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FROM THE ADMINISTRATION ON AGING

| am pleased to present the Administration on Aging (AoA) FY 2010 Report to Congress.

AO0A and the national aging services network, comprised of 56 state and territorial units on aging
(SUA), 629 area agencies on aging (AAA), 244 tribal organizations, two Native Hawaiian
organizations, nearly 20,000 direct service providers, and hundreds of thousands of volunteers,
annually serve nearly 11 million seniors and their caregivers. AO0A’s services complement
medical and health care systems, help to prevent hospital readmissions, provide transportation to
doctor appointments, and support some of life’s most basic functions, such as assistance to elders
in preparing and delivering meals, or helping them with bathing. This assistance is especially
critical for the nearly three million seniors who receive intensive in-home services, half a million
of whom meet the disability criteria for nursing home admission but are able to remain in their
homes, in part, due to these community supports.

The need for this support is growing rapidly. From 2010 to 2015, the population aged 60 and
older will increase by 15 percent, from 57 million to 65.7 million. During this period, the
number of seniors with severe disabilities who are at greatest risk of nursing home admission and
Medicaid eligibility will increase by more than 13 percent.

The following summary of the Older Americans Act (OAA) program data reveals that:

e OAA programs help older Americans with severe disabilities remain independent and in
the community.

e OAA programs are efficient: Without controlling for inflation, OAA programs have
increased efficiency by nearly 40 percent between FY 2002 and FY 2010, serving 8,459
older Americans per million dollars of funding in FY 2010, compared to 6,103
individuals per million dollars of funding in FY 2002. This increase in efficiency is
understated since the purchasing power of a million dollars in 2010 is significantly less
than in 2002 due to inflation.

e OAA programs build system capacity: For every one dollar of OAA funds expended for
home and community-based services, nearly three dollars is leveraged from state, local or
other sources.

The Older Americans Act is due for reauthorization in FY 2012. During FY 2010, AoA
convened three national listening sessions, held one joint session with the Department of Labor,
and sparked hundreds of national, state and local sessions convened by stakeholders and
involving all states and area agencies. In addition, targeted outreach to national minority aging
organizations representing diverse cultures and populations was conducted. As a result, the
critical internal and external stakeholders representing thousands of older individuals and their
caregivers were engaged in providing input and recommendations for the next reauthorization.
We look forward to working with Congress to strengthen and update these critical programs with
an eye toward efficiency and effectiveness, and strengthening and building the capacity of the
aging services network to deliver high-quality services that improve outcomes for seniors.

Kathy Greenlee
Assistant Secretary for Aging
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Executive Summary

The Administration on Aging (AoA), an agency of the U.S. Department of Health and Human
Services (DHHS), plays a lead role in the mission of helping elderly individuals maintain their
dignity and independence in their homes and communities. A0A advances the concerns and
interests of older people, and works with and through the national aging services network of 56
state and territorial units on aging (SUA), 629 area agencies on aging (AAA), 244 tribal
organizations, two Native Hawaiian organizations, and nearly 20,000 direct service providers, to
promote the development of comprehensive and coordinated home and community-based care
that is responsive to the needs and preferences of older people and their caregivers.

A0A'’s core programs, authorized under the Older Americans Act (OAA) and administered by
the national aging services network, help families keep their loved ones at home for as long as
possible. The network also helps consumers learn about and access the services and supports
that are available in the community and addresses issues related to caregivers. OAA services are
less expensive than institutional care and performance data show that they are very effective.
The most recent data available show that AoA and its national network rendered direct services
to 10.8 million elderly individuals age 60 and over (nearly 20 percent of the country’s elderly
population) and their caregivers, including nearly three million clients who received intensive in-
home services.! Critical supports, such as respite care and a peer support network, were
provided to nearly 700,000 caregivers.

In the ongoing management of its programs and strategic planning process, AoA is guided by a
set of core values in developing and carrying out its mission. These values include listening to
older people, their family caregivers, and AoA partners who serve them; responding to the
changing needs and preferences of our increasingly diverse and rapidly growing elderly
population; producing measurable outcomes that significantly impact the well-being of older
people and their family caregivers; and valuing and developing AoA staff.

Vision
In order to serve a growing senior population, AoA envisions ensuring the continuation of a
vibrant aging services network at state, territory, local and tribal levels through the funding of
lower-cost, non-medical services and supports that provide the means by which many seniors can
remain out of institutions and live independently in their communities for as long as possible.

Mission
The mission of AoA is to develop a comprehensive, coordinated and cost-effective system of
home and community-based services that helps elderly individuals maintain their health and
independence in their homes and communities.

! Data from AoA’s FY 2010 State Program Report are preliminary and should not be taken as final.



Overview of Performance

AO0A program activities have a fundamental common purpose which reflects the legislative intent
of the Older Americans Act (OAA) and the AoA mission: to help elderly individuals — and
increasingly individuals with disabilities - maintain their dignity and independence in their
homes and communities through comprehensive, coordinated, and cost effective systems of
long-term care, and livable communities across the U.S. To reflect this unified purpose, AoA
has aggregated all budget line items into a single Government Performance and Results Act
(GPRA) program, AoA’s Aging Services Program, for purposes of performance measurement.

The Aging Services Program’s fundamental purpose, in combination with the legislative intent
that the national aging services network actively participate in supporting community-based
services with particular attention to serving economically and socially vulnerable elders, led
AO0A to focus on three measures: 1) improving efficiency; 2) improving client outcomes; and
3) effectively targeting services to vulnerable elder populations. Each measure is representative
of several activities across the Aging Services Program budget and progress toward achievement
of the measure is tracked using a number of indicators. The efficiency measure and
corresponding indicators are reflective of the Office of Management and Budget (OMB)
requirements to measure efficiency for all program activities. The client outcome measure
includes indicators focusing on consumer assessment of service quality and outcome indicators
focusing on nursing home predictors, successful caregiver program operation and protection of
the vulnerable elderly. The targeting measure and indicators focus on ensuring that states and
communities serve the most vulnerable elders, those that are most in need of these services.
Taken together, the three measurement areas and their corresponding performance indicators are
designed to reflect AoA’s strategic goals and objectives and in turn measure success in
accomplishing AoA’s mission.

Consistent with this Administration’s emphasis on transparency and accountability, AoA has
taken several steps to improve the analysis and availability of performance information while
also enhancing the rigor of program evaluations. To this end, AoA has:

e Expanded the availability of performance information via an on-line system that enables
aging network professionals and the public to develop benchmarks and examine trends
nationally and at the state level (http://www.data.aoa.gov).

e Submitted public use data sets to the http://www.data.gov/ system.

e Further analyzed the results from the 2008 and 2009 national surveys to help inform
decision makers. Results show:
0 AO0A is effectively reaching those most at risk of institutionalization.
0 Service recipients report Title 11l services enable them to remain in their own
homes.
o0 Comparison of service recipients to the elderly US population 60 and older shows
that Title I11 serves older people who are less healthy and have more limitations


http://www.data.aoa.gov/�
http://www.data.gov/�

than other older adults even after adjusting for demographic and socioeconomic
differences between the groups.

Tested through the Performance Outcomes Measurement Project (POMP) several
methods for measuring the impact of services. Preliminary analysis for administrative
data sets from four states, using Cox proportional hazards models, show a consistent
lowering of the relative risk of nursing home placement with an increase in number of
services utilized; and there was an increase in mean survival time in the community (i.e.
months before placement) with increases in the total number of services used.

Employed more rigorous program evaluation methods such as longitudinal data
collection and experimental design.

o The Title 111-C Elderly Nutrition Services program evaluation employs a complex
design that includes three major components and several subcomponents. The
major components include a process study that surveys each component of the
aging services network on a large array of topics; a costs study that measures the
actual cost of providing a meal by cost category (e.g. labor, food, overhead); and
an individual outcome study. The individual outcomes study will measure the
program’s success at meeting the legislative intent of the program (reduce hunger
and social isolation while improving health and well-being of consumers). In
addition, AoA and the Centers for Medicare and Medicaid Services (CMS) have
recently entered into an Inter-Agency Agreement that will enhance this evaluation
to include prospective analysis of healthcare utilization and cost data of program
participants compared to a matched group of seniors who do not participate in the
program.

0 The evaluation of the Title 111-E National Family Caregiver Support program will
be the first for this OAA program. It is designed as a longitudinal study with a
comparison group so that the effects of the five service categories can be
measured over time.

0 AO0A is working with a research contractor to finalize the design and operational
plan for an evaluation of Aging and Disability Resource Centers (ADRC). The
evaluation is a quasi-experimental design that compares the experiences and
outcomes associated with accessing long-term care services and supports through
an ADRC to non-ADRC communities. AoA is working with the HHS Office on
Disability and the Department of Education’s Rehabilitation Services
Administration to better include the younger disabled population in the study who
access services through Centers for Independent Living.

o During FY 2010, AoA, through an Interagency Agreement with the Agency for
Healthcare Research and Quality (AHRQ), contracted with a research team to
design a framework report for the evaluation of the Chronic Disease Self-
Management Program. This report indicated that the existing literature about the
efficacy of CDSMP includes few subgroup analyses of the population AoA is
mandated to serve, that is, people aged 60 or older, and that the studies that
looked at the effects of CDSMP on older individuals either did not find positive
effects or found only weak effects. A more recent study of CDSMP outcomes
commissioned by the Centers for Disease Control and Prevention reveals that the



CDSMP was as effective in studies where the majority of participants were aged
65 years or older as it was with individuals in studies where the majority of
participants were aged 65 years or younger.?

o The final evaluation design report was received in May 2011 and recommended
an experimental evaluation design in which individuals will be randomly assigned
to receive the intervention or serve as a control group by delaying program
participation for a minimum of six months. Multiple data collection points will
enable AoA to measure program effects on its target service population over time.
Next steps involve finalizing design details, developing an operational plan and
gathering process data.

o The final evaluation design report was received in May 2011 and recommended
an experimental evaluation design in which individuals will be randomly assigned
to receive the intervention or serve as a control group by delaying program
participation for a minimum of six months. Multiple data collection points will
enable AoA to measure program effects on its target service population over time.
Next steps involve finalizing design details, developing an operational plan and
gathering process data.

Current Performance Information

An analysis of AoA’s performance trends shows that through FY 2010, most indicators have
steadily improved. It also points to some key observations about the potential of AoA and the
national aging services network in meeting the challenges posed by the growth of the vulnerable
older adult population, the changing care preferences of aging baby boomers, the fiscal
difficulties faced by state budgets, and the expanding needs of both the elderly and their
caregivers. Below are some examples of these observations:

OAA programs help older Americans with severe disabilities remain independent and
in the community: Older adults that have three or more impairments in Activities of Daily
Living (ADLs) are at a high risk for nursing home placement. Measures of the aging
services network’s success at serving this vulnerable population is a proxy for success at
nursing home delay and diversion. In FY 2003, the aging network served home-delivered
meals to 280,454 clients with three or more ADL impairments and by FY 2010 that number
grew by 14 percent to 318,792 clients. Another approach to measuring AoA’s success is the
newly developed nursing home predictor score. The components of this composite score are
predictive of nursing home placement based on scientific literature and AoA’s POMP which
develops and tests performance measures. The components include such items as percent of
clients that are transportation disadvantaged and the percent of congregate meal clients that
live alone. As the score increases, the prevalence of nursing home predictors in the OAA
service population increases. In 2003, the nursing home predictor score was 46.57 and has
increased to 61.0 in FY 2009. This increase indicates that AOA programs are serving a larger
share of individuals who, without community support, would be more likely to move into
institutional settings.

2 Sorting through the Evidence for Arthritis Self-Management Program and the Chronic Disease Self-Management
Program. Centers for Disease Control. May,2011.



e OAA programs are efficient: The national aging services network is providing high quality
services to the neediest elders and doing so in a very prudent and cost-effective manner; as an
example, AoA has significantly increased the number of clients served per million dollars of
A0A funding. Without controlling for inflation, OAA programs have increased efficiency by
nearly 40 percent between FY 2002 and FY 2010, serving 8,459 clients per million dollars of
AO0A funding in FY 2010, compared to 6,103 clients served per million dollars of AoA
funding in FY 2002. This increase in efficiency is understated since the purchasing power of
a million dollars in 2010 is significantly less than in 2002 due to inflation.

e OAA programs build system capacity: OAA programs stay true to their original intent to
“encourage and assist state agencies and area agencies on aging to concentrate resources in
order to develop greater capacity and foster the development and implementation of
comprehensive and coordinated systems.” (OAA Section 301). This is evident in the
leveraging of OAA funds with state/local or other funds (almost $3 in other funds for every
dollar of OAA funds expended for Home and Community-Based Services (Titles 111-B, 111-C
and 111-D), as well as in the expansion of projects such as the Aging and Disability Resource
Center initiative, which has grown to 310 sites across 54 states and territories in FY 2010.

OAA clients report that these services contribute in an essential way to maintaining their
independence and they express a high level of satisfaction with these services. In 2009, over
96 percent of transportation clients rated services good to excellent and 95 percent of caregivers
rated services good to excellent. To help ensure the continuation of these trends in core
programs, AoA makes extensive use of its discretionary funding to test innovative service
delivery models for state and local program entities to attain measurable improvements in
program activities. For example, AoA has worked with the Centers for Medicare & Medicaid
Services and the Department of Veterans Affairs to better integrate funding for long-term care
service delivery, eliminate duplication and improve access to services through Aging and
Disability Resource Centers.



Part I: Health and Independence

A0A’s Health and Independence Programs provide a foundation of supports that assist older
individuals to remain healthy and independent in their homes and communities, avoiding more
expensive nursing home care. For example, 62 percent of congregate and 93 percent of home-
delivered meal recipients reported that the meals enabled them to continue living in their own
homes and 53 percent of seniors using transportation services rely on them for the majority of
their trips to doctors’ offices, pharmacies, meal sites, and other critical daily activities that help
them to remain in the community.®

From 2010 to 2015, the number of Americans age 60 and older will increase by 15 percent, from
57 million to 65.7 million.* During this period, the number of seniors with severe disabilities
(defined as 3 or more limitations in activities of daily living) who are at greatest risk of nursing
home admission and Medicaid eligibility (through the “spend down” provisions) will increase by
more than 13 percent.” These programs help seniors in need maintain their health and
independence.

In concert with other OAA programs, these services assist nearly 11 million elderly individuals
and caregivers. AO0A’s services are especially critical for the nearly three million seniors who
receive intensive in-home services, half a million of whom meet the disability criteria for nursing
home admission. These services help to keep these individuals from joining the 1.7 million
seniors who live in nursing homes. These increases will also help the national aging services
network improve its capacity to assist the rapidly growing senior population.

State and Territory Flexibility

Under the core state formula grant programs for Home and Community-Based Supportive
Services and Nutrition Services, states and territories have the flexibility to allocate resources to
best meet local needs through intra-state funding formulas which distribute funds to area
agencies on aging (AAAs). These formulas vary by state and allow states to take into account
their own local circumstances to best serve their population. States are required to submit their
formulas to AoA for approval and must take into account the geographic distribution of older
persons and the distribution of older persons in greatest social and economic need. AAAs
administer these grants and provide grants or contracts to local service providers based on
identified needs.

The OAA allows a state to transfer up to 40 percent of the funds between congregate and home-
delivered meals for use as the state considers appropriate to meet the needs of the area served.

% 2009 National Survey of Older Americans Act Participants. http://www.data.aoa.gov, select AGID.

* Data compiled by AoA from U.S. Census Bureau, “2008 National Population Projections, Projected Population by
Single Year of Age, Sex, Race, and Hispanic Origin for the United States: July 1, 2000 to July 1, 2050 released
August 2008, <http://www.census.gov/population/wwwy/projections/downloadablefiles.html> Accessed August
03, 2011.

® Data extrapolated by AoA from U.S. Census Bureau, “2008 National Population Projections,” released August

2008, <http://www.census.gov/population/wwwi/projections/2008projections.html> and Health Data Interactive,
National Center on Health Statistics, Centers for Disease Control and Prevention, “Functional limitations among
Medicare beneficiaries, ages 65+: US, 1992-2008.” Accessed August 02, 2011.
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Additionally, for any fiscal year if the transferred funds are insufficient to satisfy the need for
nutrition services, then the Assistant Secretary for Aging may grant a waiver that permits the
state to transfer an additional 10 percent of the funds to meet those needs. The OAA provides
further flexibility to states by allowing them to transfer up to 30 percent for any fiscal year
between Supportive Services programs and Nutrition Services programs, for use as the state
considers appropriate. These are options open only to states and territories. A state agency may
not delegate to an area agency on aging or any other entity the authority to make such transfers.

In 2010, states transferred over $82 million from congregate nutrition to home and community-
based services and home-delivered meals, as illustrated in the following table.

Table 1. FY 2010 Transfer of Federal funds within Title 111 of the OAA

Part B —
Home and Community-
Based Supportive Services

Part C1 — Part C2 —
Congregate Nutrition Home-Delivered Meals

Initial Allotment $366,038,034 $438,020,197 $216,311,617
Final Allotment after $415,543 507 $355,452,956 $249,373,385
Transfers

Net Transfer +$49 505,473 ($82,567,241) +$33,061,768
Net Percent Change 13.52 (18.85) 15.28




Home and Community-Based Supportive Services

(Title 111-B of OAA; FY 2010: $368,290,000)

The Home and Community-Based Supportive Services (HCBS) program, established in 1973,
provides grants to states and territories based on their share of the population age 60 and over to
fund a broad array of services that enable seniors to remain in their homes for as long as
possible. AoA programs like the HCBS program serve seniors holistically; while each service is
valuable in and of itself, it is often the combination of supports, when tailored to the needs of the
individual, that ensures clients remain in their own homes and communities instead of entering
nursing homes.

The services provided to seniors through the HCBS program include transportation; case
management; information and referral; in-home services such as personal care, chore, and
homemaker assistance; and community services such as adult day care. In addition to these
services, the HCBS program also funds multi-purpose senior centers which coordinate and
integrate services for the elderly.

While age alone does not determine the need for these long-term care supports, statistics show
that both disability rates and the use of long-term supports increase with advancing age. Among
those aged 85 and older, 55 percent are unable to perform critical activities of daily living and
require long-term support. Data also show that 90 percent of seniors have at least one chronic
condition and over 70 percent have at least two®. Providing a variety of supportive services that
meet the diverse needs of these older individuals is crucial to enabling them to remain healthy
and independent in their homes and communities, avoiding unnecessary, expensive nursing
home care.

Data from Ao0A’s national surveys of elderly clients show that Home and Community-Based
Supportive Services are providing seniors with the services and information they need to help
them remain at home. For example, 48 percent of seniors using transportation services rely on
them for the majority of their transportation needs and would otherwise be homebound, while
80 percent of clients receiving case management reported that as a result of the services arranged
by the case manager they were better able to care for themselves.” In addition, a study published
in the Journal of Aging and Health shows that the “personal care services” provided by the
HCBS program are the critical services that enable frail seniors to remain in their homes and out
of nursing home care.®

Services provided by the HCBS program in FY 2010 include:

6Anderson, Gerard, Chronic Care: Making the Case for Ongoing Care. Robert Wood Johnson Foundation. 2010
Princeton, NJ. Available: http://www.rwjf.org/files/research/50968chronic.care.chartbook. pdf

7 2009 National Survey of Older Americans Act Participants. http://www.data.aoa.gov, select AGID.

8 Chen, Ya Mei and Elaine Adams Thompson. Understanding Factors That Influence Success of Home- and
Community-Based Services in Keeping Older Adults in Community Settings. 2010. Journal of Aging and Health.
V. 22: 267. Available: http://jah.sagepub.com/cgi/content/abstract/22/3/267.
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e Adult Day Care/Day Health provided over ten million hours of care for dependent adults in
a supervised, protective group setting during some portion of a twenty-four hour day.

e Transportation Services provided nearly 26 million rides to doctor’s offices, grocery
stores, pharmacies, senior centers, meal sites, and other critical daily activities.

e Personal Care, Homemaker, and Chore Services provided more than 35 million hours of
assistance to seniors unable to perform activities of daily living (such as eating, dressing, or
bathing) or instrumental activities of daily living (such as shopping or light housework).

e Case Management Services provided more than 4 million hours of assistance in assessing
needs, developing care plans, and arranging services for older persons or their caregivers.

In continuing with AoA’s commitment to provide services to those in most need, nearly
50 percent of riders on OAA-funded transportation do not own a car or if they do own a car they
do not drive, and are not near public transportation. Many of these individuals cannot safely
drive a car, as nearly 75 percent of transportation riders have at least one of the following chronic
conditions that could impair their ability to navigate safely:

e 68 percent of riders had a doctor tell them they had vision problems (including glaucoma,
macular degeneration or cataracts);

e 14 percent have had a stroke; and

e 7 percent have Alzheimer’s or dementia.

Of the transportation participants 95 percent take daily medications, with 17 percent taking 10 to
20 medications daily.”

® 2009 National Survey of Older Americans Act Participants. http://www.data.aoa.gov, select AGID.
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Nutrition Services

Nutrition Services help seniors remain healthy and independent in their communities by
providing meals and related services in a variety of settings (including congregate facilities such
as senior centers) and home-delivery to seniors who are homebound due to illness, disability, or
geographic isolation. Nutrition Services include:

e Congregate Nutrition Services (Title 111-C1; FY 2010: $440,718,000): Provides funding
for the provision of meals and related services in a variety of congregate settings, which
help to keep older Americans healthy and prevent the need for more costly medical
interventions. Established in 1972, the program also presents opportunities for social
engagement and meaningful volunteer roles, which contribute to overall health and well-
being.

e Home-Delivered Nutrition Services (Title 111-C2; FY 2010: $217,644,000): Provides
funding for the delivery of meals and related services to seniors who are homebound.
Established in 1978, home-delivered meals are often the first in-home service that an
older adult receives and serve as a primary access point for other home and
community-based services. Home-delivered meals also represent an essential service for
many caregivers, by helping them maintain their own health and well-being.

e Nutrition Services Incentive Program (NSIP) (Title 11I-A; FY 2010: $160,991,000):
Provides additional funding to states, territories, and eligible tribal organizations that is
used exclusively to provide meals. It cannot be used to pay for other nutrition-related
services or for administrative costs. Funds are awarded to states and tribes based on the
number of meals served in the prior Federal fiscal year. States and tribes have the option
to purchase commodities directly from the U.S. Department of Agriculture with any
portion of their award if they determine that doing so will enable them to better meet the
needs of seniors. States and tribes elected to spend approximately $2.7 million on
commodities in FY 2010.

Formula grants for Congregate Nutrition Services and Home-Delivered Nutrition Services are
allocated to states and territories based on their share of the population age 60 and over. The
meals provided through these programs fulfill the standards set by the Dietary Guidelines for
Americans and provide a minimum of 33 percent of the Dietary Reference Intake, as established
by the Food and Nutrition Board of the Institute of Medicine of the National Academy of
Sciences.

Nutrition Services help over two million older adults receive the meals they need to stay healthy
and decrease their risk of disability. Nutrition Services help over two million older adults
receive the meals they need to stay healthy and decrease their risk of disability. Studies have
found that 40 percent of all persons age 85 and over are in need of assistance with instrumental
activities of daily living (IADLs)™, including obtaining and preparing food; these nutrition
programs help address their needs. Serving Elders at Risk, a national evaluation of AoA’s

10 Hung et al.: Recent trends in chronic disease, impairment and disability among older adults in the United States.
BMC Geriatrics 2011 11:47.



nutrition program clients, found that recipients are older, poorer, more likely to live alone, more
likely to be minorities, are sicker, in poorer health, in poorer nutritional status, more functionally
impaired, and at higher nutritional risk than those in the general population. Nutrition Services
provide an important opportunity for social interaction that helps to improve the general health
status of participants, particularly homebound elders. A comparison of the number of social
contacts of congregate and home-delivered meal participants showed that nutrition program
clients had significantly more social contacts than people who did not participate in the program.

Data from Ao0A’s national surveys of elderly clients show that the Nutrition Services are
effectively helping seniors to improve their nutritional intake and remain at home. For example,
73 percent of congregate and 85 percent of home-delivered meal recipients say they eat healthier
meals due to the programs, and 58 percent of congregate and 93 percent of home-delivered meal
recipients say that the meals enabled them to continue living in their own homes.*! In addition,
home-delivered meal and congregate meal participants had significantly better food energy
intake, protein, vitamins A, Bs & D, Riboflavin, Calcium, Phosphorous, Potassium, Magnesium
and Zinc intakes compared to matched non-participant group of senior citizens.*? Seniors with
deficiencies of these nutrients can experience osteoporosis, night blindness, decreased resistance
to infection, fatigue, vasodilatation, and other illnesses.

A0A'’s annual performance data further demonstrate that these programs are an efficient and
effective means to help seniors remain healthy and independent in their homes and in the
community. Ninety-one percent of home-delivered meal clients rate service as good to excellent
(Outcome 2.9a). Also, the number of home-delivered meal recipients with severe disabilities
(3+ ADL) totaled more than 342,000 in 2009. This level of disability is frequently associated
with nursing home admission, and demonstrates the extreme frailty of a significant number of
home-delivered meal clients. The most recent data on how these nutrition programs are helping
seniors remain healthy and independent in their homes include:

e Home-Delivered Nutrition Services provided more than 145 million meals to nearly
870,000 individuals in FY 2010.

e Congregate Nutrition Services provided over 96 million meals to more than 1.7 million
seniors in a variety of community settings in FY 2010.

112008 National Survey of Older Americans Act Participants. http://www.data.aca.gov, select AGID.
12 Serving Elders at Risk — National Evaluation of the Elderly Nutrition Program, 1993-1995, pp.117-118

11
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Recovery Act Funding of Nutrition Services for Older Americans

The American Recovery and Reinvestment Act of 2009 (ARRA) empowered the U.S. Department of
Health and Human Services to help boost the nation’s economy, create or save jobs, maintain health
care services, expand access to affordable health care, and protect and support those in greatest need.
AOA distributed $100 million in ARRA funding to the national aging services network to help older
Americans hardest hit by the economic downturn receive the right foods to help keep them healthy
and active, and to assist those who may be too impaired to prepare nutritious meals for themselves.
Without regular nutritious meals, the health of many older Americans declines; they become more
susceptible to illness; their ability to manage their chronic diseases is reduced, and they may lose
their ability to remain at home, independent in their community. The funds were expended in FY
2009 and FY 2010.

Of the $100 million in ARRA funding, $65 million was distributed by formula to 56 states and
territories for congregate nutrition services provided at senior centers and other community sites and
$32 million was distributed by formula to states and territories for the preparation and delivery of
meals to frail elders in their homes. A total of $3 million was provided to 254 tribal organizations
and two Native Hawaiian organizations. No ARRA funding was used to pay for AoA administrative
costs associated with this activity. It is being used by the aging services network to augment existing
resources, replace revenue lost from state, tribal, and local sources due to the economic downturn,
and support the continued delivery of meals to vulnerable older Americans. As with funds provided
through Title 111 OAA appropriations, states distributed funds to area agencies on aging or local
providers, which coordinated the provision of meals to elderly individuals.

Given the economic downturn, the National Association of States United for Aging and Disabilities
reported in FY 2009, that requests for community-based services for seniors increased, with about an
80 percent increase in requests for home-delivered meals and a 50% increase for congregate meals.
Within this context, some examples of how senior nutrition service providers used ARRA funding to
meet this increased demand for meals to homebound seniors are summarized below:

e Seminole County, FL reported having a long waiting list for home-delivered meals to
homebound seniors. ARRA funds were used to serve prepare and deliver two meals per day
to frail elderly clients who otherwise would have gone without proper nutrition and be at
greater risk of entering a nursing facility

e Meals on Wheels of Syracuse, New York used ARRA funds to avoid what would have been
their first ever waiting list for seniors in need in the area.

e In another county in NY, ARRA funding enabled the senior nutrition program to provide
meals to 334 homebound elderly individuals, 59 of whom are over the age of 90.

Beginning in FY 2009, and continuing through the end of FY 2010, ARRA funding provided:

e 12,526,874 congregate meals to 729,690 individuals;

e 7,916,270 home-delivered meals to 33,791 individuals; and

e 408,436 home-delivered meals and 358,462 congregate meals to tribal and Native Hawaiian
organizations.
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Preventive Health Services

(Title 11-D of OAA; FY 2010: $21,026,000)
Preventive Health Services, established in 1987, provides formula grants to states and territories,
based on their share of the population aged 60 and over, to support activities that educate older
adults about the importance of healthy lifestyles and promote healthy behaviors that can help to
prevent or delay chronic disease and disability, thereby reducing the need for more costly
medical interventions.

Due in large part to advances in public health and medical care, Americans are leading longer
and more active lives. Average life expectancy has increased from less than 50 years at the turn
of the 20" century to almost 78 years today. On average an American turning age 65 today can
expect to live an additional 18.6 years. The population of older Americans is also growing,
particularly the population age 85 and over, which is growing very rapidly, from 5.8 million in
2010 to 8.7 million by the year 2030. One consequence of this increased longevity is the higher
incidence of chronic diseases such as obesity, arthritis, diabetes, osteoporosis, or depression as
well as the greater probability of injury from a fall, which quickly limits physical activity.

In recent years, states and territories have been statutorily required to use at least a portion of this
funding for medication management, screening, and education activities, but otherwise have had
flexibility to allocate resources among the preventive health activities of their choice to best meet
local needs. Priority has been given to providing services to those elders living in medically
underserved areas of the state or who have the greatest economic need. Services currently
provided through the Preventive Health Service program include:

e Information and Outreach, including the distribution of information about healthy
lifestyles and behaviors to seniors through Aging and Disability Resource Centers, area
agencies on aging, senior centers, community parks and recreation programs, housing
programs, faith-based organizations, chronic disease self-management programs,
congregate meal sites, and the home-delivered meals program.

e Health Screenings and Risk Assessments for a variety of conditions, including
hypertension, diabetes, dental issues, high cholesterol, and hearing and vision loss.

e Evidence-based Prevention Programs, as described below.

Over the last few years, some states have begun to shift their funding to provide greater support
to evidence-based approaches, especially in helping individuals manage chronic diseases.
Evidence-based programs are interventions that have been tested through randomized control
trials and have been shown to be effective at helping participants adopt healthy behaviors,
improve their health status, and reduce their use of hospital services and emergency room Visits.
Examples of evidence-based models include enhanced fitness, enhanced wellness, falls
prevention, and Chronic Disease Self-Management Programs, all of which have been
demonstrated to be especially effective and have shown the value of focusing dollars on proven
interventions. AOA has encouraged states and the aging services network to adopt evidence-
based prevention programs and more and more states are using these and other resources to do
s0. Some examples of evidence-based interventions are:
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e Enhanced fitness and enhanced wellness programs: Enhanced fitness is a multi-
component group exercise program designed for community-based organizations and
intended to promote physical activity among older adults. Strength training using soft
wrist and ankle weights; cardiovascular workouts using dancing, aerobics, or walking;
and balance and posture exercises are used to increase the physical health of older adults.
In addition, exercise has been proven to improve depression, which studies have shown
that nearly 20 percent of U.S. adults 65 years and older experience.'®* Exercise may also
act as a buffer against many illnesses impacted by stress.

e Falls prevention: Falls prevention programs teach participants to improve strength,
balance, and mobility; provide education on how to avoid falls and reduce fall risk
factors; involve medication reviews and modifications; provide referrals for medical care
management for selected fall risk factors; and provide home hazard assessments of ways
to reduce environmental hazards. Recent studies have shown that in the United States
more than one-third of adults age 65 and over fall each year. Of those who fall, 20 to
30 percent will experience serious injuries, such as head trauma, broken bones, or hip
fractures.® These injuries may limit the ability of older adults to get around or live
independently. Those who are not injured may develop a fear of falling, which may increase
their actual risk of falling. Many people limit their activity after a fall, which may reduce
strength, physical fitness, and mobility.*

e Medication management: Medication management programs focus on reviewing the
multitude of medications that older adults are prescribed, focusing especially on high-risk
medications. These programs have been shown to reduce unnecessary duplication of
prescriptions and cardiovascular problems. They have also been shown to improve
medication usage rates and decrease medication errors among older adults.

e Chronic disease self-management programs: Older Americans are disproportionately
affected by a vast array of chronic conditions, including diabetes, obesity, heart disease,
cancer, arthritis, and depression, that collectively account for seven out of every
ten deaths and contribute to more than three-quarters of all Medicare expenditures.®

13 Administration on Aging. (2001). Older Adults and Mental Health: Issues and Opportunities. Washington, DC:
U.S. Department of Health and Human Services. Also, “Mental Health: A Report to the Surgeon General,”

http://www.surgeongeneral.gov/library/mentalhealth/chapter5/secl.html.

14 Sterling DA, O'Connor JA, Bonadies J. Geriatric falls: injury severity is high and disproportionate to mechanism.
Journal of Trauma—Injury, Infection and Critical Care 2001; 50(1):116-9.

5 Even, Jennifer. 2009. Senior Series. The Ohio State University Extension. 20 May 2009.

16 Deaths: Leading Causes for 2004. National Vital Statistics Report, V. 56, No. 5. Centers for Disease Control and
Prevention. Available at http://www.cdc.gov/nchs/data/nvsr/nvsr56/nvsrs56 05.pdf . Accessed December 30, 2009.
Follow the Money -- Controlling Expenditures by Improving Care for Patients Needing Costly Services.
Bodenheimer, T., and Berry-Millett, R. New England Journal of Medicine. 15 October 2009.
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Preventive Health Services have been carried out at multi-purpose senior centers, meal sites, and
other community-based settings, as well as through individualized counseling and services for
vulnerable elders. States reported 5.9 million seniors served in these health-related programs
which received $16 million in additional funding from states and local entities.

Chronic Disease Self-Management Programs

Funding for the Chronic Disease Self-Management Program (CDSMP) is awarded in the form of
competitive grants to states. External experts review project proposals, and project awards are
made for periods of one to three years. In FY 2010, AoA funded 47 state grants for CDSMPs,
with an average award of $574,468, using funding provided under the Recovery Act. CDSMP is
a low-cost, evidence-based disease prevention model that utilizes state-of-the-art techniques to
help those with chronic disease to manage their conditions, improve their health status, and
reduce their need for more costly medical care. Older Americans are disproportionately affected
by a vast array of chronic conditions (including diabetes, obesity, cancer, arthritis, and
depression) that collectively account for seven out of every 10 deaths and more than three-
quarters of all health expenditures.'” Data show that as an individual’s number of chronic
conditions increases, there is a corresponding escalation in adverse outcomes including
mortality, poor functional status, unnecessary hospitalizations, adverse drug events, duplicative
tests, and conflicting medical advice, all of which lead to higher health costs and greater outlays
for programs like Medicare and Medicaid. CDSMP is helping to reduce these adverse outcomes
by empowering individuals, particularly those who have two or more chronic health conditions,
to address issues related to the management and treatment of chronic disease.

CDSMP has been shown repeatedly through multiple studies (including randomized control
experiments, with both English and Spanish speaking populations) to be effective at helping
participants to adopt healthy behaviors, improve their health status and reduce their use of
hospital stays and emergency room visits. The program has been shown to significantly improve
participant health status, reduce the use of hospital care and physician services'® as well as
reduce health care costs.

CDSMP was developed by Stanford University and emphasizes a patient’s role in managing
his/her illness. The program consists of a series of workshops that are conducted once a week
for two and a half hours over six weeks in community settings such as churches, libraries,
YW/MCAs, senior centers, public housing projects, community health centers and cooperative
extension programs. People with different chronic health problems attend together, and the
workshops are facilitated by two leaders who are trained and certified by Stanford University,
one or both of whom are non-health professionals or lay people with chronic diseases
themselves. Topics covered include: 1) techniques to deal with problems such as frustration,
fatigue, pain and isolation; 2) appropriate exercise for maintaining and improving strength,
flexibility, and endurance; 3) appropriate use of medications; 4) communicating effectively with
health professionals; and 5) nutrition.

7 National Center for Chronic Disease Prevention and Promotion (NCCDPHP). Physical Activity and Good
Nutrition: Essential Elements to Prevent Chronic Diseases and Obesity. Available at
www.cdc.gov/ncedphp/aag/aag_dnpa.htm. Accessed September 14, 2004.

18 Sobel, DS, Lorig,KR, Hobbs,M. Chronic Disease Self-Management Program: From Development to
Dissemination. Permanente Journal; Spring 2002.
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Since 2003, AoA has supported the deployment of CDSMP through the aging services network,
in partnership with AHRQ, CDC, CMS, HRSA and over 30 private foundations. In the 2006
reauthorization of the OAA, Congress directed AoA to promote the nationwide implementation
of evidence-based prevention programs through its network of community-based service
provider organizations; and beginning in FY 2008, Congress appropriated funding specifically to
support this initiative. A0A and its partners have invested over $50 million since 2003 in
developing an infrastructure for delivering evidence-based programs at the community level.
This infrastructure includes 1,200 community-based delivery sites, a national technical assistance
center on evidence-based prevention programs for the elderly, a national CDSMP training and
certification center at Stanford, local program training materials and guides, marketing materials,
quality assurance mechanisms and fidelity protocols, and a variety of technologies, including an
AHRQ sponsored Knowledge Transfer Program to support rapid diffusion. Over 12,000
individuals have participated in the CDSMP programs offered through this infrastructure.

Older Americans are disproportionately affected by a vast array of chronic diseases and
conditions. Over 80 percent of adults 65 and over have at least one chronic condition, and
roughly half suffer from two.*® Nearly half of older adults have hypertension and roughly one in
five has heart disease, with a similar proportion having some type of cancer.”® The average
75-year old has three chronic conditions and takes 4.5 medications.”> More than 65 percent of
Americans aged 65 and over have some form of cardiovascular disease. One million adults age
75+ have diabetes, a number that is expected to grow to 4 million by 2050 if nothing is done to
change current growth rates.”” Minority elders — the fastest growing segment of the elderly
population — are especially at risk of chronic illnesses and conditions. For example, among
adults age 65+, 83 percent of Blacks had hypertension, compared to 69.97 percent of Whites;**
and 27.8 percent of Hispanics have diabetes, compared to 17.5 percent of Whites.?

The Stanford University CDSMP represents the state-of-the-art in chronic disease self-
management and is ideally suited for delivery through AoA’s network of community based
organizations, including senior centers, congregate meal programs, faith-based organizations and
senior housing projects. Nationwide implementation will be accomplished at the community
level by aging services provider organizations working in collaboration with public health
agencies and health care providers. Participant referrals to the CDSMP program will come from
both clinical and community-based organizations. Clinical referrals will come from community
health centers, physicians, hospitals, managed care organizations, and other health system
components. Community referrals will come from a variety of sources, including the Aging and
Disability Resources Centers that are currently funded by HHS (AoA and CMS). ADRCs serve
as community-level “one stop shop” entry points into long-term care for people of all ages who
have chronic conditions.

9 NCCDPHP. Healthy Aging: Preventing Disease and Improving Quality of Life Among Older Americans.
Available at http://www.cdc.gov/nccdphp/aag/aag_aging.htm. Accessed September 14, 2004.

20 Centers for Disease Control and Prevention (CDC), National Center for Health Statistics, National Health
Interview Survey, 2000-2001.

21 Alliance for Aging Research. Ten Reasons Why America Is Not Ready for the Coming Aging Boom. 2002.
22 NCCDPHP. Available at http://www.cdc.gov/nccdphp/bb_aging/index.htm. Accessed September 14, 2004.
2% National Health and Nutrition Examination Survey, NHANES 2005-2008.

% National Health Interview Survey, NHIS 2010.
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Careqiver Services

Families and other informal caregivers are the nation’s primary provider of long-term care. On a
daily basis, these individuals assist relatives and other loved ones with tasks ranging from
assisting with personal care and homemaking to more complex health-related interventions like
medication administration and wound care. The availability of a skilled caregiver — whether an
informal caregiver, a paraprofessional worker or an unrelated volunteer — all too often
determines whether an individual remains independent or is admitted to a nursing home.
Research has shown that caregiving exacts a heavy emotional, physical, and financial toll. As
reported in AoA’s 2009 National Survey of Older Americans Act (OAA) Participants, 25 percent
of caregivers are assisting two or more individuals. Sixty-five percent of Title 111 caregivers are
60 or older, making them more vulnerable to a decline in their own health, and nearly one-third
describe their own health as fair to poor.?® Caregivers also suffer from higher rates of depression
than non-caregivers of the same age, and research indicates that caregivers suffer a mortality rate
that is 63 percent higher than non-caregivers.?’ The demands of caregiving can lead to a
breakdown of the caregiver’s health, and the illness, hospitalization, or death of a caregiver
increases the risk for institutionalization of the care recipient.

Better support for caregivers is critical since often it is their availability — whether they are
informal family caregivers, paraprofessionals or unrelated friends and neighbors who volunteer
their time — that determines whether an older person can remain in his or her home. In 2004,
approximately 43.5 million adult caregivers provided uncompensated care to those 50 years of
age and older.?” The economic value of replacing unpaid caregiving in 2009 was estimated to be
about $450 billion, an increase from $375 billion in 2007 (cost if that care had to be replaced
with paid services).?

Providing support that makes caregiving easier for family caregivers, such as information,
counseling and training, respite care, or supplemental services, is critical to sustaining
caregivers’ ability to continue in that role. Eighty-three percent of the caregivers served by AoA
prograzrg]s report that AoA services allow them to provide care longer than they otherwise
could.

At the same time, A0A recognizes that it must also address the growing need for more caregivers
every day. By 2015, AoA projects that there will be 13.2 million non-institutionalized seniors
age 65 and over with one or more ADL deficits, an increase of more than 2 million seniors or
21 percent since 2010, needing caregiver assistance.*

252009 National Survey of Older Americans Act Participants. http://www.data.aoa.gov, select AGID.

%6 Schulz R, Beach SR. Caregiving as a risk factor for mortality. The Caregiver Health Effects study. JAMA
December 15, 1999;282:2215-9.

2" National Alliance for Caregiving and AARP. Caregiving in the U.S.: A Focused Look at Those Caring for the

50+. 2009. <http://www.caregiving.org/pdf/research/FINALRegularExSum50plus.pdf>

%8 Feinberg L, Reinhard S.C., Houser A, Choula, R., Valuing the Invaluable: 2011 Update The Growing
Contributions and Costs of Family Caregiving. (Washington, D.C.: AARP Public Policy Institute, July 1011).
Available from: http://assets.aarp.org/rgcenter/ppi/ltc/i51-caregiving.pdf .

2% 2009 National Survey of Older Americans Act Participants. http://www.data.aoa.gov, select AGID.

% Data extrapolated by AoA from U.S. Census Bureau, “2008 National Population Projections,” released August
2008, <http://www.census.gov/population/wwwi/projections/2008projections.html> and Health Data Interactive,
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As a group, these programs support caregivers and elders by providing critical respite care and
other support services for family caregivers, training and recruitment of care workers and
volunteers, information and outreach, counseling, and other supplemental services.

National Family Careqgiver Support Program

(Title 1-E of OAA; FY 2010: $154,197,000)

The National Family Caregiver Support Program provides grants to states and territories, based
on their share of the population age 70 and over, to fund a range of supports that assist family
and informal caregivers to care for their loved ones at home for as long as possible. The
program includes basic system components: information, access assistance, caregiver education,
training and support groups, respite care, and supplemental services. These services work in
conjunction with Health and Independence Services, such as transportation services, homemaker
services, home-delivered meals, and adult day care, to provide a coordinated set of supports for
seniors that caregivers can access on their behalf.

Family Caregiver Support Services provide a variety of supports to family and informal
caregivers. In FY 2010, services provided include:

e Access Assistance Services provided over one million contacts to caregivers assisting
them in locating services from a variety of private and voluntary agencies.

e Counseling and Training Services provided nearly 125,000 caregivers with counseling,
peer support groups, and training to help them better cope with the stresses of
caregiving).

e Respite Care Services provided more than 64,000 caregivers with 6.8 million hours of
temporary relief — at home, or in an adult day care or nursing home setting — from their
caregiving responsibilities.

Studies have shown that these types of supports can reduce caregiver depression, anxiety, and
stress and enable them to provide care longer, thereby avoiding or delaying the need for costly
institutional care for their loved ones. A study, Intervention to Delay Nursing Home Placement
of Patients with Alzheimer’s Disease, indicates that counseling and support for caregivers of
individuals with Alzheimer’s disease can permit the care recipient to stay at home, at
significantly less cost, for an additional year before being admitted to a nursing home.

National Center on Health Statistics, Centers for Disease Control and Prevention, “Functional limitations among
Medicare beneficiaries, ages 65+: US, 1992-2008.” www.cdc.gov/nchs/hdi.htm. Accessed 02 August 2011.
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Additionally, data from AoA’s national surveys of caregivers of elderly clients also shows that
OAA services, including those provided through Family Caregiver Support Services, are
effective in helping caregivers keep their loved ones at home. Approximately 83 percent of
caregivers of program clients reported in 2009 that services enabled them to provide care longer
than otherwise would have been possible.®* Caregivers receiving services were also asked
whether the care recipient would have been able to live in the same residence if the services had
not been available. Nearly half the caregivers of nursing home eligible care recipients indicated
that the care recipient would be unable to remain at home without the support services. Those
respondents were then asked to identify where the care recipient would be living without
services. A significant majority of those caregivers, 70 percent, indicated that the care recipient
would most likely be living in a nursing home or assisted living.

Lifespan Respite Care

(FY 2010: $2,500,000)
Established under Title XXIX of the Public Health Service Act, 42 U.S.C. 201, the
Administration on Aging began implementation of the Lifespan Respite Care Program in
FY 2009 and those activities continued into FY 2010. Throughout the program development
process, AOA has carefully considered the requirements of the Lifespan Respite Care Act as well
as Congressional intent as specified in the Committee Report accompanying the authorizing
statute.

To help ensure that state agencies and Aging and Disability Resource Centers use the funds to
serve all age and disability groups, AoA employed the following strategies in FY 2010:

First, applications from eligible state agencies are minimally required to:

1. Demonstrate the support and active involvement of a range of government and
non-government, private, nonprofit and other organizations with a stake in serving
all populations eligible to receive services under the Lifespan Respite Care Act;

2. Demonstrate thorough understanding of the population to be served, including
knowledge of the family caregiver population for whom lifespan respite program
services are to be provided, or for whom respite care workers and volunteers will
be recruited and trained;

3. Demonstrate a meaningful and active inclusion of the state’s Respite Coalition or
organization to ensure statewide implementation of lifespan respite programs
across all age and disability categories; and

4. Demonstrate the broadest possible collaboration with relevant respite stakeholders
from across the age and disability spectrum. Further, applicants must develop
programs that immediately address the respite needs of caregivers assisting care
recipients of all ages and special needs categories. No phase-in or preferences for
age groups or disability categories are permitted.

%1 2009 National Survey of Older Americans Act Participants. http://www.data.aoa.gov, select AGID.
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Second, grantees are being monitored via semi-annual and annual reports as well as through
ongoing communication with the AoA program officer to ensure the required elements outlined
above are being fulfilled. Additionally, AoA facilitates regular email and telephone
communications with the individual grantees and the group to share information and strategies
related to program development and implementation.

Finally, AoA recognizes the necessity of providing technical assistance (TA) to the grantees as
well as states yet to be funded under the Lifespan Respite Program. To that end, AoA has a
Cooperative Agreement with the Family Caregiver Alliance in San Francisco with a sub-contract
to the ARCH National Respite Network and Resource Center (ARCH) to design and disseminate
training materials and TA on a range of issues associated with Lifespan Respite Care Program
development and implementation.

During the first year of funded TA, ARCH assessed grantee training and TA needs, conducted
individual consultations via phone, email and in person with each of the grantees to identify
specific training needs and to address specific program development issues. Additionally,
ARCH has developed and archived webinars on Lifespan Respite programs, the importance of
collaboration, and working with faith-based communities to develop respite programs. ARCH
has developed and/or updated numerous fact sheets and publications on a range of issues of
interest to grantees as they develop their programs.

The Lifespan Respite Care program provides grants to eligible state organizations to improve the
quality and access of respite care for family caregivers of children or adults of any age with
special needs while promoting the statewide dissemination and coordination of community-based
respite care services. Respite care services are highly valued by caregivers. In the most recent
National Survey of Older Americans Act service recipients a random sample of 1,795 caregivers
(which represented over 223,626 active caregivers) answered questions about the impact of the
caregiver program. Eighty-four percent of caregivers received respite care within the past
twelve months. The respite care service recipients reported that as a result of the services they
received:

77 percent had less stress;

81 percent said it was easier to care for their loved one;

59 percent reported they now know more about caring for their loved one’s condition;
77 percent reported that it was the most helpful service they received;

95 percent reported the care recipient benefited from the service; and

82 percent said that the services enabled them to care longer.

The activities funded by the Lifespan Respite Care program help to address this growing need,
providing respite care services for family caregivers, training and recruitment of respite care
workers and volunteers, information and outreach, access assistance, and program development.

The program also supports a grant to establish a National Lifespan Respite Resource Center to
maintain a national database on lifespan respite care; provide training and technical assistance to
state, community, and nonprofit respite care programs; and provide information, referral, and
education programs to the public on lifespan respite care.
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Grants for Lifespan Respite Care are awarded to eligible state organizations with a 25 percent
matching requirement. Eligible state agencies include any of the following: the state agency that
administers the state’s OAA programs, the state’s Medicaid program under Title XIX of the
Social Security Act; or any other state-level agency designated by the governor. Additionally,
the eligible state agency must work in collaboration with Aging and Disability Resource Centers
and a public or private non-profit statewide respite care coalition or organization. Priority
consideration is given to applicants who demonstrate the greatest likelihood of implementing or
enhancing lifespan respite care statewide and who are building or improving the capacity of their
long-term care systems to respond to the comprehensive needs of care recipients.

The first grants for the program were awarded in FY 2009 to twelve recipients for up to
$200,000 for three-year project periods.

According to a November 2009 study by the National Alliance for Caregiving, of six national
policies or programs presented to caregivers as potential ways to help them, 26 percent of
respondents ranked respite services as either their first or second most preferred option.** By
providing opportunities for family caregivers to receive the much needed short-term relief from
caring for their loved ones, the Lifespan Respite Care program helps to sustain family caregiver
health and well-being, reduces the likelihood of abuse and neglect, and allows care recipients to
remain in their own homes for as long as possible.

States providing Lifespan Respite Care will, at a minimum:
e Expand and enhance respite care services to family members;
e Improve the statewide dissemination and coordination of respite care; and
e Provide, supplement, or improve access and quality of respite care services to family
caregivers, thereby reducing family caregiver strain.

%2 National Alliance for Caregiving and AARP. Caregiving in the U.S. Bethesda: National Alliance for Caregiving,
and Washington, DC: AARP, 20009.
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Alzheimer’s Disease Supportive Services Program
(FY 2010: $11,462,000)

Established under Section 398 of the Public Health Services Act, as amended, (42 U.S.C. 280c-
3), the Alzheimer’s Disease Supportive Services Program (ADSSP) funds competitive grants for
states to expand the availability of diagnostic and support services that help persons with
Alzheimer’s and dementia and the family members who care for them. A critical focus of these
grants is to support the family caregivers who provide countless hours of unpaid care, thereby
enabling their family members with Alzheimer’s and dementia to continue living in the
community. In order to maintain the quality of life of the caregiver and their family members,
the ADSSP provides respite care, personal care, counseling, and informational assistance, using
proven and innovative direct care practices and enhances the responsiveness and readiness of the
home and community-based care system by improving service coordination and educating
service providers about proven dementia care strategies.

ADSSP grants enable states to develop service and outreach programs that are specific to state
needs and resources. The primary components of the ADSSP program include:

e Delivering supportive services including respite care, home health care, personal care,
adult day care, and companion services to assist caregivers, families, and persons with
Alzheimer’s disease.

e Translating and replicating evidence-based interventions for dementia caregivers at the
community level.

e Incorporating evidence-based research in the formulation of innovative projects and
advancing changes to a state’s overall system of home and community-based care.

e Providing individualized and public information, education, and referrals about
diagnostic, treatment and related services; sources of assistance for services; and legal
rights of people affected by Alzheimer’s disease.

e Linking public and non-profit agencies that develop and operate respite care and other
community-based supports, educational, and diagnostic services wi