FY2009 $
Springfield, IL 62761 FY2008 $
FY2007 $
Contact FY2006 $
Thomas J. Schafer FY2005 $
Tel. No. (217) 782-3300 FY2004 $
Email: tom.schafer@illinois.gov FY2003 $
Total $1,000,000

AOA Project Officer: Theresa F. Arney
Project Abstract:

The lllinois Department of Public Health, in partnership with the Illinois Department on Aging
(IDoA), will work together to achieve the following goal: expand the Chronic Disease Self-
Management Program (CDSMP) and the Diabetes Self-Management Program (DSMP) in
English and Spanish for persons over age 60. This will be accomplished through community-
level aging and public health service provider organizations, reaching at least 2,975
completers (of an estimated 5,143 participants). The objectives are: 1) to expand CDSMP
and DSMP in three existing Planning and Service Areas (PSA) as defined by the Older
Americans Act, and to begin implementation of CDSMP and DSMP in 10 additional Planning
and Service Areas; 2) to strengthen and broaden the infrastructure and partnerships
necessary to effectively embed and sustain these programs within statewide systems; 3) to
evaluate the efforts of each evidence-based intervention to assure program fidelity and
quality; and 4) to share subsequent results and findings. The outcomes of the proposed
project include: 1) improvements in exercise, cognitive symptom management,
communication with physicians, self-reported general health; and 2) reduced health distress,
fatigue, disability, and social/role activities limitations. The products of the proposed project
include sustainability plans created by Area Agencies on Aging for their Planning and Service
area, analyses of participant data and fidelity findings, records of Master Trainer and Lay
Leader activity, and reports delivered by Planning and Service Area fidelity monitors.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0011

Project Title: Indiana American Recovery and Reinvestment Act Living a Healthy
Life Partnership

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Indiana Family and Social Services Administration Year Amount
402 W. Washington Street E442 FY2010 | $600,000

Indianapolis, IN 46204

Contact:

Andrea Vermeulen

Tel. (317) 234-1749

Email: andrea.vermeulen@fssa.in.gov

AO0A Project Officer: Theresa F. Arney Total $600.000

Project Abstract:

The Living a Healthy Life Partnership (Healthy Life Partnership) which includes the Indiana
Division of Aging (DA), the Indiana State Department of Health (ISDH), the Indiana Office of
Medicaid Policy and Planning (OMPP), local Area Agencies on Aging, local health
departments (LHD), Indiana Minority Health Coalition (IMHC) and its local coalitions,
physician groups, hospitals and other various community groups will with this grant ensure
that the Stanford University Chronic Disease Self Management Program (CDSMP), currently
provided by many of Indiana’s Area Agencies on Aging (AAAs), will reach a broader
population of older adults, including low-income, minority, and limited-English-speaking
seniors. The partners will incorporate the existing CDSMP resources into a larger and
stronger network to create a system for delivery of CDSMP statewide for older adults in
Indiana resulting in a strong foundation built within local communities and supported by
statewide agencies and resources that will sustain it beyond the end of this grant. Indiana
will focus on the following objectives: 1) expand capacity to deliver evidence-based
programs through the development of a statewide infrastructure, 2) develop a comprehensive
method of quality assurance and fidelity, 3) promote evidence-based programs to older adults
using the AAAs/Aging and Disability Resource Centers (ADRCSs) as the catalyst for
developing local level partnerships, and 4) target minority populations through non-traditional
aging resources. Indiana will have each AAA/ADRC hire or designate a Health and Wellness
Coordinator whose duties include but are not limited to training lay leaders, teaching
workshops, performing fidelity reports, creating partnerships with other organizations, and
compiling reports.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0012

Project Title: Kansas Chronic Disease Self-Management Program

Project Period: 03/31/2010 — 03/31/2012

Grantee: Fiscal Funding
Kansas Department on Aging Year Amounts
503 S Kansas Ave. FY2010 | $400,000
Topeka, KS 66603 FY2009 $
FY2008 $
Contact FY2007 $
Joyce Smith FY2006 $
Tel. No. (785) 291-3356 FY2005 $
Email: Joyce.Smith@aging.ks.gov FY2004 $
) . FY2003 $
AO0A Project Officer: Theresa F. Arney Total $400,000

Project Abstract:

The Kansas Department on Aging (KDOA) is working in collaboration with the KS Dept. of
Health and Environment, Division of Health, to develop the Stanford University Chronic
Disease Self-Management Program (CDSMP) and Spanish CDSMP Tomando Control de su
Salud (Tomando) within the state’s aging and public health networks. The goals of this
proposed project are to build infrastructure for expanding state capacity to deliver the
programs; to develop a management system at KDOA to implement and maintain the
programs; and to develop a system to measure CDSMP and Tomando outcomes. The
project objectives are: 1) to build capacity to administer the programs at the KDOA; 2) to
develop CDSMP and Tomando sustainability plans; 3) to build capacity to implement the
programs locally; 4) to ensure fidelity; and 5) to reach at least 500 adults age 60 and older.
The expected outcomes include: 1) improvements in exercise cognitive symptom
management, communication with physicians, self-reported general health; and reductions in
health distress, fatigue, disability, and social/role activities limitations. The products of this
project include marketing materials to be supplied to Lay Leaders, participant and leader
training evaluation forms, and a sustainability plan developed through policy initiatives.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0013

Project Title: Kentucky's American Recovery and Reinvestment Act Chronic
Disease Self Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Kentucky Cabinet for Health and Family Services Year Amount
Aging and Independent Living FY2010 | $600,000

275 East Main Street, 3E-E
Frankfort , KY 40621

Contact:

Carla Crane

Tel. (502) 564-6930

Email: carla.crane@Kky.gov

Total $600,000

AOA Project Officer: Theresa F. Arney
Project Abstract:

Kentucky will strengthen both state and community-level partnerships between the
Department for Aging and Independent Living (DAIL), Department for Medicaid Services
(DMS), and Department for Public Health (DPH) to employ the systematic offering of the
Chronic Disease Self-Management Program (CDSMP) across the State. At the state level,
Departments will collaborate and uniformly communicate project goals with parallel
community agencies. At the community level, the employment of CDSMP will be initiated
within five of the fifteen (15) regional Area Agencies on Aging and Independent Living
(AAAIL). Participating AAAIL regions include the most densely populated areas within the
state: Bluegrass (Lexington) and KIPDA (Louisville), in addition to, Northern Kentucky
(adjacent to Cincinnati, Ohio), Green River (Owensboro) and FIVCO (Ashland). Each AAAIL
will strengthen their community relationships, including key partnerships, as demonstrated
within their corresponding sub-work plans. In the first year activities will be concentrated in
the participating five regions of the state but by the end of the grant all fifteen AAAILs will
have a minimum of two master level trainers to facilitate statewide implementation of
CDSMP. ltis anticipated that 1,000 participants will complete the CDSMP course. Project
objectives are: 1) strengthen collaboration between DAIL, DMS and DPH; 2) seek T-Trainer
authorization for a minimum of four individuals; 3) market program statewide; 4) coordinate
data collection and reporting; and, 5) evaluate implementation, fidelity, and certification
authorization.

Page 143 of 486


mailto:carla.crane@ky.gov�

Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0014

Project Title: Stanford Chronic Disease Self-Management Program in Louisiana

Project Period: 03/31/2010 — 03/30/2012

Grantee: Fiscal Funding
Louisiana Governor’s Office of Elderly Affairs Year Amounts
525 Florida Blvd. FY2010 | $400,000
Baton Rouge, LA 70801 FY2009 $
FY2008 $
Contact FY2007 $
Matt W. Estade FY2006 $
Tel. No. (225) 342-3570 FY2005 $
Email: mwestrade@goea.la.gov FY2004 $
_ . . FY2003 $
Ao0A Project Officer: Michele Boutaugh Total $400.000

Project Abstract:

The Louisiana Governor’s Office of Elderly Affairs (GOEA), in partnership with several state
agencies is proposing to implement the Stanford Chronic Disease Self-Management Program
(CDSMP). Major partner agencies include the Department of Health and Hospitals’ Chronic
Disease Prevention and Control Unit (CDPCU) which is in the Bureau of Primary and Rural
Health, Office of Aging and Adult Services (OAAS). Other partners include the University of
Louisiana Monroe (ULM), Louisiana State University Health Sciences Center (LSUHSC), the
State Medicaid agency, and AARP. The goal of the project is to provide the CDSMP to older
adults over age 60 through the Louisiana Aging Network. The objectives of the project are to:
1) deliver the Stanford curriculum to 500 older adults who complete the program; 2) create
infrastructure and partnerships necessary to embed this health education program for older
adults within statewide delivery systems for health and long term care; and 3) evaluate
program effectiveness at the participant level, partner level, and state level. The expected
outcomes of the project are: 1) the potential for improving the quality of life for seniors; 2)
improved health status; 3) change in behavioral risk factors; 4) reduction of the use and cost
of health care over time; and 5) at the state level, integration of CDSMP into the larger scope
of existing prevention programs to creation of a sustainable infrastructure for its delivery. The
four products from this project are a final report, including client-tracking and program
evaluation; results of monitoring program fidelity; publications and presentations at
conferences; educational opportunities for health care providers and aging professionals in
academic settings; and an infrastructure for communication between program developers and
practitioners in public health and aging.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0015

Project Title: Maine Statewide American Recovery and Reinvestment Act Chronic
Disease Self-Management Program Dissemination

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Maine Department of Human Services Year Amount
Office of Elder Services FY2010 | $200,000

11 State House Station 32 Blossom Drive
Augusta, ME 04333-0011

Contact:

Kathleen M. Poulin

Tel. (207) 287-9206

Email: kathy.poulin@maine.gov

Total $200,000

AOA Project Officer: Priti Shah
Project Abstract:

Maine’s Office of Elder Services and Maine’s Center for Disease Control and Prevention are
collaborating with MaineHealth, District Health Offices, area agencies on aging, Division of
Employee Health and Benefits, Medicaid Office and community based human services
organizations to expand access and enhance sustainability of the Chronic Disease Self-
Management Program (CDSMP) for older adults. This grant will expand Maine’s capacity to
deliver CDSMP statewide, maintain fidelity to the model, strengthen the physician practice
based model, and develop an employer based model with State employees and retirees.
Objectives are: 1) to increase access for 400 older adults; 2) to increase the number of
volunteer leaders and master trainers; 3) to increase participation of state employees and
consumers in practice based models; 4) to maintain fidelity, evaluate and monitor impact on
health, and 5) strengthen collaboration between AAAs and public health and sustainability of
the program. Emphasis will be on new and strengthened partnerships with primary care and
patient centered medical home pilot sites and the state employee/retiree health program.
Quiality assurance and fidelity are achieved though Stanford University’s model of master
trainers training and supervising lay leaders, regular quality assurance program site visits, a
completed fidelity checklist for each CDSMP class, and program fidelity data collected as part
of the program evaluation. MaineHealth’'s Center for Quality and Safety will conduct the data
analysis and provide semi-annual outcome reports.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0047

Project Title: Maryland American Recovery and Reinvestment Act Chronic
Disease Self-Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Maryland Department of Aging Year Amount
301 West Preston St. 15th Floor FY2010 | $600,000

Baltimore, MD 21201

Contact:

Donna Smith

Tel. (443) 473-9228

Email: dms@ooa.state.md.us

AOA Project Officer: Priti Shah Total $600,000

Project Abstract:

Health Promotion is a vital component of the Maryland Department of Aging’s (MDOA) vision
of assisting older Marylanders to age in place with dignity, opportunity, choice and
independence. Enhancing the quality of health education and physical fithess is a primary
goal of MDOA. As the population ages and medical expenses grow more costly, it is
important for state and local officials to implement evidence-based (EB) prevention programs
such as Chronic Disease Self Management Program (CDMSP) to help reduce the cost of
chronic conditions and help patients improve the quality of their lives. Using this new
approach, this project will expand coverage of the program to new geographic areas (Anne
Arundel, Garrett and Alleghany counties) and add the Stanford Diabetes model to the current
program offered. Project goals include 1) providing the CDSMP to approximately 1,700 new
seniors across the state, 2) targeting low-income, minority and limited-English speaking
persons over age 60 years, 3) implementing an effective delivery system for evidence-based
health promotion programs while ensuring optimum fidelity, quality assurance levels and 4)
expanding and strengthening our key partnerships. Maryland will bring CDSMP to the grant
target population by training a diverse cadre of master trainers and providing employment for
evidenced-based health program coordinators. Forming unique partnerships at the state and
local levels with a new focus on the Stanford CDSMP Diabetes model will demonstrate an
effective delivery infrastructure and have a real impact on the health status of seniors across
the state.
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Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0034
Project Title: Massachusetts Chronic Disease Self Management Program
Project Period: 03/31/2010 — 03/30/2012

Grantee: Fiscal | Funding
Masschusetts Executive Office of Elderly Affairs Year Amounts
1 Ashburton Place FY2010 | $1,141,783
Boston, MA 02108 FY2009 $
FY2008 $
Contact FY2007 $
Adam Frank FY2006 $
Tel. No. (617) 727-9368 FY2005 $
Email: adam.frank@state.ma.us FY2004 3$
. . ) FY2003 $
AO0A Project Officer: Jane Tilly Total $1.141,783

Project Abstract:

The Massachusetts Executive Office of Elder Affairs (Elder Affairs), in partnership with the
Massachusetts Department of Public Health (MDPH), seeks to implement the Massachusetts
Chronic Disease Self-Management Program (CDSMP Project) to strengthen and sustain the
statewide infrastructure to deliver CDSMP to older adults in Massachusetts. The project will
include community-based collaborative networks led by Elder Services of the Merrimack
Valley (ESMV) to implement the Stanford CDSMP and Tomando Control de su Salud
(Tomando). The goal of the project is to establish a sustainable system to ensure statewide
access for older adults to participate in quality Chronic Disease Self-Management Programs.
The approach is to build community-based collaborative networks to deliver CDSMP and an
infrastructure to ensure quality and fidelity. The objectives are: 1) to expand the
infrastructure to support the statewide delivery of CDSMP; 2) to reach at least 1,713 older
adults to participate in CDMSP or Tomando, and for these participants to report improved
health; and 3) to improve sustainability of the statewide infrastructure for the delivery of
CDSMP throughout the aging, public health, and health care networks. The expected
outcomes are: 1) to have: CDSMP as an integral part of the health and long-term supports
systems; 2) two regions of the state sponsor CDSMP networks; and 3) 1,713 older adults,
including low income, minority and limited English speaking seniors benefit from participation
in CDSMP. The CDSMP Project products are a quality assurance program; memoranda of
understanding and contracts with public and private sector organizations; quarterly reports;
evaluation results; website; articles for publication; and data on group leaders and
participants.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0046

Project Title: Follow the PATH: Older Michiganians taking Personal Action
Toward Health

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Michigan Department of Community Health Year Amount

Office of Services to the Aging FY2010 | $1,106,479

329 S. Walnut

Lansing, M1 48913

Contact:

Sherri King

Tel. (517) 373-4064

Email: kingsl@michigan.gov

Total $1,106,479

AOA Project Officer: Sharon Skowronski
Project Abstract:

The Michigan Office of Services to the Aging (OSA), the Medical Services Administration
(Medicaid) (MSA) and the Michigan Department of Community Health’s Division of Chronic
Disease and Injury Control (DCDIC) are partnering to strengthen and enhance the existing
statewide Michigan Partners on the PATH (MIPATH) infrastructure by improving the logistical
and operational functionality of local and regional coalitions to facilitate the integration and
embedding of evidence based disease prevention programming into the local aging and
public health networks. This will be done through: 1) recruiting new statewide partners,
including Aging and Disability Resource Center (ADRC) representation, medical
schools/health care provider networks, and representatives from the disability networks; 2)
designating AAAs as the local lead agencies and having them work with either their Planning
and Service Area (PSA) based coalition or the a larger MIPATH Regional Coalition to
develop a business plan, market and recruit older adults who are in the target group; and
fund workshops within their PSA regions; 3) creating a statewide communications network
that will get information about CDSMP to older adults and those that work with them; 4)
creating a system to monitor fidelity; and 5) to research and develop sustainable funding
streams. The expected outcomes of this project include 10 recruiting 3,380 older adults to
attend CDSMP workshops throughout the state; 2) recruiting graduates of the programs to
become leaders; and 3) creating a logistical system on a local level to maintain workshop
offerings on a regular basis. Workshops will be given in sufficient numbers so participants
will not have to travel more than 30 minutes to attend a workshop.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0016

Project Title: Minnesota's Chronic Disease Self-Management Program
Project Period: 03/31/2010 — 03/31/2012

Grantee: Fiscal Funding
Minnesota Department of Human Services Year Amounts
Aging and Adult Services FY2010 | $600,000
540 Cedar St. FY2009 $
P.O. Box 64976 FY2008 $
St. Paul, MN 55164-0976 FY2007 $
FY2006 $
Contact FY2005 $
Kari Benson FY2004 $
Tel. No. (651) 431-2566 FY2003 $
Email: kari.benson@state.mn.us Total $600,000

AO0A Project Officer: Shannon Skrowonski
Project Abstract:

The goal of the Minnesota Board on Aging and Minnesota Department of Health is to work
with public and private partners at the state and community levels to build a sustainable
statewide infrastructure to deliver the Stanford Chronic Disease Self-Management Program
(CDSMP). Over the last several years, Minnesota has built a strong foundation to deliver
evidence-based health promotion, falls prevention and chronic disease self-management
programs. Though limited in geographic scope and participant reach, this infrastructure has
proven successful in delivering these programs. The objectives of this initiative are to: 1)
expand the availability of CDSMP statewide; 2) increase the reach of CDSMP statewide; 3)
refine and expand the fidelity monitoring and quality assurance systems statewide; 4) build
regional coordination infrastructure to support statewide delivery of CDSMP; and 5) build
state, regional and local public-private coalitions to ensure long-term sustainability of
CDSMP. The outcomes that are expected from the proposed initiative include: 1) at least
800 participants having completed at least four workshop sessions by March 2012; 2) a
significant proportion of CDSMP participants low-income; 3) most participants being age 60
and older; 4) an increase in participants of non-white populations, 5) and positive reports of
the course and of self-reported health by participants. The products of this initiative include
participant and program data, narrative reports of progress, financial reports, workshop
evaluation surveys, and webinars produced collaboratively by local agencies and CDSMP
host organizations.

Page 149 of 486


mailto:kari.benson@state.mn.us�

Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0035

Project Title: Mississippi Chronic Disease Self-Management Program
Project Period: 03/31/2010 — 03/30/2012

Grantee: Fiscal Funding
Mississippi Department of Human Services Year Amounts
Division of Aging and Adult Services FY2010 | $400,000
750 North State St. FY2009 $
Jackson, MS 39202 FY2008 $
FY2007 $
Contact FY2006 $
Danny George FY2005 $
Tel. No. (601) 359-4925 FY2004 $
Email: danny.george@mdhs.ms.gov FY2003 $
Total $400,000

AOA Project Officer: Michele Boutaugh
Project Abstract:

The Mississippi Department of Human Services, the Division of Aging and Adult Services, in
collaboration with the Mississippi Department of Health, the Mississippi Area Agencies on
Aging, the Mississippi Division of Medicaid and Valley Services, Inc., will implement the
Stanford Chronic Disease Self-Management Program (CDSMP) and the Stanford Diabetes
Self-Management Program (DSMP) to face the challenge of increasing demands for social,
health, and long-term care services for the over 60 population in Mississippi. The goal is to
provide the six-week course to an estimated 500 seniors sixty years or older and slow the
increasing rate of morbidities and moralities associated with chronic disease in Mississippi.
The objectives of the project include: 1) collaborating with key partners to develop strong
local community partnerships; 2) assisting in establishing memoranda of understanding with
strategic partners; 3) supporting regular data analysis; 4) collaborating on strategies to report
progress to key stakeholders, 5) collaborating on strategies to integrate CDSMP into the
routine workflow of local programs; 6) educating program participants about the personal risk
factors associated with chronic disease; 7) identifying pre-post instruments to measure levels
of participant knowledge; 8) integrating feedback tools; and 9) increasing health lifestyle skills
in participants that will assist them in managing their chronic conditions. The anticipated
outcomes of the project include: 1) participants’ improved self-management of their health
through learning to set attainable goals; 2) increased ease in daily activities; 3) increased
communication with their health care providers; 4) enhanced health status; 5) better
healthcare system utilization; and 6) increased self-efficacy. The products of this intervention
will include a final report containing a blueprint for replication of the project along with
significant results and findings; surveys, questionnaires, and interviews of staff and
participants.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0017

Project Title: Improvement in Self-Management of Chronic Diseases Among
Older Adults

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding

Missouri Department of Health and Senior Services Year Amount

PO Box 570 920 Wildwood Drive FY2010 | $632,864

Jefferson City, MO 65102

Contact:

Brad Hall

Tel. (573) 522-2806
Email: brad.hall@dhss.mo.gov

AOA Project Officer: Theresa F. Arney Total $632 864

Project Abstract:

The Missouri Department of Health and Senior Services (DHSS), which includes the state
unit on aging and the public health department, will collaborate with the state Medicaid
program, and Missouri HealthNet, to support the implementation of the Stanford Chronic
Disease Self-Management Program (CDSMP) in Missouri communities. This grant will build
on public, private and community collaborations and partnerships achieved previously in a
successful implementation of CDSMP. Area Agencies on Aging, local public health agencies
and regional arthritis centers will collaborate locally to implement the Stanford program.
(DHSS) will work with state agencies and key stakeholders groups to expand Missouri’s
capacity to deliver the Stanford CDSMP including arrangements for training CDSMP trainers
and leaders, collaborations to schedule and conduct the CDSMP courses at various locations
and times that are convenient for the public, and routinely collect and report data. Project
objectives are: 1) to increase the number of Stanford CDSMP programs in 30 communities;
2) assist 925 older Missourians to complete the program; and 3) increase the number of state
and local partners that implement the CDSMP or refer their clients to the programs.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0018

Project Title: Nebraska American Recovery and Reinvestment Act Living Well
Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Nebraska Department of Health and Human Services Year Amount
301 Centennial Mall So., P.O. Box 95026 FY2010 | $200,000
Lincoln, NE 68509-5026

Contact:

Jamie Hahn

Tel. (402) 471-3493
Email: jamie.hahn@nebraska.gov

AOA Project Officer: Theresa F. Arney Total $200.000

Project Abstract:

The Nebraska Department of Health and Human Services will strengthen the state and local
capacity to coordinate, deliver, and sustain its Living Well program statewide. Living Well is a
Chronic Disease Self-Management Program (CDSMP) which enables older adults with
chronic conditions to improve the quality of their lives while living independently. This will be
accomplished through the: 1) development of a statewide and local infrastructure and
delivery system for the Living Well Program; 2) creation of a network of Living Well English
and Spanish Leaders statewide; 3) enhancing the relationship between the state’s Area
Agencies on Aging and local public health departments; and 4) enhancing the relationship
between the Nebraska Department of Health and Human Services State Unit on Aging,
Medicare Agency, and Division of Public Health, Community Health Section programs. The
Nebraska Living Well Program will strive to provide the Living Well program to a minimum of
400 older adults (60+), of which 75 will represent minority populations and 125 will represent
low income individuals. We will utilize the partner networks of the Area Agencies on Aging,
local public health departments, various programs within the Nebraska Department of Health
and Human Services’ Division of Public Health, Community Health Section, and other
community-based service organizations to recruit leaders and participants to the Living Well
workshops. We will also work with our Medicare certified rural health clinics, the federally
qualified health centers, and Indian Health Services to make the Living Well program
available to their patients.

Page 152 of 486


mailto:jamie.hahn@nebraska.gov�

Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0042

Project Title: Nevada American Recovery and Reinvestment Act Chronic Disease
Self Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Nevada Department of Health and Human Services Year Amount
Aging and Disability Services Division FY2010 | $200,000

3416 Goni Rd., Suite 132
Carson City, NV 89706

Contact:

Jeff Doucet

Tel. (702) 486-3545

Email: jsdoucet@adsd.nv.gov

Total $200,000

AOA Project Officer: Theresa F. Arney
Project Abstract:

The Nevada Chronic Disease Self Management Program (CDSMP) will develop the capacity
of the state and its communities to systematically deliver evidence-based prevention
programs that address chronic conditions and other health risks among seniors, to help them
maintain and improve their health status and independence. The goal of the Nevada CDSMP
project is to improve the health of older adults in Nevada who have chronic conditions, so that
they may achieve the best quality of life while maintaining their independence. Objectives
include: 1) strengthening and significantly expanding existing capacity to deliver CDSMP and
other evidence-based programs statewide; 2) developing and maintaining a community-
based collaborative network to support a statewide distribution system for Nevada to deliver
CDSMP at the local level; 3) developing and maintaining a quality assurance component, to
ensure the proper replication and fidelity of the Stanford CDSMP; and 4) embedding the
aforementioned into the State of Nevada’s system to provide community-based services and
supports to older adults. The Nevada Aging and Disability Services Division (ADSD) will
serve as the lead agency for the project and will work closely with the Nevada State Health
Division (HD) and the Nevada Medicaid Agency to provide project management, monitoring,
evaluation and continuous quality improvement. Local partners are the Southern Nevada
Health District and the Washoe County Health District Clark and Washoe Counties.
Community partners will include the St. Rose Dominican Hospitals (SRDH) in Clark County
and Saint Mary’s Regional Medical Center (SMRMC) to deliver the Stanford CDSMP to 300
Nevadans, with special emphasis on reaching underserved populations such as low income
Hispanic and African Americans in their respective communities.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0019

Project Title: New Hampshire American Recovery and Reinvestment Act Chronic
Disease Self-Management Project

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
New Hampshire Department of Health and Human Services Year Amount
Division of Public Health Services FY2010 | $200,000

29 Hazen Drive
Concord, NH 03301-6504

Contact:

Kathleen Berman

Tel. (603) 271-5172

Email: kberman@dhhs.state.nh.us

Total $200,000

AOA Project Officer: Jane Tilly
Project Abstract:

The gap between current and ideal availability of Chronic Disease Self Management (CDSM)
programs in New Hampshire (NH) is substantial and the population that could benefit from
CDSM is significant. Current capacity to deliver CDSM in NH is limited but could increase
rapidly based on foundation-building that the NH Department of Health and Human Services
(NH DHHS) has undertaken during the last several years. Both the NH DHHS Bureau of the
New Hampshire (NH) Elderly and Adult Services (BEAS) and Bureau of Prevention Services
(BPS) will support a coordinated plan to deliver CDSM programs to elderly and vulnerable
populations in all NH counties. The partners will establish an Action Learning Collaborative,
which will use outcomes and cost/benefit data from the project to influence policy and
systems change. Collaboration began in 2006 when BEAS implemented a Senior Wellness
Initiative in New Hampshire senior centers and BPS established a cross-agency Vulnerable
Populations Work Group with BEAS involvement. The BPS Asthma and Diabetes Programs
have since sponsored initial Stanford Chronic Disease Self-Management Program
(SCDSMP) Master Training. The partners’ goal from the outset of this effort has been to
develop CDSMP capacity statewide which can be created with NH’s small size and well-
integrated system of an existing network of senior service agencies affiliated with BEAS,
including the NH Association of Senior Centers, ServiceLink Aging and Disability Resource
Center (ADRC) sites, congregate meal sites and senior housing sites offering CDSMP
workshops. The proposed project will also engage in its network Community Health Centers
and primary care practices for referrals to CDSMP.
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Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0020

Project Title: Integrating the Chronic Disease Self-Management Program into
New Jersey's Community-Based Long-Term Care System

Project Period: 03/31/2010 — 03/30/2012

Grantee: Fiscal | Funding
New Jersey Department of Health and Senior Services Year Amounts
240 W. State St. FY2010 | $974,835
P.O. Box 360 FY2009 $
Trenton, NJ 08608 - 1002 FY2008 $
FY2007 $
Contact FY2006 $
Geraldine MacKenzie FY2005 $
Tel. No. (609) 943-3499 FY2004 3$
Email: geraldine.mackenzie@doh.state.nj.us FY2003 3$
Total $974,835

AO0A Project Officer: Shannon Skowronski
Project Abstract:

The New Jersey Department of Health and Senior Services’ goal is to integrate the Chronic
Disease Self-Management Program (CDSMP) as a key component of the State’s community-
based long-term care system. Over the past three years, DHSS and its state-level and
community partners have established a strong platform for the delivery of CDSMP and other
evidence-based programs (EBPs). The objectives are to: 1) increase access to CDSMP and
the Diabetes Self-Management Program (DSMP) throughout the state with a focus on
reaching minorities, individuals who speak limited English, and those with low incomes; 2)
develop an infrastructure to support sustained referral to and delivery of CDSMP and DSMP;
and 3) enhance program administration by formalizing partnerships, ensuring program
fidelity, strengthening data collection and evaluation, and developing a statewide
sustainability plan. Models for program delivery/referral will be implemented in multiple
service networks including the Aging and Disability Resource Center, primary care and
chronic disease programs. Agencies/associations able to deliver large numbers of
workshops and oversee peer leaders will be nurtured, including those that can do so in
languages other than English. Expected outcomes include: 1) a minimum of 1,462 workshop
completers; 2) 45% of participants will be minorities, 25% low-income, and 25% will be limited
English-speaking; 3) Improvements in self-reported health status and number of poor health
days of participants; 4) Improvements in health outcomes related to routine diabetes checks
(Alc levels, foot checks, and eye checks). Products will include documentation of staff and
participant strengths and weaknesses, materials assessing the success of CDSMP
integration, and a sustainability plan for CDSMP and other EBPs.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0036

Project Title: Expansion of New Mexico’s Arthritis Program Using Stanfords
Chronic Disease Self-Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
New Mexico Department of Health Year Amount
5301 Central Ave NE Suite 800 FY2010 | $252,583
Albuquerque, NM 87108

Contact:

David Vigll

Tel. (505) 841-5836
Email: david.vigill@state.nm.us

AOA Project Officer: Jane Tilly Total $252,583

Project Abstract:

The New Mexico (NM) Department of Health (DOH) Chronic Disease Prevention and Control
Bureau’s (CDPCB) Arthritis Program will serve as the lead agency in delivering Stanford
University’s Chronic Disease Self-Management Program (CDSMP) in partnership with State,
regional and local organizations. The purpose of this 24-month project is to build on and
expand the Arthritis Program’s current efforts in delivering CDSMP in New Mexico. The goal
is to enable CDSMP participants to build the self-confidence to assume a major role in
maintaining their health as well as managing their chronic health condition(s). The Arthritis
Program will work closely with the New Mexico Aging and Long Term Services Department
(ALTSD) through development, strategic planning and implementation of the CDSMP. The
Southern Area Health Education Center (SOAHEC), Montafias del Norte Area Health
Education Center (MdN AHEC), and the City of Albuquerque, Department of Senior Affairs
(COA DSA) will serve as the key system partners for the delivery of the CDSMP in targeted
communities. New Mexico plans to reach at least 500 older adults statewide with the
CDSMP. System partners will focus on low income, minority and limited English-speaking
older adults (ages 60 and older). To achieve these outcomes, programmatic efforts will be
focused on aligning partners to maximize not only resources, but expertise. Partners will
support CDSMP delivery by leveraging partnerships, creating credibility, and using various
communication strategies.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0021

Project Title: New York State American Recovery and Reinvestment Act Chronic
Disease Self Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
New York State Office for the Aging Year Amount
2 Empire State Plaza FY2010 | $1,190,610

Albany, NY 12223-1251

Contact:

Marcus Harazin
Tel. (518) 473-5705

Email: marcus.harazin@ofa.state.ny.us

AOA Project Officer: Priti Shah Total $1.190,610

Project Abstract:

The New York Office for the Aging and its partners will establish regional delivery
collaboratives forming a network to share resources, manage local recruitment, marketing,
delivery, treatment fidelity and sustainable delivery of the Chronic Disease Self-Management
Program (CDSMP). Project goals are to: 1) Serve 5,000 community-living older adults with
chronic diseases; 2) engage providers already delivering CDSMP in a statewide system; and
3) build a regional infrastructure to offer and sustain high quality delivery of CDSMP and
other evidence-based health programs. Objectives are to: 1) build six CDSMP regional local
delivery collaboratives that include aging service providers, physicians, other health care
providers, NY Connects (NY’s ADRC), and non-traditional partners; 2) train 80 master
trainers and 300 peer leaders; 3) serve 5,000 residents of NYS aged 60+, yielding 3,700
completers of CDSMP including 800 Latino and English as a Second Language completers
of Tomando Control and the Diabetes Self-Management Program; and 4) develop state and
regional business plans for sustaining CDSMP. Features include referrals by physicians,
health networks and NY Connects; reimbursement through Older Americans Act, Medical
Home, Medicaid and private insurance funding and local agencies leveraging new and
existing capacity expanding access; and fidelity and quality assurance led by statewide T-
trainers building towards regionally-based efforts.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0041
Project Title: ARRA Chronic Disease Self-Management Program
Project Period: 03/31/2010 — 03/31/2012

Grantee: Fiscal | Funding
North Carolina Department of Health and Human Services Year Amounts
2001 Mail Service Center FY2010 | $1,006,537
Raleigh, NC 27699-2001 FY2009 $
FY2008 $
Contact FY2007 $
Audrey Edmisten FY2006 $
Tel. No. (919) 733-8390 FY2005 $
Email: audrey.edmisten@dhhs.nc.gov FY2004 $
. . _ FY2003 $
AO0A Project Officer: Shannon Skrowonski Total $1.006,537

Project Abstract:

The purpose of this grant is to implement Stanford University's Chronic Disease Self-
Management Program (CDSMP) and Diabetes Self-Management Program (DSMP) through a
partnership between the North Carolina Division of Aging and Adult Services (DAAS) and the
Division of Public Health (DPH). The state's goal is to adapt CDSMP to a smaller scale,
making it accessible to seniors throughout the state in 17 Area Agency on Aging (AAAS)
regions, and will expand the DSMP to ten AAA regions, where over 50% of the State’s older
adults reside. Our objectives are to: 1) reach a total of 2,995 participants in CDSMP and/or
DSMP, and target low-income, minority, and/or rural older adults; 2) work with at least three
diverse implementation settings in each of the seventeen AAA regions to deliver the
programs; 3) assure that all sites will deliver the program components as intended ¢, taking
steps to ensure fidelity and quality; 4) track processes at the state and regional levels; 5)
expand the statewide infrastructure, utilizing AAAs as hubs of regional activities supporting
ongoing sustainability and quality assurance; and 6) establish regional committees of diverse
and dedicated stakeholders to help shape and support the program implementation. The
expected outcomes include: 1) improvements in exercise, cognitive symptom management,
communication with physicians, self-reported general health; 2) reduction in health distress,
fatigue, disability, and social/role activities limitations. Products will include: a corps of
CDSMP and DSMP Master Trainers and Lay Leaders, data collection forms, fidelity
monitoring tools and training, a CDSMP Business Plan, and a statewide marketing campaign.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0022

Project Title: Ohio's Chronic Disease Self-Management Program/ Diabetes Self-
Management Program Statewide Expansion Initiative

Project Period: 03/31/2010 — 03/31/2012

Grantee: Fiscal | Funding
Ohio Department on Aging Year Amounts
50 W. Broad Street 9th Floor FY2010 | $1,000,000
Columbus, OH 43215-3363 FY2009 $
FY2008 $
Contact FY2007 $
Marc Molea FY2006 $
Tel. No. (614) 752-9167 FY2005 $
Email: mmolea@age.state.oh.us FY2004 $
_ _ _ FY2003 $
AOA Project Officer: Shannon Skrowonski Total $1.000.000

Project Abstract:

The Ohio Department of Aging (ODA), in cooperation with the Ohio Department of Health’'s
Office of Healthy Ohio (ODH), area agencies in aging (AAAs), and local partners
(county/municipal health departments and community-based human services organizations),
propose the goal of making the Chronic Disease Self-Management Program (CDSMP) and
Diabetes Self-Management Program (DSMP) workshops available to older Ohioans and their
caregivers on a statewide basis. This need for statewide expansion is supported by a high
prevalence of chronic disease in Ohio; limited coverage and availability of current
CDSMP/DSMP initiatives; and limited funds to implement evidence-based disease prevention
(EBDP) programs. To support statewide expansion, ODA and ODH have set the following
objectives: 1) develop a statewide training and quality/fidelity control infrastructure; 2) expand
the availability of CDSMP and make DSMP available by funding AAAs/local partners to
conduct CDSMP and DSMP workshops; 3) identify and fund new partners and pathways to
support involvement of additional organizations that will target hard to serve populations and
health disparities; 4) implement strategies to sustain and support the continued availability of
CDSMP and DSMP; and 5) provide continued support to CDSMP/DSMP patrticipants after
they have completed workshops. Outcomes will include: 1) 2 new T-trainers, 20 new Master
Trainers and 170 Lay Leaders; 2) 2,975 workshop graduates; 3) introduction of CDSMP into
Cleveland and Cincinnati; 4) higher number of low-income and minority individuals
participating in CDSMP/DSMP; and 5) expanded outreach to Medicaid eligible individuals,
individuals with mental iliness, caregivers, and veterans. Products will include an inventory of
currently available master trainers and lay leaders, a revised participant survey form to
include necessary data elements, and a database at ODA to track and monitor human
capital.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0023

Project Title: The Living Longer, Living Stronger Project: Oklahoma's Self
Management Expansion

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Oklahoma Department of Human Services Year Amount
2401 NW 23rd Street, Suite 40 FY2010 | $400,000

Oklahoma City, OK 73107

Contact:

Zachary Root

Tel. (405) 522-3121

Email: zachary.root@okdhs.org

AOA Project Officer: Theresa F. Arney Total $400.000

Project Abstract:

The Oklahoma Department of Human Services Aging Services Division (OKDHS ASD), in
partnership with the Oklahoma State Department of Health (OSDH), the Oklahoma Health
Care Authority (OHCA), the Oklahoma Department of Corrections (ODOC) Area Agencies on
Aging, local county health departments, and the Choctaw Nation of Oklahoma, will expand
implementation of the Chronic Disease Self Management Program (CDSMP) and build upon
our evidence-based intervention list with the introduction of the Diabetes Self Management
Program (DSMP) into Oklahoma. OKDHS ASD, OSDH and the Choctaw Nation will take the
lead in coordinating state efforts with lead local community organizations. The goal is to
increase the quality of life and decrease the complications of chronic disease of Oklahomans
over 60 years old by implementing CDSMP and DSMP. Objectives are to: 1) develop and
sustain quality implementation of two evidence-based disease prevention programs for
persons over 60; 2) improve collaboration among health, public health, and aging services
network agencies; and 3) evaluate the program, document activities, and disseminate the
results. Outcomes are: 1) to provide evidence-based disease prevention programs to 700
persons over 60; and 2) sustain the program once federal funding ends. Participants will
report: 1) improvements in self-rated health (15%); 2) decreased health distress (40%); 3)
increased stretching and strengthening exercise (40%); 4) decreased use of medical services
(5%); 5) increased use of pain-management techniques (50%); 6) program satisfaction
(90%); 7) increased energy levels (40%); and 8) increased endurance in exercise (25%).
This project will produce a final report; marketing materials; articles for publication; participant
data; models for urban, rural and tribal regions; and presentations for national conferences.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0001

Project Title: Oregon American Recovery and Reinvestment Act Chronic Disease
Self-Management Program Project

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Oregon Department of Human Services Year Amount
Seniors and People with Disabilities FY2010 | $478,873

676 Church Street
Salem, OR 97301

Contact:

Elaine Young

Tel. (503) 373-1726

Email: elaine.young@state.or.us

Total $478,873

AOA Project Officer: Priti Shah
Project Abstract:

The Oregon Department of Human Services (DHS) State Unit on Aging will support the
health and independence of the state’s aging population by reaching older adults with
sustainable, quality chronic disease self-management programs. At least 800 older adults
age 60 and older will complete Stanford’s Chronic Disease Self-Management Program
(called Living Well with Chronic Conditions in Oregon) or Tomando Control de su Salud
(Tomando) program, and DHS will increase capacity to sustain quality self-management
programs through systems of regional coordination and fidelity monitoring, identification of
sustainable funding sources, and expanded reimbursement options. DHS will partner with
two Area Agencies on Aging with histories of collaboration with local health departments and
community organizations that serve older adults to provide Living Well/Tomando programs.
Within DHS, the State Unit on Aging and Public Health Division will collaborate to support
statewide training and technical assistance to continue to develop statewide capacity to offer
programs. DHS will work with the two areas and the Division of Medical Assistance
Programs to develop systems for regional sustainability. Project objectives are: 1) between
March 31, 2010 and March 30, 2012, 800 older adults will have completed a Living Well or
Tomando program; 2) by March 30, 2012, ensure that low income, rural, Latino, and Native
American older adults have access to Living Well/Tomando programs, and that at least 10%
of participants are Latino or Native American older adults; 3) by March 30, 2012, develop
regional infrastructure in two areas of the state to provide coordinated, quality Living
Well/Tomando programs that reach older adults; 4) by March 30, 2012, develop systems to
support sustainability of Living Well/Tomando programs.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0024

Project Title: Deploying Evidence-Based Chronic Disease Self-Management
Programs (CDSMP) That Empower Older Adults

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Pennsylvania Department of Aging Year Amount
555 Walnut Street 5th FL FY2010 | $1,000,000
Harrisburg, PA 17101-1925

Contact:

Jack Hillyard

Tel. (717) 425-5716

Email: jhillyard@state.pa.us

AOA Project Officer: Jane Tilly Total $1,000,000

Project Abstract:

The Pennsylvania Departments of Aging and Health will implement and expand the delivery
of the Stanford University Chronic Disease Self-Management Program to empower older
Pennsylvanians with chronic diseases to maintain and improve their health status. Four Area
Agencies on Aging, Allegheny County Area Agency on Aging; Berks County Office on Aging;
Cambria County Area Agency on Aging; and Philadelphia Corporation for Aging, will be local
lead agencies to administer the program. They were selected by using a combination of the
following community factors: 1) a high prevalence of chronic diseases in the Commonwealth;
2) economic distress; and 3) demographic density of low-income, minority and limited English
speaking older adults. This effort builds a foundation of community-level partner networks
involving our respective aging and public health affiliates and offers an opportunity for local,
state and federal agencies to meaningfully strengthen cross-departmental healthcare-related
efforts. The overall goal is to improve the ability of 3,309 older adults to maintain their health
and manage their chronic health conditions. Activity is targeted to low-income, minority and
limited English-speaking older adult populations. The project objectives are to: 1) document
the impact of CDSMP on participant health behavior, disability and role functioning and self-
reported health care; 2) identify state and local program integration strategies to ensure
sustainability; and 3) demonstrate a replicable model of collaboration among area agencies
on aging, local health departments, community service providers and health care
organizations.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0025
Project Title: Puerto Rico Chronic Disease Self-Management Program
Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Puerto Rico Department of Health Year Amount
PO Box 70184 FY2010 | $400,000

San Juan, PR 00936-8184

Contact:

Abraham Rivera

Tel. (787) 977-2156

Email: abrahamrivera@salud.gov.pr

AOA Project Officer: Shannon Skowronski Total $400.000

Project Abstract:

The Puerto Rico Department of Public health (DOH) will implement the Stanford University
evidence-based Chronic Disease Self Management Program (CDSMP) to empower older
people with chronic diseases in Puerto Rico to maintain and improve their health status and
help maintain their independence in the community and reduce health care costs. The DOH
and the Office of the Ombudsman for the Elderly (OOE) will support the project goal of
implementing an evidence based PRCDSMP for the population 60 years and older with
chronic conditions by providing self management skills to maintain healthy and active
lifestyles. The expected outcomes for the Puerto Rico CDSMP are that adults 60 years or
older who participate and complete the program will report having better strategies for coping
with their chronic conditions, specifically: 1) improvements in self rated health; 2) decrease in
health distress; 3) increase exercise; and 4) decrease in self reported hospitalizations and in
self reported health care utilization. The program will serve a minimum of 500 hundred older
adults with chronic conditions using a team of trainers certified by Stanford University to
implement the program in each health region considering chronic disease prevalence.
Partnerships with public, private and community organizations will provide technical
assistance, collect data, implement an evaluation plan and fulfill reporting requirements. The
CDSMP will coordinate with Aging Resource Centers, healthcare providers, health insurance
agencies, the Puerto Rico Health Services Administration, Chronic Disease Division, Healthy
Communities, Health Promotion and Education Programs and others, to identify and refer
potential participants. The trainers and leaders to be certified include health educators, social
workers, nurses, community outreach workers and chronic disease patients willing to be
trained and implement the program in their community. An awareness plan and collaboration
agreements will be completed to assure CDSMP continuance.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0026

Project Title: Living Well Rhode Island: A Model to Improve Chronic Disease Self-
Management in Seniors

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Rhode Island Department of Health Year Amount
3 Capitol Hill, Room 409 FY2010 | $200,000
Providence, RI 02908

Contact:

Ana Novais

Tel. (401) 222-5117
Email: Ana.Novais@health.ri.qov

AO0A Project Officer: Sharon Skowronski Total $200.000

Project Abstract:

Rhode Island (RI) proposes to expand and strengthen its existing capacity to deliver Chronic
Disease Self-Management Programs (CDSMP) among seniors. RI’s two current CDSMP
programs are the Stanford Chronic Disease Self Management Program and Tomando
Control de su Diabetes. Living Well Rhode Island: A Model to Improve Chronic Disease Self-
Management in Seniors, will expand the delivery infrastructure for these two programs, by
working with senior centers in Providence County which has the largest population of
residents 60 and over of which the minority population is approximately 10,372. This
represents an estimated 8.5 percent of the county’s total population of 124,635 seniors. At
least 65% of these seniors have a risk factor for or diagnosed chronic disease. The RI
Department of Health will serve as the lead agency for this application and will continue its
strong collaboration with the Rl Department of Elderly Affairs, and the Medicaid Office of the
Department of Human Services to improve and sustain CDSMP. An integral collaboration
will be established with RI's statewide Aging and Disability Resource Center. Currently, RI
has 29 Master Trainers of which 26 are bi-lingual and 116 Leaders, of which 39 are bilingual.
This work force is guided and governed by an 18 member Steering Committee and four Task
Groups (Policy, Recruitment, Assessment and Fidelity), which meets quarterly, and a 142
member Coalition, which meets bi-annually, and provides updates, shares best practices,
and discusses barriers and solutions. Through this grant, Rl will: 1) provide CDSMP to a
minimum of 500 Providence County seniors, focusing on low-income, minority, and limited
English speaking seniors; and 2) strengthen the existing CDSMP infrastructure to provide
evidenced-based prevention programs for seniors so that programs can be sustained post-
funding.

Page 164 of 486


mailto:Ana.Novais@health.ri.gov�

Program: Chronic Disease Self-Management Program — State Grants

Grant Number: 90RA0044

Project Title: Expansion of Chronic Disease Self-Management Program in
South Carolina

Project Period: 03/31/2010 — 03/30/2012

Grantee: Fiscal | Funding
South Carolina Lieutenant Governor’s Office on Aging Year Amounts
Division of Aging Services FY2010 | $750,000
1301 Gervais Street, Suite 200 FY2009 $
Columbia, SC 29209 FY2008 $
FY2007 $
Contact FY2006 $
Denise W. Rivers FY2005 $
Tel. No. (803) 734-9939 FY2004 $
Email: riversd@aging.sc.gov FY2003 $
Total $750.000

AoA Project Officer: Michele Boutaugh
Project Abstract:

The Lieutenant Governor’s Office on Aging (LGOA), in partnership with the South Carolina
Department of Health and Environmental Control (DHEC), will implement both a Chronic
Disease Self-Management Program (CDSMP) and the Arthritis Foundation Self-Help
Program, targeting persons 60 and older and younger persons with disabilities, especially
vulnerable and underserved populations. The goal of this project is to reduce the burden and
impact of chronic disease in South Carolina and to improve the quality and years of life of
older adults. The objectives of this project are to: 1) increase access to and use of CDSMP
and the Arthritis Foundation Self-Help Program; 2) developing an integrated statewide
infrastructure to support their quality and expansion; 3) implement the two programs in three
new, underserved geographic regions; 4) expand the programs in the original three
Administration on Aging grantee regions; 5) to strengthen the statewide infrastructure for all
evidence based programs; 6) increase the collaboration between state and local partners to
effectively expand and evaluate the two programs; 7) to solidify and broaden system-level
and infrastructure changes initiated through other projects; and 8) to further collaborative
efforts already underway with community and faith-based partners. Expected outcomes are:
1) to reduce the burden and impact of chronic disease in South Carolina; and 2) improve the
quality and years of life for older adults and individuals with disabilities in South Carolina.
Products will include evaluations of program reach, number of completers, demographics,
quality (fidelity), and participant satisfaction; quarterly, semi-annual, and annual reports; and
written processes for EBP dissemination at state and region level.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0027
Project Title: Chronic Disease Self-Management Programs
Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Tennessee Commission on Aging and Disability Year Amount
500 Deaderick Street, 8th Floor, Suite 825 FY2010 | $800,000

Nashville, TN 37243

Contact:

Cynthia G. Minnick

Tel. (615) 741-2056

Email: cynthia.minnick@tn.gov

AOA Project Officer: Sharon Skowronski Total $800.000

Project Abstract:

The Tennessee Commission on Aging and Disability (TCAD) will partner with State,
Regional, and local partners to achieve the goal of implementing and sustaining the Stanford
Chronic Disease Self-Management Program (CDSMP) and enhancing the Arthritis Self-Help
Program (ASHP) to reach a minimum of 1,200 older Tennesseans. The objectives are to: 1)
implement and manage the CDSMP in 6 regions; 2) enhance ASHP by training additional
leaders and providing the program to rural counties not currently being served; 3) build
capacity by developing a cadre of leaders to provide and maintain the self-management
programs; 4) make CDSMP more accessible to an increased number of older adults; 5)
embed the programs through the infrastructure and delivery systems currently in place; and
6) empower older adults with chronic disease to maintain a healthy lifestyle through self-
management and to avoid placement in nursing home facilities as a direct result of chronic
disease through participation in the CDSMP/ASHP. TCAD'’s partners for this project are the
Tennessee Department of Health, the Department of Finance and Administration, Bureau of
TennCare, Arthritis Foundation of Tennessee, University of Tennessee Extension, and the
Area Agencies on Aging and Disability in Greater Nashville, East Tennessee, First
Tennessee, Southeast Tennessee, and Northwest Tennessee and Meritan in Memphis.
Coordinators will conduct outreach and recruit potential participants, program leaders will be
identified and trained, and courses will be delivered. Quality assurance activities use the RE-
AIM (Reach, Efficacy/Effectiveness, Adoption, Implementation, Maintenance) framework and
the implementation components to ensure fidelity of implementation.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0037
Project Title: Texas Healthy Lifestyles 2010-12
Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Texas Department of Aging and Disability Services Year Amount
Access and Intake FY2010 | $1,000,000

701 West 51st Street

Austin, TX 78751-2312

Contact:

Christy Fair

Tel. (512) 438-5471

Email: christy.fair@dads.state.tx.us

Total $1,000,000

AOA Project Officer: Michele Boutaugh
Project Abstract:

Texas Healthy Lifestyles 2010-12 (TXHL) will dramatically increase the capacity of Texas
state and local partnerships to deliver Chronic Disease Self-Management Programs
(CDSMP) and Diabetes Self-Management Programs (DSMP) as well as explore the creation
of long-term, system-level infrastructure changes to improve the delivery of information and
training to Texans living with chronic disease. The project will involve a partnership including
the Department of Aging and Disability Services (DADS), the Department of State Health
Services (DSHS), the Health and Human Services Commission (HHSC), HHSC’ s Office of
Border Affairs, and a coalition of area agencies on aging (AAAs), encompassing 67 counties.
HHSC will work to identify and engage through its Texas Health Management Program
(HMP) chronically ill Medicaid clients. DADS and HHSC, in conjunction with the State’s HMP
contractor, will work to minimize Medicaid expenses for delivering CDSMP/DSMP to dual
eligible clients with chronic disease and explore the feasibility of offering CDSMP/DSMP as a
Medicaid benefit. Local partners chosen through a competitive process have committed to
delivering CDSMP and DSMP in both English and Spanish to 4,098 individuals, including
those from major metropolitan areas, rural East Texas and two tribal entities. The projected
number of course completers is 2,975. Partners have committed to creating local
partnerships and developing funding options to sustain its projects beyond the initial two-year
period including at least a ten percent match in cash or in-kind services to this initial funding.
A Texas A&M School of Rural Public Health evaluation team will assist the state in the
development of a standardized evaluation protocol, training with the state and participating
sites, data analysis, report writing, and feedback to key stakeholders.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0038

Project Title: Development and Expansion of the Chronic Disease Self-
Management Program Infrastructure in Utah

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Utah Department of Health Year Amount
PO Box 142001 FY2010 | $298,660

288 North 1460 West
Salt Lake City, UT 84114-2001

Contact:

Nathan L. Peterson

Tel. (801) 538-9458

Email: nathanpeterson@utah.gov

Total $298,660

AOA Project Officer: Priti Shah
Project Abstract:

The project goal is to increase participation in Chronic Disease Self-Management Programs
(CDSMP) in Utah by developing and expanding the current infrastructure through the
development of partnerships with area agencies on aging, local health departments and
community-based organizations serving older adults to create a statewide distribution system
to systematically deliver CDSMP interventions to senior citizens. Objectives include: 1)
program completion from 1,200 older adults with chronic conditions through this AoA grant
and an additional 800 through support of the Centers for Disease Control and Prevention
(CDC) who patrticipate in approved English and Spanish CDSMP models; 2) developing and
expanding partnerships with six Area Agencies on Aging (AAA) and local public health
networks; 3) increasing the number of trained leaders and master trainers; 4) addressing the
special needs of seniors; and 5) developing a sustainable plan for systems-based CDSMP
delivery. As a state currently funded by the CDC Arthritis Program, the approach will be to
maintain program fidelity while significantly increasing the number of systems delivering
CDSMP interventions. Partnerships within systems in areas of the state with greatest need
and potential for reach the expansion of programs in Salt Lake County, which covers
approximately 40% of adults over 60, and the Davis County and Mountainland AAA systems.
New partnerships will includes the Southwest Utah region, which has an estimated reach of
15% of the Utah population over 60; the Tooele County AAA to address the needs of a large
county in northwest Utah; and the Central Utah Health District, to achieve statewide
distribution. It is expected that the new infrastructure can reach 95% of Utah seniors.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0029
Project Title: Vermont Chronic Disease Self-management Program Collaborative
Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Vermont Department of Health Year Amount
108 Cherry Street, Box 70 FY2010 | $100,000

Burlington, VT 05402

Contact:

Robin Edelman

Tel. (802) 863-7208

Email: Robin.Edelman@ahs.state.vt.us

AoA Project Officer: Jane Tilly Total $100,000

Project Abstract:

The goal of Vermont’s program is to build the local infrastructure to implement evidence-
based chronic disease programs to reduce the health and economic burden of chronic
disease through the Stanford Chronic Disease and Diabetes Self-management programs.
The Vermont Department of Health (VDH), in collaboration with the Department Disabilities,
Aging and Independent Living (DAIL), Area Agencies on Aging (AAAs), and the hospitals
statewide strive achieve this goal through the following objectives: 1) recruit 140 older adults
and adults with disabilities to complete the program; 2) formalize the partnerships between
the institutions such as local VDH District Offices, AAAs, and Vermont hospitals; and 3)
ensure program fidelity through measures such as refresher trainings and program
evaluations. The expected outcomes include: 1) improved self-confidence, 2) decreased
emergency room utilization and lower number of avoidable hospitalizations among program
completers; 3) implement program at senior meal sites and housing sites; and 4) increased
collaboration with Medicaid case managers to identify and refer patients to the program.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0043

Project Title: Chronic Disease Self-Management Program/Diabetes Self-
Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Virginia Department for the Aging Year Amount
Department for the Aging FY2010 | $1,046,084

1610 Forest Avenue, Suite 100

Richmond, VA 23229

Contact:

Katie M. Roeper

Tel. (804) 662-7047

Email: katie.roeper@vda.virginia.qov

Total $1,046,084

AOA Project Officer: Jane Tilly
Project Abstract:

The Virginia Department for the Aging (VDA), in partnership with the Virginia

Department of Health (VDH) and the Department of Medical Assistance Services (DMAS),
proposes to build on the Commonwealth’s current Stanford Chronic Disease Self-
Management Program (CESMP) and Diabetes Self Management Program (DSMP) initiative
“You Can! Live Well Virginia!” These programs will be administered for older adults with
chronic diseases through nine Area Agencies on Aging (AAAs) and ten Health Districts (to
include 35 local health departments) and serve 49 cities and counties, reaching over 52% of
the Commonwealth’s over 60 population. The project will assist older adults in managing
their illnesses to improve their health status, increase quality of life, and prolong
independence and ensure a sustainable delivery system for evidence-based programs is
embedded into Virginia’'s network of community-based supports for seniors. Expected
outcomes include: 1) 2,136 individuals completing a CDSMP or DSMP; 2) 23 additional
certified Master Trainers; 3) a minimum of 182 new trained Leaders; 4) a strengthened state
and local infrastructure delivering evidence-based prevention programs; and 5) resource
leverage and integration with current evidence-based prevention and aging services
initiatives. VDA and VDH will provide technical assistance to community projects, coordinate
and host Master Trainings, track outcomes, and lead sustainability planning. DMAS will
administer communications with appropriate Medicaid waiver beneficiaries and foster
partnerships with appropriate medical, insurance, and corporate entities. AAAs will provide
community-wide coordination, program administration and lead community teams.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0030

Project Title: Washington State Communities Putting Prevention to Work:Chronic
Disease Self Management Program

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Washington Department of Social and Health Services Year Amount
Aging and Disability Services Administration FY2010 | $652,582

PO Box 45600 640 Woodland Square Loop SE
Olympia, WA 98504-5600

Contact:

Marietta Bobba

Tel. (360) 725-2618

Email: bobbam@dshs.wa.qgov

Total $652,582

AOA Project Officer: Jane Tilly
Project Abstract:

The Department of Social and Health Services (DSHS) in partnership with the Department of
Health (DOH) will offer the Stanford University Chronic Disease Self Management Program
(CDSMP) and Tomando Control de su Salud through four Area Agencies on Aging, as lead
local organizations. The project will strengthen and significantly impact existing capacity to
deliver CDSMP in Washington, reaching 2000 older adults (age 55 and older) yielding 1200
course completers through a network of master trainers, lay leaders and partnerships with
public/private organizations. This goal will exceed the targeted minimum CDSMP course
completers required for Washington by 33%. Older adults with access barriers, such as
language (Spanish, Korean, Viethamese), culture (Tribes, immigrant/refugees) geographic
remoteness or living in low income senior housing, will be targeted for inclusion in the
workshops. This project will provide a foundation for development of a statewide
dissemination and distribution infrastructure for CDSMP. Existing quality assurance methods
will be implemented for continuous quality improvement including quarterly web based
meetings and master trainer oversight to ensure fidelity. Multiple existing and new
community level collaborations will serve as vehicles to form new partnerships for
sustainability. This will be accomplished through local and state advisory workgroups,
enhanced website development, statewide conferences, master trainer classes and feasibility
studies to assist with dissemination methodology to expand reach. DSHS/ADSA will work
with DSHS/Health and Recovery Services Administration (HRSA) to expand reimbursement
for CDSMP to all adults with chronic conditions covered by the State Medicaid Plan.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0031
Project Title: West Virginia Chronic Disease Self Management Program
Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
West Virginia Department of Health and Human Resources Year Amount
State Capitol Complex, Building 3, Room 206 FY2010 | $400,000
Charleston, WV 25305

Contact:

Joe Barker

Tel. (304) 558-9103
Email: joseph.l.barker@wv.gov

AOA Project Officer: Priti Shah Total $400,000

Project Abstract:

The Bureau of Public Health (BPH) will partner with the Bureau of Senior Services (BoSS),
Bureau for Medical Services (BMS), West Virginia University Center on Aging’s Rural Healthy
Aging Research Network (WVU RHAN), Marshall University Center for Rural Health (MU),
and the Partnership of African American Churches (PAAC) to develop a network to
disseminate the Chronic Disease Self Management Program (CDMSP). This collaboration
will address these objectives: 1) disseminate CDSMP/DSMP in all four AAA (Area Agency
on Aging) regions in collaboration with Senior Citizen Centers, Aging and Disability Resource
Centers (ADRCs), Federally Qualified Health Clinics (FQHCS), local health departments, and
PAAC, to target 800 participants, including at least 80 African-Americans; 2) build the
capacity in 30 organizations to implement CDSMP/DSMP through training 16 new master
trainers and 32 new CDSMP/DSMP Course Leaders; 3) develop the capacity in organizations
that serve minority populations by training at least 16 African-Americans; and 4) sustain the
dissemination of CDSMP/DSMP by equipping two staff members in the BPH and three staff
members in BoSS to provide leadership for supporting these programs throughout the state.
The BPH in close partnership with BoSS will lead this statewide effort with guidance by a
Steering Committee to explore collaborative sustainability options. CDSMP will be offered at
five venues across the state including Senior Centers, ADRCs, FQHCs, local health
departments, and the 22 churches members of PAAC. Further sustainability planning will be
sought using West Virginia University School of Social Work and the West Virginia University
Extension Service Community Outreach Education Service volunteers. MU will coordinate
training efforts of Master Trainers, and Lay Leaders and provide yearly skill building
seminars. WVU RHAN will serve as the project evaluator.
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Program: Chronic Disease Self-Management Program State Grants

Grant Number: 90RA0028
Project Title: Wisconsin Chronic Disease Self Management Program
Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
Wisconsin Department of Health Services Year Amount
1 W. Wilson Street P.O. Box 7850 FY2010 | $810,328

Madison, WI 53707-7850

Contact:

Gail Schwersenska

Tel. (608) 266-7803

Email: gail.schwersenska@wisconsin.gov

AOA Project Officer: Priti Shaw Total $810,328

Project Abstract:

Under this grant, Wisconsin will complete statewide expansion of the Stanford Chronic
Disease Self-Management Program (CDSMP) utilizing the existing aging and public health
networks and in partnership with private health systems and health maintenance
organizations. Special attention will be given to reaching Wisconsin’s Latino population by
expanding Tomando Control de su Salud (Tomando), the Spanish version of CDSMP in
Milwaukee and training leaders in two other Hispanic communities in Wisconsin. Using
trained Native American master trainers, CDSMP will be expanded to at least five (5) of the
11 federally recognized tribes. In total an estimated 1,600 individuals will participate in
CDSMP workshops over the next two years. On the state level, the aging and public health
partnership forged in other grants will continue and the Division of Health Care Access and
Accountability (DHCAA), the Medicaid agency will join the partnership to provide access and
outreach to both the community-dwelling older Medicaid population and its extensive provider
network. This grant will provide funding for two new staff positions at the Wisconsin Institute
for Healthy Aging (WIHA). These positions will be vital to establishing a permanent,
sustainable home for evidence-based prevention programs. The WIHA will serve as a vital
link to assuring the quality and fidelity by leading and coordinating the monitoring activities of
these programs at the state, regional and local level. As part of the effort to maintain quality
and fidelity, a consultant with experience in curriculum development utilizing the principles of
adult learning will be engaged to assist in designing a leader refresher course based on the
key elements of the Chronic Disease Self-Management Program.
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Chronic Disease Self Management Assistance Programs

National Resource Center

The Administration on Aging solicited applications in FY2010 for support of a National
Resource Center to provide technical assistance and evaluation support for AOA and the new
State Chronic Disease Self-Management Program (CDSMP) project recipients. The Center
is expected to document the extent to which CDSMPs are being implemented with fidelity to
their original research design and to strengthen the capacity of states and communities to
sustain CDSMPs after their grant period.
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Program: Chronic Disease Self-Management Program National Center

Grant Number: 90RC0042

Project Title: Communities Putting Prevention to Work Chronic Disease Self-
Management Program National Resource Center

Project Period: 03/31/2010 - 03/30/2012

Grantee: Fiscal Funding
National Council on Aging, Inc Year Amount
1901 L Street, NW — 4thFloor FY2010 | $2,837,500
Washington, DC 20036

Contact:

Wendy Zenker

Tel. (202) 479-6618

Email: Wendy.Zenker@ncoa.org

AO0A Project Officer: Jane Tilly

Total $2,837,500

Project Abstract:

The National Council on Aging (NCOA) will serve as the National Resource Center for the 45
states, DC and Puerto Rico that received grants to promote wellness by deploying evidence-
based, chronic disease self-management programs (CDSMP) targeted at older adults with
chronic conditions. The Center’s goal is to work collaboratively with the Administration on
Aging (AoA), the 47 states and territories funded by the Recovery Act, the aging services
network and other stakeholders to develop the infrastructure, systems and support to sustain
and expand CDSMP and other evidence-based programs. The objectives of the Center are
to: 1) provide resources and tools that will assist states in meeting their goals; 2) develop
and implement data collection systems to facilitate reporting; 3) assess and evaluate state
performance in order to identify opportunities to improve performance; 4) document the
extent to which CDSMPs are being implemented with fidelity to the original research design;
5) strengthen the capacity of states and communities to sustain CDSMPs after the grant
period ends; and 6) conduct a national study of participant outcomes. Project outcomes
include: 1) state’s achievement of agreed upon goals to conduct programs that will result in
over 50,000 participants attending and completing four out of six CDSMP workshops; and 2)
integration of evidence-based and CDSMP programs into the state delivery and distribution
system for services to older adults. The Center will also work to advance CDSMP national
scaling though collaboration with other federal agencies, national organizations and
stakeholders. The Center will produce materials to assist state grantees in achieving their
goals, make these materials widely available through webinars, technical assistance calls,
site visits, and a website; develop and implement a data management system to facilitate
reporting, and issue a final report on the national study.

Page 175 of 486



Community Living Program

AO0A launched the Community Living Program (CLP) in the fall of 2007 which is designed 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. The 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. Grants to SUAs encourage the Aging Services Network to modernize and
transform the funding they receive under the Older Americans Act, or other non-Medicaid
sources, into flexible, consumer-directed service dollars. It complements 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. It also supports states’ long-term care rebalancing efforts.
Since 2008 AoA has worked closely with the Veterans Health Administration to provide an
additional opportunity to State Units on Aging (SUAs) and Area Agencies on Aging (AAAS) to
serve veterans of all ages at risk of nursing home placement.

For additional information about the CLP program go to the AoA website:

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

Page 176 of 486


http://www.aoa.gov/AoARoot/AoA_Programs/HCLTC/NHD/index.aspx�

Community Living Program — State Projects

AoA launched the Community Living Program (CLP) initiative in the fall of 2007. In FY2007,
FY2008, and FY2009, AoA issued awards to12, 14 and16 states respectively to initiate new
projects or maintain and expand a state’s current projects. In all, 28 states have received
CLP grants. The total of federal and non-federal funds dedicated to the CLP program in
FY2009 was almost $12 million, with a cumulative total for all 3 years of $36 million. With the
implementation of the 2009 CLP grants, there are more than 120 CLP program sites
nationally. In FY2010, continuation grants were awarded to the 16 FY2009 grantees.
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Program: Community Living Program

Grant Number: 90CD1199
Project Title: Alabama's Community Living Program
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal Funding
Alabama Department of Senior Services Year Amounts
770 Washington Avenue, Suite 470 P.O. Box 301851 FY2010 | $409,664
Montgomery, AL 36130-1851 FY2009 | $304,020
FY2008 $
Contact: FY2007 $
Julie Miller FY2006 $
Tel. (334) 353-9285 FY2005 $
Email: julie.miller@adss.alabama.gov FY2004 $
. . _ FY2003 $
AoA Project Officer: Linda J. Velgouse Total $713.684

Project Abstract:

The Alabama Dept. of Senior Services (ADSS) in Partnership with South Alabama Regional
Planning Commission (SARPC) with other stakeholders have as a project goal to implement
program and infrastructure changes in methods which SUAs and AAAs use to serve and
manage persons at high risk of Medicaid spend down and nursing home placement that
improve quality for individuals and help transform Alabama’s long- term care system.
Objectives: 1) establish a fully functioning aging and disability resource center in SARPC; 2)
identify individuals at high risk of nursing home placement and Medicaid spend down; 3) develop
formal policies for “Prioritization” as a method to provide a sustainable community living program
in Alabama and utilize the DON assessment to target individuals at greatest risk; 4) provide a mix
of flexible person-centered services with a cash and counseling model based on assessed needs
and preferences; 5) utilize 20% of grant funds and Title Ill funds providing person-centered
services to a minimum of 50 individuals during the 24 month project; 6) ADSS will provide
direction and oversight for the infrastructure development of brokerage and fee-for-service
case management, cost sharing, and private pay resources; 7) ADSS will develop protocol
and guidelines to apply for Veteran’s Department Home and Community-Based Services
program for SARPC. Outcomes: 1) infrastructure supporting consumer directed programs;
2) strengthened capacity providing streamlined information and long-term care counseling; 3)
clients served based on greatest need and risk of spend down and nursing home placement.
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Program: Community Living Program

Grant Number: 90CD1197

Project Title: Florida Community Living Program Pilot Project
Project Period: 09/30/2009 — 09/29/2011
Grantee: Fiscal Funding
Florida Department of Elder Affairs Year Amounts
4040 Esplanade Way, Suite 315 FY2010 | $389,961
Tallahassee, FL 32399 FY2009 | $575,469
FY2008 $
Contact: FY2007 $
Jay Breeze FY2006 $
Tel. No. (850) 414-2338 FY2005 $
Email: Breezej@elderaffairs.org FY2004 $
, , _ FY2003 $
AO0A Project Officer: Linda J. Velgouse Total $965.430

Project Abstract:

The Florida Department of Elder Affairs (FDOEA) Community Living Program (CLP) project
targets elders at high risk for nursing home placement and spend down to Medicaid. The
project operates in Broward, Marion and Miami-Dade counties in concert with the Planning
and Service Area (PSA) 10 Aging and Disability Resource Center (ADRC), and PSAs 3 and
11 Aging Resource Centers (ARCSs), respectively. The goal of the project is to build on the
current CLP Project and expand innovative service delivery options in the areas served by
the existing ADRC/ARCs. This expansion will increase the capacity of the aging services
network and minimize the number of elders placed in nursing homes, readmitted to hospitals,
or spending down to Medicaid. Project objectives include: 1) creating a self-sustaining
administrative structure by developing a financial management system that supports
consumer directed care (CDC) as a long-term alternative to traditional home and community-
based services (HCBS); 2) identifying individuals not eligible for Medicaid but at high risk for
nursing home placement and spend down to Medicaid utilizing and enhancing existing
ADRC/ARC methods to improve targeting effectiveness in diverting clients; 3) strengthening
the aging network’s capacity to track client outcomes and document effectiveness of the
program; and 4) rapidly authorizing and providing services by creating new and flexible
service options using existing funding streams. The CLP project will emphasize greater
flexibility in the use of state program funding; rapid authorization of services that offer a
consumer-direction option; and responsiveness to the unique and changing needs of the
target population, independent of funding sources.
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Program: Community Living Program

Grant Number: 90CD1201

Project Title: Expansion of Georgia's Community Living Program to the
Northwest Georgia Planning and Service Area

Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal | Funding
Georgia Department of Human Services Year Amounts
Division of Aging, 9th Floor FY2010 | $454,611
2 Peachtree St., NW FY2009 | $505,080
Atlanta, GA 30303 FY2008 $
FY2007 $
Contact: FY2006 $
Kim Grier FY2005 $
Tel. (404) 520-2101 FY2004 $
Email: kagrier@dhr.ga.gov FY2003 $
Total $959,691

AO0A Project Officer: Linda J. Velgouse
Project Abstract:

Georgia’s Department of Human Services, Division of Aging Services will implement this
Community Living Program Project with the Northwest Georgia Area Agency on Aging
(NWGA AAA) in the fifteen-county Northwest Georgia region. The goal of the project,
Georgia’s Consumer Support Options (CSO), is to support the rebalancing of Georgia’s long-
term care system. The objectives are: 1) to divert persons at risk of nursing home placement
and Medicaid spend down; 2) to use established targeting criteria (established during the
previous grant cycle) for the intake and screening process through the single-entry point
Gateway system 3) to initiate the modernization of the Northwest Region’s aging services
network by reallocating Title Il and other non-Medicaid funds to support flexible spending
pools; 4) to implement the DAS consumer-directed model of care, allowing consumers to
tailor services to their individual needs; 5) to develop and maintain a Fiscal Management
Service at the NWGA AAA; and 6) work with the Atlanta Veteran’s Administration Medical
Center to provide the Veterans Directed Home and Community Based Service (VDHCBS)
program, and, to implement the TCARE protocol of caregiver assessment for the VDHCBS
caregivers. Anticipated outcomes are: 1) a significant number of individuals at risk for
nursing home placement, but not Medicaid eligible, will delay or avoid nursing home
admission: and 2) veterans will have the opportunity to enroll in a self-directed care program.
The deliverables are a Flexible Spending Fund Pool to support CSO, a Fiscal Management
Service Operations Manual, the implementation of a VDHCBS program option, 4) marketing
and promotional materials, and interim and final reports.
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Program: Community Living Program

90CD1207
Hawaii's Community Living Project
09/30/2009 — 09/29/2011

Grant Number:
Project Title:
Project Period:

Grantee: Fiscal Funding
Hawaii Executive Office on Aging Year Amounts
250 South Hotel Street, Suite 406 FY2010 | $504,270
Honolulu, HI 96813 FY2009 | $446,610
FY2008 $
Contact: FY2007 $
Nancy Moser FY2006 $
Tel. (808) 586-0185 FY2005 $
Email: nancy.moser@doh.hawaii.gov FY2004 $
. . ) FY2003 $
AoA Project Officer: Linda J. Velgouse Total $950,880

Project Abstract:

The Hawaii Executive Office on Aging (EOA), which operates the Hawaii Aging and Disability

Resource Center (ADRC), is conducting the Community Living Program (CLP) in

collaboration with the Department of Human Services (the state Medicaid agency), State
Council on Developmental Disabilities, Disability Communication Access Board, Area
Agencies on Aging, and community service providers. The goal is to assist individuals who
are not Medicaid eligible, but at imminent risk of nursing home placement, to remain in the
community, avoiding institutionalization and spend-down to Medicaid. The objectives include:
1) identifying at-risk individuals through ADRC and link them to home and community-based
services (HCBS), including consumer directed options, to retain them in community living; 2)

coordinate ADRC's intake and assessment protocol with Medicaid level-of-care and eligibility
tools; 3) identify those at risk of nursing home placement and not Medicaid eligible by adding
CLP data elements to ADRC assessment protocols; using Financial Management Services to
activate the option for consumer direction; and, 4) to serve at least 90 individuals. Expected
outcomes after two years include: 1) 80 individuals will avoid institutionalization and spend
down to Medicaid; 2) ADRC sites will use a common intake form to assess individuals for
service needs; and, 3) individuals who need support to remain living in the community have
the option to elect consumer-directed services.
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Program: Community Living Program

Grant Number: 90CD1200
Project Title: Building a Community Living Program for the State of Indiana
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal Funding
Indiana Family and Social Services Administration Year Amounts
Division of Aging FY2010 | $382,739
402 W. Washington St. FY2009 | $582,913
Indianapolis, IN 46204 FY2008 $
FY2007 $
Contact: FY2006 $
Andrea Vermeulin FY2005 $
Tel. (317) 234-6572 FY2004 $
Email: andrea.vermeulen@fssa.in.qgov FY2003 3$
Total $965,652

AOA Project Officer: Linda J. Velgouse
Project Abstract:

The Indiana Family and Social Services Administration (FSSA) is collaborating with the
state’s Area Agencies on Aging (AAAs) to develop a Community Living Program (CLP). The
project goals are to establish mechanisms to ensure that individuals at greatest risk of
nursing facility (NF) placement and Medicaid spend down receive services, and to build
infrastructure necessary to support the growth of person-centered (PC) and participant-
directed (PD) supports. The objectives include: 1) pilot and validate a research-based,
objective, and standardized approach to targeting non-Medicaid funded home and
community-based services (HCBS) to individuals most at risk of entering a NF and spending
down to Medicaid eligibility;; 2) incorporate a PC approach into CLP operations; develop a
data-driven quality management system for the CLP; 3) increase the flexibility of PD options;
and 4) develop infrastructure that will provide counseling to accompany the PD services
offered under the CLP. Outcomes include: 1) a successful pilot of the MDS-HC’ 2) the
adoption of targeting criteria and policies for assigning priority access to high-risk individuals;
3) a standardized approach for triaging assessments; 4) a process that results in 100% of the
participants in the pilot sites having a PC experience when applying for and receiving services
from the CLP; 5) identification of performance indicators (PIs); 6) new and modified data
collection instruments and protocols, management reports, and remediation policies and
procedures; 7) support delivery infrastructure that allows individuals to pay for items and a plan
for expanding PD to other funding streams; a participant manual, forms and other tools, Care
Coordinator training, and 8) a mentoring program that serves at least 10 individuals.
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Program: Community Living Program

Grant Number: 90CD1205
Project Title: Maine's Community Living Program
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal Funding
Maine Department of Health and Human Services Year Amounts
Office of Elder Services FY2010 | $347,484
32 Blossom Lane FY2009 | $293,329
11 State House Station FY2008 $
Augusta, ME 04333-0011 FY2007 $
FY2006 $
Contact: FY2005 $
Romain Turyn FY2004 $
Tel. (207) 287-9214 FY2003 $
Email: Romaine.Turyn@maine.gov Total $640.813

AO0A Project Officer: Linda J. Velgouse
Project Abstract:

The goals of Maine’s Community Living Program are to: strengthen the capacity of Maine’s
Aging Network to target individuals not eligible for Medicaid who are at highest risk of nursing
home or residential care placement and spend-down; improve access to flexible and
consumer-directed services for participants within 12 months. Objectives include: 1)
establishing the Area Agencies on Aging/Aging and Disability Resource Centers as Single
Entry Points for individuals targeted in this proposal; 2) developing/implementing options
counseling protocols to inform consumer decision-making and spending; 3) developing/using
an assessment protocol for determining risk; 4) creating more flexibility in Maine’s consumer-
directed Family Provider Service Option; 5) educating the public, service providers and
referral sources about the availability of options counseling; and 5) establishing consumer
monitoring and feedback mechanisms. Outcomes include: 1l)increasing private pay
individuals who access options counseling; 2) increasing consumers well-being and quality of
life; 3) improving communication and understanding among partner organizations about
options counseling; 4) Improving AAA/ADRC ability to identify individuals at-risk for nursing
home admission and spend-down; 5) improving flexibility within the Family Provider Service
Option Program; 6) diverting at-risk elders from nursing homes and residential care and
Medicaid spend-down; 7) AAA/ADRC staff trained on and using new protocols; and 8)
strengthening network of long-term services and supports.
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Program: Community Living Program

Grant Number: 90CD1206
Project Title:
Project Period: 09/30/2009 — 09/29/2011

Massachusetts Community Living Program

Grantee: Fiscal Funding
Massachusetts Executive Office of Elder Affairs Year Amounts
One Ashburton Place, 5th Floor FY2010 | $459,285
Boston, MA 02108 FY2009 | $500,000
FY2008 $
Contact: FY2007 $
Ruth Palombo FY2006 $
Tel. (617) 222-7512 FY2005 $
Email: Ruth.Palombo@state.ma.us FY2004 $
. . _ FY2003 $
AoA Project Officer: Linda J. Velgouse Total $959.285

Project Abstract:

The Massachusetts Executive Office of Elder Affairs and the Massachusetts Rehabilitation
Commission is strengthening the capacity of the Aging and Disability Resource Consortia
(ADRC) network to prevent people from unnecessary nursing home placement through
implementation of the Community Living Program (CLP) grant. Adults and adults with
disabilities in the state-funded Enhanced Community Options Program (ECOP) who are at
greatest risk of nursing home admission will be referred to either Aging Service Access
Points (ASAPs) or to Independent Living Centers (ILCs) for evaluation and access to home
based services that include a consumer directed option. The use, cost and effectiveness of
services in averting nursing home placement will be tracked for all participants. The program
will build on successful diversion practices at Massachusetts’ eleven ADRCs and address
opportunities to develop their capacity to: 1) provide ECOP, information on consumer
direction, and referral to community-based services; 2) use their information and referral
services and field-based staff to identify the target population; 3) track ECOP’s effectiveness
in nursing home diversion; 4) reach out to hospital, nursing and rehabilitation facility
discharge staff to improve relationships; and 5)identify service gaps that may contribute to
nursing facility admission. In addition, the program will increase capacity of ASAPs, who are
key partners within the ADRCs, to offer ECOP consumers the opportunity to direct their own
services, using individual budgeting.
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Program: Community Living Program

Grant Number: 90CD1198
Project Title: Minnesota's Community Living Program 2009 - 2011
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal Funding
Minnesota Board On Aging Year Amounts
540 Cedar Street FY2010 | $459,286
PO Box 64976 FY2009 | $500,000
St. Paul, 55164-0976 FY2008 $
FY2007 $
Contact: FY2006 $
Jane Vujovich FY2005 $
Tel. (651) 431-2573 FY2004 $
Email: jane.vujovich@state.mn.us FY2003 3$
Total $959,286

AOA Project Officer: Linda J. Velgouse
Project Abstract:

The vision for Minnesota’s Community Living Program (MCLP) grant project is to reduce
Medical Assistance (MA) spending by supporting pre-Medical Assistance (MA) high-risk older
adults in self-managing their risk factors and maximizing their use of flexible service options.
Minnesota’s Live Well at Home Program (LWAHP) (i.e., Nursing Home Diversion Program
2007-2009) strategically identifies and helps high-risk persons proactively manage risk
factors. The goals of MCLP are to: 1) bolster the Aging Network’s capacity to target pre-MA
eligible high-risk older adults and family caregivers through statewide implementation of the
LWAHP; 2) broaden statewide capacity to offer self-directed support options to at-risk
persons; 3) establish a system-wide approach to measure and report target group diversion
from MA. Minnesota will partner with all Area Agencies on Aging (AAAs) to achieve the
following objectives: 1) broadly disseminate the Rapid Screen tool; 2) integrate diversion
support services and risk management protocols into the MinnesotaHelp Network; 3) build
capacity and sustainability for high quality diversion support services; and 4) implement
Veterans-Directed Home and Community-Based Services Option. The expected outcomes
are: 1) Increased number of persons using the Rapid Screen, taking action to manage their
risks; and buying self-directed support; and, 2) Ultimately, evidence of MA savings. Core
products are risk management materials; consumer materials; a final report with evaluation
results; an enhanced web-portal; and provider standards and training program.

Page 185 of 486


mailto:jane.vujovich@state.mn.us�

Program: Community Living Program

Grant Number: 90CD1193
Project Title: Community Living Program
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal Funding
Montana Department of Public Health and Human Services Year Amounts
Senior and Long Term Care FY2010 | $395.833
111 Sanders FY2009 | $449,921
P O Box 4210 FY2008 $
Helena, MT 59604 FY2007 $
FY2006 $
Contact: FY2005 $
Charles Rehbein FY2004 $
Tel. No. (406) 444-7743 FY2003 $
Email: crehbein@mt.gov Total $845 754

AO0A Project Officer: Linda J. Velgouse
Project Abstract:

The goal of Montana’s Community Living Program is to support the rebalancing of Montana’s
long-term care system by assisting individuals, and their family and informal caregivers, who
are at imminent risk of nursing home placement and not eligible for Medicaid, to use home
and community based services to remain at home and in the community, and thus avoiding
unnecessary nursing home placement. Major objectives are to: 1) expand ADRC model to
one additional county in Area Xl (Ravalli County); 2) design and implement targeting and
assessment protocols to identify non-Medicaid older adults at imminent risk of nursing home
placement and Medicaid spend-down; 3) develop a consumer directed option for Older
Americans Act (OAA) funded services based on the Big Sky Bonanza program, allowing
flexible spending options; and 4) maximize the number of persons served with OAA funds by
introducing cost sharing for appropriate in-home services. The expected outcomes are: 1)
serving at least 50 individuals who are identified at imminent risk of nursing home placement
and Medicaid spend-down; 2) establishing a process to identify and target at-risk clients and
offer them consumer directed services; 3) providing consumer direction for in-home services;
4) strengthening the capacity to provide information and services to help individuals remain in
the community; and 5) expanding the cost sharing model to additional in-home services. The
products of this project are a final report including evaluation results; data on consumers
served by the project; and new policies, protocols and tools that support consumer directed
services for seniors.
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Program: Community Living Program

Grant Number: 90CD1202
Project Title: Statewide Expansion of the Consumer Transitions in Caring Model
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal Funding
New Hampshire Department of Health and Human Services Year Amounts
Bureau of Elderly and Adult Services FY2010 | $454,942
129 Pleasant Street FY2009 | $474,374
Concord, NH 03301 FY2008 $
FY2007 $
Contact: FY2006 $
Kathleen F. Otte FY2005 $
Tel. (603) 271-4680 FY2004 $
Email: Kathleen.F.Otte@dhhs.state.nh.us FY2003 $
Total $929,316

AOA Project Officer: Linda J. Velgouse
Project Abstract:

The New Hampshire Bureau of Elderly and Adult Services (BEAS), in partnership with the
Institute on Disability at UNH (I0OD), proposes to actualize the transformation of caregiver
support services in New Hampshire, by expanding the Transitions in Caregiving Program
statewide. Transitions in Caregiving (TIC) is a consumer-directed model that supports
informal caregivers caring for older adults at risk of placement in a nursing facility and
ultimately spend down to Medicaid. TIC is currently being implemented in 7 regions of the
state through the ServicelLink Aging and Disability Resource Centers (SLRC'’s) utilizing
funding from previous NHDM grants and a Weinberg Foundation grant. The goal of this
proposal is to actualize the transformation of the caregiver support program from a
centralized, state-managed model into a flexible, consumer-directed model managed at the
local level through the SLRC’s and implement it statewide. Objectives include: 1) expand the
infrastructure established under the initial NHDM project statewide; 2) provide a
comprehensive array of supports to family caregivers and train professional staff in the
consumer directed model; 3) pilot the model in one region with veterans at risk of nursing
home placement; 4) educate legislators and submit legislation to sustain the TIC program;
and 5) evaluate the efficacy of the program. Outcomes include: 1) statewide implementation
with secured funding; and 2) services to veterans, under the Veteran’s Directed Home and
Community-Based Care Services.

Page 187 of 486


mailto:Kathleen.F.Otte@dhhs.state.nh.us�

Program: Community Living Program

Grant Number: 90CD1203
Project Title: New York State: Community Living Program
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal Funding
New York State Office for the Aging Year Amounts
Policy Research and Legislation FY2010 | $459,284
2 Empire State Plaza FY2009 | $500,000
Albany, NY 12223-1251 FY2008 $
FY2007 $
Contact: FY2006 $
Gail Koser FY2005 $
Tel. (518) 474-4425 FY2004 $
Email: gail.koser@ofa.state.ny.us FY2003 3$
Total $959,284

AOA Project Officer: Linda J. Velgouse
Project Abstract:

New York State Office for the Aging, with its partners, will develop a peer mentoring learning
community to expand and enhance self-directed capacity for nursing home diversion in aging
network and VA consumers. The goal of the project is to build statewide capacity to offer
seamless, flexible service delivery including self-directed options to divert participants from
nursing home placement and Medicaid spend-down. This project builds upon work begun
with Broome, Oneida and Onondaga AAAs, expands to 7 additional AAAs, serves over 200
persons (19% of eligible’s in those counties) at imminent risk for nursing home placement
and Medicaid spend-down and prepares for statewide adoption of flexible service delivery
including self-directed approaches. Objectives include: 1) expand self-directed program
capacity to serve 200 consumers in 7 AAAs; 2) build the foundation to expand to 25% of
State’s AAAs; 3) implement continuous quality improvement strategies; 4) set-aside Federal
and State monies to support self-directed approaches to targeted populations; and 5) amend
Expanded In-Home Services for the Elderly program regulations to support self-directed
delivery and implementation in 25% of State’s AAAs. Outcomes include: 1) diversion of
persons at-risk for nursing home placement and Medicaid spend-down; 2) funding
realignment; 3) increased quality delivery; and, 4) statewide replication/sustainability.
Products will include a final report with evaluation results, policy, procedures, and toolkit
dissemination.
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Program: Community Living Program

Grant Number: 90CD1204
Project Title: Oregon Community Living Project
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal | Funding
Oregon Department of Human Services Year Amounts
Seniors and People with Disabilities FY2010 | $345,323
676 Church Street FY2009 | $322,165
Salem, OR 97301 FY2008 $
FY2007 $
Contact: FY2006 $
Elaine Young FY2005 $
Tel. (503) 373-1726 FY2004 $
Email: elaine.young@state.or.us FY2003 $
Total $667,488

AOA Project Officer: Linda J. Velgouse
Project Abstract:

The State of Oregon Department of Human Services, Seniors and People with Disabilities
Division (SPD), in collaboration with two Area Agencies on Aging - Multnomah County Aging
and Disability Services (ADSD) and Washington County Disability, Aging, and Veterans
Services (DAVS) — is conducting a Community Living Program grant funding to enhance
efforts at diverting individuals from nursing home placement and empowering them to be
well-informed long-term care consumers. The goal of this project is to pilot key systemic
changes at ADSD and DAVS that will enable those at risk of nursing facility placement and
spend-down to Medicaid to remain in home and community-based settings. Project
objectives include: 1) revising the intake screening process to identify and respond quickly to
those at imminent risk; 2) implementing long-term care options counseling to help targeted
individuals and their families make informed decisions about available services; 3) expanding
existing programs that promote self-directed care and developing new Web-based tools that
enable consumers to research benefits and service options; 4) increasing knowledge, skills,
and abilities of case management staff and community partners to equip them to provide
consumer-directed care; and, 5) developing an evaluation process to track client outcomes
and cost avoidance attributable to nursing facility diversion activities. Outcomes are: 1) key
indicators of imminent risk will be validated; 2) consumer awareness and use of home and
community-based services will increase as a result of long-term care options counseling; 3)
100 at-risk individuals will delay or avoid nursing home placement and spend-down to
Medicaid; and 4) screening and case management staff will increase their knowledge, skills,
and abilities to provide consumer-directed care.
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Program: Community Living Program

Grant Number: 90CD1195

Project Title: Home and Community Based Services for Seniors, Adults with
Disabilities and Veterans

Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal | Funding
South Carolina Lieutenant Governor’s Office on Aging Year Amounts
Division of Aging Services FY2010 | $298,625
1301 Gervais Street, Suite 200 FY2009 | $425,536
Columbia, SC 29201 FY2008 $
FY2007 $
Contact: FY2006 $
Denise W. Rivers FY2005 $
Tel. No. (803) 734-9939 FY2004 $
Email: riversd@aging.sc.qgov FY2003 $
Total $724,161

AO0A Project Officer: Linda J. Velgourse
Project Abstract:

The South Carolina Lieutenant Governor’s Office on Aging’'s (LGOA) Community Living
Program: Supporting Independence and Choice in the Community, is being developed in
collaboration with the VA Medical Center in Charleston (the Ralph H. Johnson VA Medical
Center), the Trident Aging and Disability Resource Center. The goal of the program is to
improve access to information and services, and increase options and consumer direction for
non-Medicaid eligible Veterans/seniors who need nursing home level of care but who choose
to remain in the community. Objectives include: 1) development of a consumer directed
Community Living Program through a unified coordination of care concept to ensure
recognition of, and satisfaction with, individual preferences for community based services; 2)
identification and recruitment of service providers to assist the Veteran/senior; 3) and
development of enhancements to existing systems that promote information sharing across
previously existing “silos.” Additional objectives include: 1) improvement of home and
community based services for Veterans/seniors needing nursing home level of care by
coordinating training and education for the Veteran/senior, family members, caregivers and
ancillary participants; and 2) utilization of information system enhancements to facilitate well-
informed consumer directed service plans as early as possible. Expected outcomes include:
1) increased access to services and information; 2) increased consumer control; 3) increased
independence through community based services; and 4) greater likelihood of delayed
relocation to a facility. Products will include a summary of lessons learned, a manual that will
allow others to implement the demonstrated program, and a cost analysis providing an
estimate of the cost of program start-up and operation.
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Program: Community Living Program

Grant Number: 90CD1196
Project Title:
Project Period: 09/30/2009 — 09/29/2011

Community Living Program of Tarrant County

Grantee: Fiscal Funding
Texas Department of Aging and Disability Services Year Amounts
701 W. 51st Street FY2010 | $528,080
Austin, TX 78711 FY2009 | $396,603
FY2008 $
Contact: FY2007 $
Winnie Rutledge FY2006 $
Tel. No. (412) 438-5891 FY2005 $
Email: winnie.rutledge@dads.state.tx.us FY2004 $
. . _ FY2003 $
AoA Project Officer: Linda J. Velgouse Total $924.683

Project Abstract:

Texas Department of Aging and Disability Services, collaborating with the Area Agency on
Aging of Tarrant County (AAATC) and the ADRC of Tarrant County (ADRCTC), are
developing a Community Living Program (CLP) for caregivers and older persons at imminent
risk of nursing home placement and Medicaid spend down. Goals are to: 1) refine, expand
and replicate CLP in a densely populated urban area, and 2) expand the scope and array of
consumer-directed and evidence-based services to maximize consumer choice. The ADRC
will refine screening of at-risk consumers and provide intensive in-home services using
agency-based and consumer directed services to delay nursing home placement. The
objectives are: 1) effectively target consumers, including veterans, with needed community
services and supports; 2) refine income screening, cost sharing and flexible Older Americans
Act (OAA) funds to delay Medicaid spend down; 3) reduce time from first call to service
initiation; 4) expand agency-based and voucher options to purchase services; 5) integrate
person-centered evidence-based programs into service navigation functions; and 6) improve
accountability of in-home service providers. The expected outcomes are: 1) blueprint for
transformation of ADRC and AAA networks for more targeted allocations of resources and
expanded arrays of consumer directed services to maintain consumers in the community and
provide caregiver support; and 2) attaining targets of 80% of consumers living in the
community six months after services begin and 70% at 9 months. The major products from
this project are: final evaluation results, including analysis of consumer satisfaction and
success of integrating evidence based practices into service navigation functions; and state-
level policy changes pertaining to flexible use of OAA funds.
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Program: Community Living Program

Grant Number: 90CD1194

Project Title: Community Living Program: Choices for Independence
Project Period: 09/30/2009 — 09/29/2011
Grantee: Fiscal Funding
Virginia Department on Aging Year Amounts
1610 Forest Avenue, Suite 100 FY2010 | $679,850
Richmond, VA 23229 FY2009 | $259,880
FY2008 $
Contact: FY2007 $
Katy Miller FY2006 $
Tel. No. (804) 662-7035 FY2005 $
Email: kathy.miller@vda.virginia.gov FY2004 $
, , _ FY2003 $
AoA Project Officer: Linda J. Velgouse Total $939.730

Project Abstract:

The Virginia Department for the Aging (VDA), in partnership with ten Area Agencies on Aging
(AAA), proposes to significantly enhance the modernization of Virginia’s system of long term
care for seniors and veterans by expanding the Community Living Program (CLP) to over half
of the Commonwealth. Project objectives include: 1) diverting individuals at imminent risk of
nursing home placement and spend-down to Medicaid; 2) providing consumer directed
options and a flexible array of community services to meet participant’s individual needs; and
3) embedding a sustainable CLP model of service delivery into Virginia's network of aging
services by building on the foundation established in Virginia’s 2008 CLP initiative and
significantly expanding the program in both size and reach. Outcomes include: 1) 100
eligible seniors diverted from nursing home placement and spend-down to Medicaid; 2) 8
additional AAAs implementing CLP programs and offering consumer direction of services to
both seniors and veterans; 3) 65 Service Coordinators trained in all aspects of CLP; 4) fiscal
practices redesigned to allow flexible funding of an array of services from a choice of
providers; 5) demonstration of the efficacy of telemedicine to help rural seniors remain safely
in their homes; 6) improved speed and efficiency of client assessment and service initiation
through Virtual Intake Centers; 7) continued refinement and documentation of Virginia’s CLP
model; 8) comprehensive client and service tracking through specialized software; and 9)
evaluation of the CLP to document success in delaying or avoiding nursing home placement,
cost effectiveness of the program and client satisfaction.
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Program: Community Living Program

Grant Number: 90CD1192
Project Title: Wisconsin Community Living Program
Project Period: 09/30/2009 — 09/29/2011

Grantee: Fiscal Funding
Wisconsin Department of Health Services Year Amounts
Division of Long Term Care FY2010 | $452,230
1 W. Wilson St. FY2009 | $485,566
Madison, WI 53707-7850 FY2008 $
FY2007 $
Contact: FY2006 $
Wendy Fearnside FY2005 $
Tel. No. (608) 266-5456 FY2004 $
Email: wendy.fearnside@wisconsin.gov FY2003 3$
Total $937,796

AOA Project Officer: Linda J. Velgouse
Project Abstract:

The Wisconsin Department of Health Services is developing a Community Living Program
(CLP) in partnership with the Greater Wisconsin Agency on Aging Resources and the Aging
and Disability Resource Center (ADRC) of Kenosha County and a Veteran Directed Home
and Community Based Services program, in cooperation with the Milwaukee VA Medical
Center. The goal of Wisconsin’s CLP program is to develop the capacity of the State’s aging
network to help people who are not eligible for Medicaid to avoid unnecessary or premature
nursing home placement and impoverishment. Objectives are: 1) to develop and pilot a CLP
model that facilitates use of personal resources supplemented with public funding to secure
individually-tailored services to help people through situations that put them at immediate risk
of nursing home admission; and 2) to better understand the situations that lead to private pay
nursing home admissions and spend down, the impact of options counseling and care
management on admissions decisions, the types of services that will effectively help people
avoid institutionalization and spend down; and the cost of providing those services. The
expected outcomes are: 1) at risk individuals will live at home longer and maintain maximum
control over their lives; and 2) the State will have documentation to support future policy and
funding decisions regarding use of ADRC, Older Americans Act and other funding. The
products will include tools and protocols for identifying at risk individuals, assessing needs,
prioritizing and authorizing services, accessing public funding for services, and facilitating self
direction; client-specific outcome data; and a detailed evaluation report.
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Community Living Program — Consumer Direction Technical Support

The concept of consumer direction in delivery of home and community long-term care
services was first explored by the Robert Wood Johnson Foundation (RWJF) program,
Independent Choices: Enhancing Consumer Direction for People with Disabilities, which
supported State demonstrations from 1995 to 1999 and stimulated the expansion of this
concept to the field of aging. In 1998 The Robert Wood Johnson Foundation (RWJF), the
Office of the Assistant Secretary for Planning and Evaluation in the United States Department
of Health and Human Services (ASPE/DHHS), and the Administration on Aging (AoA)
supported three States in demonstrations incorporating consumer direction by giving persons
living at home who needed services to remain independent money to purchase those
services. The Case and Counseling Program supported a National Program Office located at
the Boston College Graduate School of Social Work, now known as the National Resource
Center for Participant-Directed Services (NRCPDS), to provide assistance in implementation
of the demonstrations and the comparison of the Cash and Counseling consumer-directed
model with the traditional agency-directed approach to delivering personal assistance
services.

In FY2008, AoA awarded a grant to Boston College and its NRCPDS to provide technical

assistance to its Community Living Program grants where consumer direction is a core
concept.
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Program: Community Living Program — Technical Support Project

Grant Number: 900P0002
Project Title: Technical Support for Consumer-Directed Programs
Project Period: 09/01/2009 — 09/31/2012

Grantee: Fiscal Funding
Boston College Year Amounts
Graduate School of Social Work FY2010 | $399,444
140 Commonwealth Avenue FY2009 | $399,444
Chestnut Hill, MA 02467 FY2008 | $200,000
FY2007 $
Contact: FY2006 $
Kevin Mahoney FY2005 $
Tel. (617) 552-4039 FY2004 $
Email: Kevin.mahoney@bc.edu FY2003 $
Total $998,888

AOA Project Officer: Linda J. Velgouse
Project Abstract:

The grantee, the National Center for Consumer Direction (NCCD) at the Boston College
Graduate School of Social Work, supports the goals enunciated in the Older Americans Act
Amendments of 2006 and will provide valuable assistance to the Aging Network as it works to
increase choices and consumer-directed options for high risk individuals that help to keep
them in their homes and communities. The goal of the project is to help states and Area
Agencies on Aging increase the consumer direction options available to their constituents.
The objectives are: 1) to help programs identify consumer direction status, technical
assistance needs and plans in their areas; 2) to provide states and Area Agencies on Aging
with opportunities to participate in regular training sessions to increase their knowledge about
and ability to provide consumer directed/flexible service options; 3) to identify leaders, both
consumers and professionals, to help advance the development of consumer directed
options; and 4) to develop linkages with and among Area Agencies on Aging and other
programs working in the areas of consumer direction. The expected outcomes of this project
are: 1) that at least ten programs will develop basic support structures for consumer directed
programming; 2) at least eight programs will increase the degree to which consumer-directed
options are available; and 3) a network of consumer directed champions will be developed to
advocate for and assist in the development of consumer direction. The products from this
project will include: educational materials, including webinars and content for use at national
conferences; a minimum of three Promising Practice Reports; and core performance
indicators for consumer direction specific to the Aging Network.
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Evidence-Based Disease and Disability Prevention Program

In 2003, AoA began funding pilot programs to test the translation of the Evidence-Based
Disease and Disability Prevention programs in the Aging Services Network’s community-
based settings. Based on the positive results from these pilot programs, AoA increased its
Federal support of the Evidence Based and Disease and Disability Prevention Program in
2006 by initiating its state-based Evidence-Based Disease and Disability Prevention Program
(EBDDP) program for seniors, in collaboration with the Centers for Disease Control and
Prevention (CDC), the Agency for Healthcare Research and Quality (AHRQ), the Centers for
Medicare and Medicaid Services (CMS) and a variety of private foundations. Through public
and private partnerships, States have provided evidence-based programs to older adults in
their communities.

AOA requires each participating state to implement the Stanford University Chronic Disease
Self-management Program (CDSMP), but also gives each state the option to select another
program which helps reduce chronic disease in its senior population. These programs may
include: Physical activity, falls management, nutrition and depression and/or substance
abuse programs,

More information about EBDDP may be found on the AoA website:

http://www.aoa.gov/AoARoot/AcA Programs/HPW/Evidence Based/index.aspx
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Evidence-Based Disease Prevention — State Programs

The Administration on Aging (AoA) initiated this program with a FY2006 funding opportunity
announcement entitled: "Empowering Older People to Take More Control of their Health
Through Evidence-Based Prevention Programs: A Public/Private Collaboration.” The
concept was initiated in part to support and complement emerging emphasis on prevention
and chronic disease management in Medicare. As indicated in its title, the new grants were
designed to mobilize the aging, public health and non-profit networks at the State and local
level to accelerate the translation of HHS funded research into practice through the
deployment of low-cost evidence-based disease and disability prevention programs at the
community level. The expected long term benefit of this investment was to improve the
guality of life of our seniors and reduce the cost of health care over the long run.

The 25 projects funded in FY2006 received continuation support in FY2010 for their final 5™
year. Since their initiation new Medicare benefits have been authorized which support
preventive care for seniors and reinforce the need for evidence based programming for both
evidence-based prevention programs as well as Chronic Disease Self Management
Programs (CDSMP) to enhance the qualify of life for seniors. The American Recovery and
Reinvestment Act of 2009 included provisions allowing AoA to support new CDSMP
programs in States and continue its efforts to develop both infrastructure and support for
evidence-based program at the community level. The CDSMP initiative is described
elsewhere in this compendium (See Chronic Disease Self-Management Program)

For more information about the Evidence Based Prevention Program go to the AoA website:

http://www.aoa.gov/AoARoot/AcA Programs/HPW/Evidence Based/index.aspx
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3134
Project Title: Arizona On The Move For Healthy Aging
Project Period: 06/01/2007 — 05/31/2011

Grantee: Fiscal Funding
Arizona Department of Health Services Year Amounts
Public Health Prevention Services FY2010 | $125,000
150 North 18th Avenue Suite 520 FY2009 | $250,000
Phoenix, AZ 85007 FY2008 | $200,000
FY2007 | $250,000
Contact: FY2006 $
Ramona L. Rusinak FY2005 $
Tel. No. (602) 364-0526 FY2004 $
Email: rusinar@azdhs.gov FY2003 $
Total $825,000

AOA Project Officer: Jane A. Tilly
Project Abstract:

The Arizona Department of Health Services and its partner the Arizona Department of
Economic Security, Division of Aging and Adult Services (ADES-DAAS) through the Arizona
on the Move for Healthy Aging Project are implementing the Chronic Disease Self-
Management Program (CDSMP) and Enhance Fitness (EF) programs in Pima, Santa Cruz
and Yavapai counties over four years. The goals are to: 1) implement evidence-based
prevention programs targeting adults 60+; and 2) build and strengthen state and local healthy
aging partnerships focused on prevention services targeting older adults. The objectives are:
1) to develop a resource of CDSMP and EF trainers at the state and local levels, 2) establish
CDSMP and EF programs in three counties; and 3) integrate evidence-based prevention
programs into planning and policy in state public health and aging networks. The outcomes
of this project will be increased training and prevention program resources in two rural and
one urban county, along with strong partnerships at local and state levels to increase
capacity and infrastructure for prevention services targeting adults 60 years and older. An
additional outcome will be the availability of data demonstrating the benefit to adults 60 years
and older of participation in chronic disease self-management programs. The products from
this project will include a final report, evaluation results from the courses, data on health
status and outcomes of participants to be used in fact sheets for policy and decision-makers,
abstracts for national aging and public health conferences, and project information and
resources available on the Healthy Aging Communication Network website and through the
Arizona Aging and Disability Resource Center.

Page 198 of 486


mailto:rusinar@azdhs.gov�

Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3138
Project Title: Arkansas Empowering Older Adults Project
Project Period: 06/01/2007 — 05/31/2011

Grantee: Fiscal Funding
Arkansas Department of Health Year Amounts
P.O. Box 1437, H- 41 FY2010 | $125,000
Little Rock, AR 72204-1437 FY2009 | $250,000
FY2008 | $200,000
Contact: FY2007 | $250,000
Becky Adams FY2006 $
Tel. No. (501) 661-2334 FY2005 $
Email: becky.adams2@arkansas.gov FY2004 $
. . . FY2003 $
AoA Project Officer: Michele Boutaugh Total $825.000

Project Abstract:

The Arkansas Department of Health is initiating the Arkansas Empowering Older Adults
Project. The DOH has the following partners: the Department of Human Services, Division
of Aging and Adult Services (DAAS), the University of Arkansas for Medical Sciences
Reynolds Institute on Aging - Arkansas Aging Initiative, Area Agencies on Aging, the Aging
and Disability Resource Center, aging service providers in each region, and local Hometown
Health Improvement coalitions. The goal is to empower older Arkansans to take greater
control of their health through lifestyle changes and to reduce their risk for chronic diseases
and disability by delivering evidence-based prevention programs. The two proposed
programs to be implemented are the Stanford Chronic Disease Self-Management Program in
two regions and the Active Living Every Day, physical activity program statewide. The
objectives are to: 1) develop program infrastructure; 2) train facilitators and master trainers;
3) implement the programs; 4) provide opportunities for physical activity for older adults; 5)
maintain fidelity to the original design; 6) assess the impact of programs; and 7) disseminate
project information. The expected outcomes are for participants to demonstrate positive
lifestyle changes; increase their ability to cope with challenges and barriers to exercise;
decrease chronic disease risk factors; and successfully collaborate and mobilize project
partnerships.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3122
Project Title: Initiative to Empower Older Adults to Better Manage Their Health
Project Period: 09/30/2006 — 05/31/2011

Grantee: Fiscal | Funding
California Department on Aging Year Amounts
1300 National Drive, Suite 200 FY2010 $100,000
Sacramento, CA 95834 FY2009 $200,000
FY2008 | $250,000
Contact: FY2007 | $250,000
Janet Tedesco FY2006 | $250,000
Tel. No. (916) 928-4641 FY2005 $
Email: jtedesco@aging.ca.gov FY2004 $
. . . FY2003 $
AO0A Project Officer: Michele Boutaugh Total $1.050.000

Project Abstract:

The California State Departments of Aging and Health Services, local AAAs, public health
and non-profits throughout the state, are proposing to implement the Stanford Chronic
Disease Self-Management Program (CDSMP) and/or Matter of Balance (MOB), a fall
prevention program in five geographic areas and in several Multipurpose Senior Services
Programs, introducing Medication Management and Healthy Moves. The goal is to create an
effective infrastructure that includes both state and local partnerships to implement
sustainable evidence-based prevention programs for older people within the state's aging
network. The objectives are to: implement the CDSMP and/or MOB in geographic areas that
represent 40% of the state's seniors; disseminate two additional evidence-based programs
for frail, dually eligible seniors in at least six communities; and provide technical assistance to
the identified local partnerships as prototypes for further expansion. The anticipated
outcomes are to create a sustainable network to provide community education and evidence-
based programs for diverse older adults; integrate evidence-based programs into at least five
geographic regions; and conduct outreach that will successfully recruit approximately 6,000
high risk seniors to the initiative.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3130

Project Title: Empowering Older People to Take More Control of Their Health:
Evidence-Based Prevention

Project Period: 09/30/2006 — 05/31/2011

Grantee: Fiscal | Funding
Colorado Department of Health and Environment Year Amounts
Preventive Services Division FY2010 | $100,000
PSD-COPAN-A5 FY2009 | $200,000
4300 Cherry Creek Drive South FY2008 | $200,000
Denver, CO 80246 FY2007 | $250,000
FY2006 | $250,000
Contact: FY2005 $
Michelle Hansen, MS, RD, CDE FY2004 $
Tel. No. (303) 692-2577 FY2003 $
Email: Mmhansen@smtpgate.dphe.state.co.us Total $1.000,000

AOA Project Officer: Priti Shah
Project Abstract:

The Colorado State Unit on Aging (SUA) and the Department of Public Health and
Environment (CDPHE) support this Healthy Aging Partnership Project in collaboration with
the Consortium for Older Adult Wellness (COAW). The goal is to expand the existing
infrastructure of the partnership of the SUA, CDPHE, and COAW to implement and sustain
the delivery of evidence-based (EB) prevention programs through community aging service
providers. The objectives are to: 1) create a sustainable delivery system for EB program
training and implementation, coordination, technical support and fidelity oversight of the
Chronic Disease Self- Management Program (CDSMP) and A Matter of Balance (MOB) in
Colorado; 2) modify significant factors caused by chronic diseases or conditions in a
minimum of 68% of participants; 3) expand the communication network of OAA community-
based service providers that encourages the sharing of resources and increases the
opportunity for collaboration; and 4) make this expanded system sustainable. Expected
outcomes are: 1) expanded accessibility for older adults to the CDSMP and other evidence-
based programs (EBP); 2) embed EBP service system into regional health service providers
that collaborate with regional communities for training, networking, and resource sharing; 3)
ten trained certified, regional, Master trainers in CDSMP and 50 paired community leaders
per year; 4) reach 3,500 participants in CDSMP/Matter of Balance; 5) obtain Area Agency on
Aging support to sustain EB programs by using Title 111-D funds/private funding; 6) analyze
data for evaluation on health indicators, participant reach, and program satisfaction through
evidence-based disease prevention software; and 7) expansion of existing networks with
additional EB self-management interventions in physical activity, nutrition, and fall prevention.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3141
Project Title: Empowering Older People to Take Control of Their Health
Project Period: 06/01/2007 — 05/31/2011

Grantee: Fiscal Funding
Connecticut Department of Social Services Year Amounts
Aging Services Division FY2010 | $125,000
25 Sigourney Street FY2009 | $250,000
Hartford, CT 06106 FY2008 | $200,000
FY2007 | $250,000
Contact: FY2006 $
Pamela Giannini FY2005 $
Tel. No. (860) 424-5277 FY2004 $
Email: pamela.giannini@ct.gov FY2003 $
Total $825,000

AOA Project Officer: Priti Shah
Project Abstract:

The State of Connecticut Department of Social Services and the Department of Public Health
is developing a collaborative and integrated network of state and local aging, health and non-
profit organizations with the goal of empowering older people to take more control over their
own health through lifestyle changes that have proven effective in reducing the risk of
disease and disability. Its approach is to translate research evidence into programs at the
community level by imbedding low-cost prevention programs within existing state and local
programs. The objectives are to expand these efforts by: 1) developing and enhancing
linkages across state and local aging, health, and nonprofit organizations; 2) augmenting
uptake of prevention efforts by training professionals and older adults in the Chronic Disease
Self-Management Program (CDSMP); 3) training community-based professionals and seniors
in fall prevention; 4) progressively implementing CDSMP in the designated geographic area;
5) progressively implementing a fall prevention program in the designated geographic areas;
6) conducting an impact evaluation; and 7) disseminating the results to Connecticut and to
other states. Key organizations include three AAAs, University of Connecticut, Yale
University, and several local health, aging, and nonprofit organizations with Title Il funding.
The expected outcomes include increased knowledge and modified behaviors among
professionals and seniors concerning chronic disease self-management and fall prevention.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3174
Project Title: Evidence-Based Prevention Program
Project Period: 03/18/2008 — 05/31/2011

Grantee: Fiscal Funding
Florida Department of Elder Affairs Year Amounts
4040 Esplanade Way FY2010 | $100,000
Tallahassee, FL 32399-7000 FY2009 | $200,000
FY2008 | $641,690
Contact: FY2007 $
Michele Mule FY2006 $
Tel. No. (850) 414-2307 FY2005 $
Email: mulem@elderaffairs.org FY2004 $
_ . _ FY2003 $
AO0A Project Officer: Jane A. Tilly Total $941.690

Project Abstract:

The Florida Department of Health, in collaboration with the Florida Department of Elder
Affairs, supports a three year project entitled "Empowering Older People to Take More
Control of Their Health through Evidence-Based Prevention Programs”. The goal of the
project is to provide evidence-based interventions for arthritis and other chronic conditions to
the maximum number of people age 60 years and older that are at risk and can benefit from
the interventions. The objectives are: 1) to conduct master trainer and leader trainings for
the Chronic Disease Self-Management Program (CDSMP) in three counties within three
Planning Service Areas (PSA); 2) to conduct leader training for the Spanish Arthritis Self-
Management Program (SASMP) in Miami-Dade and Palm Beach counties; 3) to conduct
CDSMP and SASMP classes; 4) to evaluate the course through pre/post-tests and
satisfaction surveys; 5) to ensure the fidelity of the implementation of the courses through
direct observation of the classes and leader checklists; and 6) to disseminate project results.
The expected outcomes of this project are: 1) for the CDSMP, positive changes in health
care utilization, social/role activities limitations, disability, energy/fatigue, self-rated health,
exercise behaviors, cognitive symptom management, communication with physicians, and
health distress; and 2) for the SASMP, positive changes in self-efficacy, health care
utilization, depression, disability, pain, energy/fatigue, self-rated health, exercise, cognitive
symptom management, and use of mental stress management/relaxation techniques. The
intended products from this project are interim reports, a final report (including evaluation
results), and abstracts for national conferences.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3117
Project Title: Healthy Aging Partnership - Empowering Elders (HAP-EE)
Project Period: 09/30/2006 — 05/31/2011

Grantee: Fiscal | Funding
Hawaii Department of Health Year Amounts
Executive Office on Aging FY2010 | $100,000
No. 1 Capitol District FY2009 | $200,000
250 S. Hotel Street, Suite 406 FY2008 | $250,000
Honolulu, HI 96813-2831 FY2007 | $250,000
FY2006 | $250,000
Contact: FY2005 $
Noemi Pendleton FY2004 $
Phone: (808) 586-0100 FY2003 $
Email: noemi.pendleton@doh.hawaii.gov Total $1.050.000

AO0A Project Officer: Priti Shah
Project Abstract:

Hawaii's Executive Office on Aging (EOA), in partnership with the Department of Health,
three of Hawaii's four AAAs (Honolulu's Elderly Affairs Division, Hawaii County Office of
Aging, Kauai's Agency on Elderly Affairs), and OAA-funded service providers and health and
research partners in each of these three counties, are implementing a Healthy Aging
Partnership-Empowering Elders (HAP-EE) initiative. This project builds on Hawaii's Healthy
Aging Partnership (HAP), a broad partnership established in 2003 to improve older adult
health by building aging network capacity to implement evidence-based (EB) prevention
programs in Hawaii's multi-ethnic environment. For 2010-2011 funding period, EOA’s
objectives are to 1) preserve and leverage the current EnhanceFitness infrastructure to
expand Hawaii’s Aging Network capacity to deliver evidence-based programming; and 2) to
deliver high quality EnhanceFitness programs with fidelity, to at-risk older adults. These
goals support Hawaii State Plan on Aging Goal 3: older adults are active, healthy, and
socially engaged. Our current statewide projected outcomes are to: 1) establish two new
sites in the City and County of Honolulu on the island of Oahu; 2) train six new instructors;
and 3) impact the lives of at least 128 older adults who have not participated in the programs
previously.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3136
Project Title: Idaho Lifestyle Interventions for the Elderly
Project Period: 06/01/2007 — 05/31/2011

Grantee: Fiscal Funding
Idaho Department of Health and Welfare Year Amounts
Division of Health FY2010 | $125,000
450 West State Street, 6th Floor FY2009 | $250,000
PO Box 83720 FY2008 | $200,000
Boise, ID 83729-0036 FY2007 | $250,000
FY2006 $
Contact: FY2005 $
Jaime (Hineman) Harding FY2004 $
Tel. No. (208) 334-5788 FY2003 $
Email: hardingj@dhw.idaho.gov Total $825.000

AOA Project Officer: Jane A. Tilly
Project Abstract:

The Idaho Department of Health and Welfare, in collaboration with the ldaho Commission on
Aging, Area Agencies on Aging, and senior centers in Idaho, are implementing health
promotion programs for seniors on chronic disease self-management and nutrition education.
The goal is to provide comprehensive programs in three health districts by incorporating
evidence-based programs into an existing infrastructure that has successfully delivered
physical activity/fall prevention classes for older people in rural and resource-poor areas.
The objectives are to: 1) provide a Chronic Disease Self-Management Program (CDSMP); 2)
contract with senior centers that are hosting other programs to add the CDSMP in their site
and in other sites in their communities; and 3) train peer leaders for the Healthy Eating for
Successful Living in Older Adults (HE) program. The outcomes will include: 1) CDSMP
offered at nine senior centers in three local public health districts; 2) HE program introduced;
3) enhanced quality of life and greater control over health outcomes experienced by CDSMP
participants; and 4) improved nutritional status of HE participants.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3112
Project Title: Empowering Older People to Take More Control of Their Health
Project Period: 09/30/2006 — 05/31/2011

Grantee: Fiscal | Funding
lllinois Department of Public Health Year Amounts
Office of Health Promotion FY2010 | $100,000
535 West Jefferson FY2009 $200,000
Springfield, IL 62761 FY2008 $200,000
FY2007 $250,000
Contact: FY2006 $250,000
Thomas J. Schafer FY2005 $
Tel. No. (217) 782-3300 FY2004 $
Email: tom.schafer@illinois.gov FY2003 3$
Total $1,000,000

AOA Project Officer: Theresa F. Arney
Project Abstract:

The lllinois Department of Public Health, in partnership with the Department on Aging, is
implementing evidence-based disease prevention programs for older adults. The goal is to
provide the Chronic Disease Self-Management Program (CDSMP) and the Strong for Life
(SFL) exercise program to persons over age 60 through community-level, not-for-profit aging
services provider organizations. The objectives are: 1) to begin implementing the CDSMP in
three, and the SFL program in one, Planning and Service Area (PSA) as defined by the Older
Americans Act, through AAAs; 2) to begin developing the infrastructure and partnerships
necessary to effectively embed these programs for the elderly within statewide systems of
health and long-term care; 3) to promote and refer to clinical preventive services through
these programs; 4) to evaluate the efforts and monitor the fidelity of each program; and 5) to
disseminate the results and findings. The expected long-term outcomes will be: potential
improvement in the quality of life for older people; reduction of older people's risk of disease,
disability and injury; positive lifestyle and behavioral changes for older persons; reduction in
the use and cost of health care over time; and the increased availability and accessibility of
evidence-based programs at the community-level for older persons.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3123
Project Title: lowa Healthy LINKS
Project Period: 09/30/2006 — 05/31/2011

Grantee: Fiscal | Funding
lowa Department on Aging Year Amounts
Jessie Parker Bldg. Suite 2 FY2010 | $100,000
510 East 12th Street FY2009 | $200,000
Des Moines, IA 50319 FY2008 | $250,000
FY2007 | $250,000
Contact: FY2006 | $250,000
Kay Corriere FY2005 $
Tel. No. (515) 725-3330 FY2004 $
Email: kay.corriere@iowa.gov FY2003 $
Total $1,050,000

AOA Project Officer: Theresa F. Arney
Project Abstract:

The lowa Department on Aging (DOA) and Department of Public Health (IDPH) have
partnered with three Planning Service Areas (PSAs) - Aging Resources of Central lowa,
Heritage Area Agency on Aging and Hawkeye Valley Area Agency on Aging to implement the
Stanford Chronic Disease Self-Management Program (CDSMP) and Enhance Fitness. The
initiative is be called the lowa Healthy Links and its goal is improving the health of older
lowans with chronic diseases and increasing lowa's capacity to provide evidence-based
health promotion programs for older adults. All three areas are participating in program
evaluation, creating the benchmarks and measuring the changes in participant's quality of
life, health care utilization, chronic disease self-efficacy, fruit and vegetable consumption,
physical activity and strength, along with program sustainability, dispersion, and capacity
building. The Des Moines University is coordinating program evaluation. Anticipated
outcomes include: 1) improvement in quality of life measures and health behaviors; and 2) a
reduction in health care utilization, which will facilitate system development for sustainability.
Results from the evaluation will be provided to the lowa Department of Human Services
(state Medicaid agency), Senior Living Coordinating Unit, State Board of Health, State
Legislature and private organizations to impact polices and obtain funding for sustaining
evidence-based preventive programs. The lowa Healthy Links will provide a model for
implementing evidence-based health promotion programs in other PSA's with other
community partners.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3120
Project Title: Empowering Older Mainers to Take More Control of Their Health
Project Period: 09/30/2006 — 05/31/2011

Grantee: Fiscal | Funding
Maine Department of Health and Human Services Year Amounts
Office of Elder Services FY2010 | $100,000
11 State House Station FY2009 $200,000
Augusta, ME 04333 FY2008 $250,000
FY2007 $250,000
Contact: FY2006 $250,000
Diana Scully FY2005 $
Tel. No. (207) 287-9204 FY2004 $
Email: diana.scully@maine.gov FY2003 $
Total $1,050,000

AOA Project Officer: Priti Shah
Project Abstract:

The Office of Elder Services (Maine's State Unit on Aging) in partnership with the Maine
Center of Disease Control and Prevention (the State Health Agency known as the Maine
CDCP) is conducting this project with the goal: to empower older people to take more control
of their health and reduce their risk of disease and disability. Objectives are: 1) expand
access to and delivery of five evidence-based prevention programs; 2) expand and develop a
network of volunteers trained to deliver evidence-based programs; and 3) gain understanding
of statewide system of communication and referral patterns between health care providers,
community service organizations, Aging and Disability Resource Centers (ADRCs) and the
aging and long-term care system in Maine with regard to proposed evidence based
programs. The target population is older people with chronic conditions, who could improve
their health through participation in these programs. Significant Partners include the Maine
CDCP, Area Agencies on Aging, Maine Health's Partnership for Healthy Aging, Aging and
Disability Resource Centers, and community organizations already participating in evidence-
based wellness programs. Activities being conducting include: 1) cross-training of existing
Matter of Balance/Voluntary Lay Leader coaches to administer the Chronic Disease Self-
Management Program and develop a network of sites at which both programs are co-located
and available; and 2) expansion of Enhance Fitness and Enhance Wellness programs at
pilot sites. Outcomes include: 1) increase number of older Mainers who make healthy
lifestyle changes; 2) development of a network of people skilled and available to coach older
Mainers in attaining and maintaining a healthy lifestyle; and 3) increased communication and
referrals among health care providers, community service organizations, and older adults.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3125
Project Title: Living Well -Take Charge of Your Health
Project Period: 09/30/2006 — 05/31/2011

Grantee: Fiscal | Funding
Maryland Department on Aging Year Amounts
301 West Preston Street, Suite 1007 FY2010 $100,000
Baltimore, MD 21201-2374 FY2009 $200,000
FY2008 $200,000
Contact: FY2007 $250,000
Judy R. Simon, MS, RD, LDN FY2006 $250,000
Tel. No. (410) 767-1090 FY2005 $
Email: JSimon@ooa.state.md.us FY2004 $
) . N FY2003 $
AO0A Project Officer: Priti Shah Total $1,000,000

Project Abstract:

The Maryland Department of Aging and its partners, the Department of Health and Mental
Hygiene, the Governor's Office of Community Initiatives, Office of Service and Volunteerism,
Rural Maryland Council, Towson University, and two health insurance companies are
implementing this initiative. The goal is to encourage older people to take charge of their
health through the Chronic Disease Self-Management Program (CDSMP) in six Planning
Service Areas (PSAs), and the Active for Life program in one of those six. The approach is to
develop state and local partnerships, including AAAs, aging services provider organizations
(ASPO), local health departments (LHD), health care providers, faith-based organizations,
and other agencies in their jurisdictions to provide the CDSMP in many settings, promoting
the program and making it widely available. The objectives are to: 1) enhance capacity to
provide the CDSMP through licensing and training; 2) develop new and enhance existing
partnerships for broad application of the CDSMP and for sustainability; 3) provide
opportunities for 2,661 participants in CDSMP and 75 in Active for Life; 4) develop outreach
and referral for potential leaders and participants; 5) evaluate the projects for quality and
effectiveness; and 6) disseminate project information nationally and statewide. The expected
outcomes include: 1) CDSMP will be available to participants in a variety of settings; 2) health
care providers will make referrals to the evidence-based (EB) projects; 3) participants will
demonstrate outcomes as expected by the interventions; and 4) local partnerships, led by
AAAs, ASPOs, and LHDs, will act as mentors to non-participating jurisdictions to enable them
to develop EB projects in their areas.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3137
Project Title: Empowering Older People to Take More Control of Their Health
Project Period: 06/01/2007 — 05/31/2011

Grantee: Fiscal Funding
Massachusetts Executive Office of Elder Affairs Year Amounts
Policy and Program Development FY2010 | $125,000
One Ashburton Place FY2009 | $250,000
Boston, MA 02108 FY2008 | $200,000
FY2007 | $250,000
Contact: FY2006 $
Ruth Palombo, PhD FY2005 $
Tel. No. (617) 222-7512 FY2004 $
Email: Ruth.Palombo@state.ma.us FY2003 3$
Total $825,000

AOA Project Officer: Jane A. Tilly
Project Abstract:

The Massachusetts Executive Office of Elder Affairs (Elder Affairs) and its partner, the
Department of Public Health Office of Healthy Aging/Health and Disability (MDPH) is
implementing evidence-based prevention programs with the goal of developing a sustainable
infrastructure within the Commonwealth to implement high-quality evidence-based disease
prevention (EBDP) programs that provide the maximum number of at risk older adults and
people with disabilities the tools to maintain healthy and active lifestyles. Elder Affairs and
MDPH will partner with community-based organizations and provide leadership for the
implementation and evaluation of the following EBDP programs in three geographic areas: 1)
Stanford University's Chronic Disease Self-Management Program in the Northeast Area; 2) A
Matter of Balance in Boston; and 3) Healthy Eating for Successful Living in Older Adults in
the South Suburban area. The major objectives are to: 1) build and sustain private/public
partnerships at the state and local levels to deliver EBDP programs; 2) create protocols and
guidelines for implementation, evaluation, and reporting; 3) provide EBDP programs to reach
older adults and people with disabilities; 4) monitor the project's progress, fidelity, and
outcomes; and 5) effect statewide and local policy and systems to sustain the project. The
expected outcomes are: 1) existing public/private partnerships will expand their capacity to
integrate EBDP programs into local and statewide systems; 2) older adults and people with
disabilities will report improvements in falls; 3) better strategies for coping with diseases;
better food choices; and 4) increased levels of physical activity.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3135
Project Title: Michigan's Older Adults: On the PATH to Better Health
Project Period: 06/01/2007 — 05/31/2011

Grantee: Fiscal Funding
Michigan Department of Community Health Year Amounts
Community Services FY2010 | $125,000
PO Box 30676 FY2009 | $250,000
Lansing, M1 48909-8176 FY2008 | $200,000
FY2007 | $250,000
Contact: FY2006 $
Sherri C. King FY2005 $
Tel. No. (517) 373-4064 FY2004 $
Email: kingsl@michigan.gov FY2003 $
Total $825,000

AOA Project Officer: Shannon Skowronski
Project Abstract:

The Michigan Office of Services to the Aging (OSA) and the Michigan Department of
Community Health (MDCH) support this grant. The goal is to create a sustainable statewide
infrastructure that can facilitate the integration and embedding of evidence-based disease
prevention programming into the local aging and public health networks. The objectives are
to: 1) expand and enhance the capacity of the existing statewide group, Partners on the
PATH (Personal Action Toward Health); 2) form community coalitions to oversee local
provision of services; 3) ensure these coalitions have a sustainable business plan; 4) recruit
and train program leaders; 5) develop a universal system to use for evaluation and to monitor
fidelity; 6) provide follow-up and referral to participants; and 7) disseminate project
information and develop a template for other area agencies on aging to recreate. The
expected outcomes of this project are: 1) Partners on the PATH will become a line item in
the state budget and will be instrumental in making recommendations on state policy
concerning chronic disease; 2) local coalitions will have a sustainable marketing plan and
oversee classes offered; 3) seniors who participate in classes will reduce their risk of
developing chronic diseases; 4) seniors with chronic diseases will adopt better health
practices that will improve their quality of life; 5) pre-and-post testing will reflect an increased
knowledge in dealing with chronic diseases; and 6) documented fidelity to the programs will
be realized.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 90AM3139
Project Title: Minnesota's Evidence-Based Health Promotion Initiative
Project Period: 06/01/2007 — 05/31/2011

Grantee: Fiscal Funding
Minnesota Board on Aging Year Amounts
PO Box 64976 FY2010 | $125,000
St. Paul, MN 55164-0976 FY2009 | $250,000
FY2008 | $200,000
Contact: FY2007 | $250,000
Jean Wood FY2006 $
Tel. No. (651) 431-2563 FY2005 $
Email: jean.wood@state.mn.us FY2004 $
_ . _ FY2003 $
AO0A Project Officer: Shannon Skowronski Total $825.000

Project Abstract:

The Minnesota Board on Aging in partnership with the Minnesota Department of Health is
working with public and private partners at the state and community levels to build a
sustainable, statewide-coordinated evidence-based health promotion initiative. The
objectives are to: 1) implement three highly visible, evidence-based health promotion
programs - The Chronic Disease Self-Management Program, Matter of Balance, a fall
prevention program, and Enhance Fitness, a physical activity program; 2) collaborate with
strategic partners who can ensure identification of at-risk individuals and consistent referrals
to these programs and who have a stake in the outcomes; 3) refine and expand data and
guality assurance systems that can be used by all aging services providers to track
participation in these programs and assure fidelity of implementation; and 4) build a business
case for these approaches to ensure their long-term sustainability. The expected outcomes
of this initiative are: 1) older Minnesotans will have fewer falls and fall-related injuries,
maximizing their independence and quality of life; and 2) more older Minnesotans will adopt
self-management skills and work with their health care providers to more effectively manage
their chronic conditions, contributing to improvement of health status, independence and
quality of life.
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Program: Evidence Based Disease Prevention — State Programs

Grant Number: 903116
Project Title: Empowering Older People to Take More Control of Their Health
Project Period: 09/30/2006 — 05/31/2011

Grantee: Fiscal Funding
New Jersey Department of Health and Senior Services Year Amounts
PO Box 360 FY2010 $96,141
Trenton, NJ 08625 FY2009 | $192,300
FY2008 | $192,300
Contact: FY2007 | $192,300
Geraldine Mackenzie FY2006 | $192,300
Tel. No. (609) 943-3499 FY2005 $
Email: geraldine.mackenzie@doh.state.nj.us FY2004 $
_ . _ FY2003 $
AoA Project Officer. Shannon Skrowonski Total $865,341

Project Abstract:

The New Jersey Department of Health and Senior Services (DHSS) is developing statewide
capacity for local delivery of low-cost, evidence-based disease prevention programs
(EBDPP). This grant is building upon New Jersey's model for healthy aging, which is based
upon leadership and coordination within the Area Agency on Aging, program delivery through
local community-based providers, and strategic partnerships with public health and other
health care providers to assure the quality of health-related activities. The goal is to
empower seniors to reduce modifiable risk factors for disease and disability by establishing
the infrastructure to effectively deliver the Chronic Disease Self-Management Program
(CDSMP) in Atlantic, Cape May, Warren and Ocean Counties, and the Healthy IDEAS
program in Essex and Union Counties, the Matter of Balance (MOB) in Middlesex and Salem
Counties. Objectives include: 1) establishing local partnerships for service delivery; 2)
certifying master trainers and class leaders for CDSMP; 3) developing and delivering training
for Healthy IDEAS; 4) implementing programs and integrating them into the counties' service
delivery system; and 5) conducting a comprehensive evaluation. In addition, state level intra
and inter-departmental partnerships will esta