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Verification of Intent

The state plan on aging for the period October 1, 2010 through September 30, 2012 is hereby
submitted for the state of Alabama by the Alabama Department of Senior Services. The state
agency named above has been given the authority to develop and administer the state plan on aging
in accordance with all requirements of the Older Americans Act, as amended, and is primarily
responsible for the coordination of all state activities related to the purpose of the Act. This
includes, but is not limited to, the development of comprehensive and coordinated systems for the
delivery of supportive services, including multipurpose senior centers and nutrition services, and to
serve as the effective and visible advocate for seniors in the state.

This Plan is hereby approved by the Governor and constitutes authorization to proceed with
activities under the plan upon approval of the U.S. Assistant Secretary for Aging.

The state plan hereby submitted has been developed in accordance with all federal statutory and
regulatory requirements.

This plan is based upon projected receipts of federal, state, and other funds and thus is subject to
change depending upon actual receipts and/or changes in circumstances. Substantive changes to
this plan will be incorporated through amendments to the plan.

Date Irene B. Collins, Commissioner
Alabama Department of Senior Services

AA AN

I hereby approve this state plan on aging and submit it to the U.S. Assistant Secretary for Aging.

Date Bob Riley, Governor
State of Alabama
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Executive Summary

In accordance with the Older Americans Act of 1965, as amended, the Alabama Department of
Senior Services (ADSS), as the designated State Unit on Aging, is required to submit a “State
Plan on Aging” to the U.S. Administration on Aging (AoA). This plan describes ADSS’ mis-
sion, vision, and purpose, and includes goals and strategies to achieve this vision. ADSS devel-
oped the State Plan on Aging in collaboration with the state’s Aging Network, its Board of Di-
rectors, the Area Agencies on Aging (AAA), the Alabama Long-Term Care Ombudsman, other
state agencies, and senior citizens.

To evaluate the ever-changing number of Alabama seniors, agency staff continue to analyze
shifting demographics to determine current and future needs. The U. S. Census Bureau reports
(2009 Population Estimates) Alabama’s population age 65 and over is 651,049, which repre-
sents 13.8 percent of Alabama’s total population; many of these individuals reside in rural ar-
eas. By 2030, 19.7 percent of Americans (1 in 5) will be 65 years of age and older, compared
to 13 percent (1 in 8) in 2010 (U.S. Census Bureau, Interim State Projections). From 2010 to
2035, Alabama’s age 65 and over population is projected to increase by 87 percent to over
1.237 million.

This population shift will likely have a dramatic effect on the labor force as older workers de-
cide whether or not to continue working, contemplate career shifts, or consider part-time em-
ployment or volunteer opportunities. According to the 2000 Decennial Census, 84 percent of
Alabamians age 45-64 have at least a high school diploma compared to 66 percent of persons
age 65 and over.

ADSS’ mission is to promote the independence and dignity of those we serve through a com-
prehensive and coordinated system of quality services. The following goals for Fiscal Years
2011 thru 2012 were identified to advance ADSS’ vision for Alabama seniors:

o Empower older Alabamians, their families, and other consumers to make informed deci-
sions about, and be able to easily access, existing health and long-term options;

o Enable Alabama seniors to remain in their own homes with high quality of life for as long
as possible through the provision of home and community-based services, including sup-
ports for family caregivers;

o Empower older Alabamians to stay active and healthy through Older Americans Act ser-
vices and the new prevention benefits under Medicare;

« Ensure the rights of older Alabamians and prevent abuse, neglect, and exploitation.



Alabama’s Aging Network is actively involved in promoting the development of consumer-
centered systems of long-term care (LTC). ADSS is collaborating with the AAAs and other
partners (1) to develop an easily accessible, coordinated transportation system; (2) to provide
streamlined access to health and LTC services through a statewide Aging and Disability Re-
source Center (ADRC) network, (3) to enable older persons to enjoy healthier lives by imple-
menting evidence-based disease and disability prevention programs, and (4) to offer more
choices to individuals through the use of flexible service models that include consumer-directed
care options. ADSS is expanding the Personal Choices program, which is Alabama’s option for
self-directed home and community-based services (HCBS). In Fiscal Year 2010, ADSS was
awarded numerous grants that will assist in strengthening the state’s capacity to promote the
dignity and independence of older Alabamians.

Some of these new multi-year initiatives include the following:

. The ADRC grant will coordinate a personalized, consumer-friendly approach to provide
information on LTC services, both public and private, and to empower individuals to
navigate their health and long-term support options.

. The Alzheimer’s Disease Supportive Services Program grant will expand the availabil-
ity of diagnostic and support services for persons with Alzheimer’s Disease and Related
Dementias, their families, and their caregivers, and to improve the responsiveness of the
home and community-based services system to persons with dementia.

. The Chronic Disease Self-Management Program (Living Well Alabama) grant will in-
crease older Alabamians’ quality of life by teaching them self-management skills for
enjoying a healthy lifestyle.

. The Community Living Program grant 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. Through this grant, we will develop contracts with the Veter-
ans Health Care Systems to assist veterans at highest risk of nursing home placement by
providing consumer-directed home and community-based services.

. The Lifespan Respite grant strives to collect data for implementing a statewide, compre-
hensive, and coordinated approach to meet the respite needs of Alabama family caregiv-
ers of individuals with disabilities and chronic conditions.

ADSS will continue to collaborate with the AAAs, service provider network, other state agen-
cies, and non-profit organizations to provide a variety of programs and services to meet the
changing needs of Alabama’s seniors and to collaborate on innovative programs. The agency
will continue to advocate for older Alabamians, educate the general public about available re-
sources in their communities, empower seniors to live in the environment of their choice, and
provide program oversight to ensure quality services and supports. ADSS will continue to pro-
mote the rights of seniors and adults with disabilities to pursue healthy, meaningful, lives.



Overview of the Alabama Aging Network

State of Alabama

Alabama’s 67 counties contain an area of 50,744 square miles and are home to more than 4.7
million citizens (U.S. Census Bureau, 2000 Decennial Census, 2009 Population Estimates).
Based on the U.S. Census Bureau’s 2009 estimates, the population per square mile ranges from
13.7 in Greene County to 598 in Jefferson County. Greene County is the least populous county
with 8,829 persons; Jefferson County is the most populous county with 665,027 persons. Be-
tween 2000 and 2009, the population of 33 Alabama counties decreased due to domestic migra-
tion.

The state’s geographic boundaries roughly form a rectangle that ranges from the Tennessee bor-
der and the natural resources of the Tennessee Valley in the north to the Gulf of Mexico and the
Florida Panhandle in the south. From the eastern border joining Georgia, Alabama extends
westward for about 200 miles to Mississippi. The elevation also varies dramatically from
Cheaha Mountain, rising 2,407 feet above sea level, to the Alabama Gulf coast. Industrialized
urban areas are scattered liberally over the state and separated by rolling hills, rich agricultural
enterprises, large timber tracts, and inland lakes.

The state’s industries are also varied, from the space-oriented NASA-related research and de-
velopment industries focused around Redstone Arsenal at Huntsville to a flourishing seafood
industry on the coast. There is a major international port of call in Mobile. A major source of
income in the state is agriculture, including crop production, poultry, and livestock. Other in-
dustrial operations produce iron and steel, automobile and industrial tires, textiles, and an im-
pressive array of wood products. Recently added to the Alabama industrial scene are major for-
eign-based automobile plants and supply companies necessary for completion.

Most Alabamians are native to this state. Seventy-one percent of its citizens were born in Ala-
bama; migration into Alabama is a comparatively recent phenomenon. The uprooting and relo-
cation of young people in the armed forces and members of the wartime workforce as well as
out-of-state residents relocating from hurricane-hit communities probably resulted in the largest
number of non-Alabamians finding their way onto Alabama’s census roles. According to the
U.S. Census Bureau’s 2006-2008 American Community Survey (ACS), approximately 163,000
non-English speaking persons reside in Alabama.

Government of Alabama

The Governor of Alabama is elected by a popular vote for a four-year term. The Governor may
serve one additional consecutive term. In the unfortunate event of an incumbent Governor's
death, inability to serve, resignation, or prolonged absence as provided by law, the Lieutenant
Governor succeeds the Governor.



Most major department heads are appointed by the Governor. Those receiving appointments by
the Governor serve at his pleasure, usually concurrently with the appointing Governor’s tenure.
Department heads appointed by the Governor usually have Governor’s Cabinet or sub-Cabinet
status. Some of the appointments also carry an ex-officio status with other departments or units
of state government. Also, some interagency initiatives are implemented by taskforces that may
be established and convened by a Governor to address particular concerns, inquiries, or objec-
tives. Because appointed department heads are directly responsible to the Governor, continuity
of executive policy is reasonably assured within an administration.

The Legislature of the State of Alabama is a bicameral body consisting of a House of Represen-
tatives and a State Senate. The main function of the Legislature is to determine the public pol-
icy of the State of Alabama and to enact measures appropriate to assure the desired achieve-
ments of the Alabama government when carried out by the Executive Branch. The State Gen-
eral Fund and Education Budgets are the Legislature’s largest fiscal considerations; however,
other appropriations for special purposes, including supplemental appropriations to address
newly emerging concerns or priorities, will often assume a position of significant importance.

Alabama Department of Senior Services’ Vision and Purpose

The ADSS was created in 1957 as the single state agency for receiving and disbursing federal
funds made available under the Older Americans Act (OAA) of 1965, as amended, and for
other programs for the aging. As a freestanding department in state government, its mission is
to promote the independence and dignity of those we serve through a comprehensive and coor-
dinated system of quality services. ADSS’ vision is to help society and state government pre-
pare for the aging demographics through effective leadership, advocacy, and stewardship.

The Governor appoints the Commissioner who is the chief employee of the Department, serves
at the Governor’s pleasure, and has Cabinet-level status. The Commissioner appoints other
staff members, as needed, in accordance with the provisions of the Alabama State Merit System
Law; ADSS has approximately 45 employees. As a planning, development, and advocacy
agency for the aging, employees include program specialists, administrators, attorneys, infor-
mation technology specialists, accountants, auditors, nurses, nutritionists, etc., as well as cleri-
cal support personnel. Appendix A contains ADSS’ organizational chart.

ADSS is headed by a Board that functions in accordance with the requirements of Section 38-3-
2 of the Code of Alabama, 1975. This Board is composed of two members of the State Senate
appointed by the President of the Senate, two members of the House of Representatives ap-
pointed by the Speaker of the House of Representatives, and nine members who are appointed
by the Governor. Of these nine members, one must be a representative of business; one, a rep-
resentative of labor; one, a representative of the medical profession; three, representatives of
senior citizen organizations; and three, responsible citizens of the state. Of the “three responsi-
ble citizens,” no two may be of the same religious faith. The Alabama State Health Officer, the
Director of the Alabama Department of Labor, and the Commissioner of the Alabama Depart-
ment of Human Resources (ADHR) are ex officio members of the Board. Legislation creating
ADSS in 1957 (then known as the Committee on the Aging of the State of Alabama) vested the
Board with duties including the collecting of facts and statistics relating to older persons; mak-
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ing special studies of conditions and problems pertaining to employment, health, financial
status, recreation, social adjustment, and other conditions affecting the welfare of older citizens;
and being the focal point for advocacy for older persons with the responsibility for coordinating
the services of all agencies in this state serving seniors.

ADSS pursues its mission by providing a variety of programs and services through multiple
funding sources. OAA resources provide older Alabamians with many of these services, in-
cluding nutrition and supportive services such as transportation, information and referral, out-
reach, legal assistance, in-home supportive services, senior employment opportunities, preven-
tion of elder abuse, and LTC ombudsman services; complementary programs expand services
available to older persons and family caregivers. ADSS also administers grants and programs
funded through state appropriations, the Centers for Medicare and Medicaid Services (CMS),
U.S. Department of Labor, and the Robert Wood Johnson Foundation as well as other special
grants. The Elderly and Disabled Waiver (E&D Waiver) program is designed to provide ser-
vices to seniors and persons with disabilities whose needs would otherwise require services in a
nursing home.

ADSS carries out a wide range of functions related to advocacy, planning, coordination, inter-
agency linkages, information sharing, brokering, monitoring and evaluation. These functions
are designed to lead to the development or enhancement of comprehensive and coordinated
community based systems in, or serving, communities throughout the state. These systems are
designed to assist our service recipients in leading independent, meaningful, and dignified lives
in their own homes and communities as long as possible.

ADSS has designated 13 AAAs for the purpose of carrying out the responsibilities described
above for the State agency at the sub-State level, and has designated as its AAAs only those
sub-state agencies having the capacity and making the commitment to assist in carrying out the
mission described above within their particular planning and service area (PSA). Through di-
rect services provided by the AAAs and contracts the AAAs develop with local service provid-
ers, ADSS assures preference will be given to providing services to older individuals with
greatest economic need and older individuals with greatest social need, with particular attention
to low-income minority individuals and older individuals residing in rural areas.

Although the OAA prohibits a means test, services are required to be targeted toward those in-
dividuals in greatest social and economic need with an emphasis on rural, low-income, minor-
ity, low-income minority, and non-English speaking seniors. Services provided under the OAA
are not administered as “entitlement” programs. That is, meeting financial eligibility require-
ments is not necessarily sufficient to be assured of receiving services.

Area Agencies on Aging

The Alabama Aging Network is a statewide system of thirteen PSAs for aging; these range
from a one-county PSA to two PSAs comprised of ten counties each. The single-county area,
served by the Jefferson County Office of Senior Citizens Services, has the largest number of
senior citizens of any Alabama PSA; approximately 14 percent of all older Alabamians reside
in this county. An organization within each PSA has been designated as the AAA for the re-
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gion. Ten of the organizations designated as AAAs are “umbrella” agencies that are typically
quasi-governmental agencies formed by multi-jurisdictional agreements for mutual planning
purposes. Three other agencies, which were formed by multi-jurisdictional agreements for the
purposes of developing and administering the area plans on aging, are also designated as AAASs.
Appendix B contains a county-level map of and contact information for the AAAs.

Other segments of the Aging Network, in addition to the various public agencies providing ser-
vices, include academic and vocational training personnel, health care professionals and para-
professionals, private sector housing developers, medical and assistance product suppliers, be-
nevolent organizations with an interest in older persons, the religious community, and philan-
thropic organizations.

Alabama Senior Citizens Hall of Fame

The Alabama Senior Citizens Hall of Fame was created by the Alabama Legislature in 1983
and became part of ADSS in 2009. Its purpose is to bestow honor and recognition upon living
Alabama residents who have made outstanding accomplishments and contributions to the lives
of older Americans. Each September new members are inducted into the Hall of Fame. In ad-
dition, persons 100 years old and older and couples married for 65 years or more are recognized
during the annual awards presentation. The Alabama Senior Citizens Hall of Fame has a per-
manent place at the State Capitol in recognition of senior advocates.



Context: Past, Present, and the Future

Population Projections

Alabamians who are considered senior citizens today were born prior to 1947. Some were suf-
ficiently mature to have an awareness of the deprivation and difficulties related to the Great De-
pression that affected most of America during the 1930s. At that time, some were young adults
beginning business and vocational careers, starting families, and assuming total responsibility
for themselves and their immediate families. Those who saw military service in Viet Nam are
now senior citizens; some seniors also saw action in the Gulf War. Most of the age 60 and over
population reared their families and established their careers, vocations, and permanent places
of residence during the period following World War 11 and the Korean conflict of the early
1950°s. This generation’s rate of childbearing resulted in the baby boom generation, which is
beginning to reach retirement age.

According to the U.S. Census Bureau’s 2009 estimates, the nation’s total population was 307
million; Alabama’s population was 4.71 million, representing 1.5 percent of the United States’
population, and ranked 25™ nationally in terms of population gain from the preceding year. The
number of Alabamians 65 years of age and over was 651,049, which represents 13.8 percent of
Alabama’s total population, compared to 12.9 percent nationally. ADSS continues to analyze
U.S. Census Bureau information to obtain a clearer picture of the state’s rapidly growing older
population. By sharing this information with the AAAs, we continue to work together to iden-
tify and understand the current older population while planning for the seniors of tomorrow.

Figure 1 portrays Alabama’s older population by age group (U.S. Census Bureau, Interim State
Projections). In Figure 2, each column’s total height represents Alabama’s age 55 and over
population and its actual/projected share of the state’s total population thru 2030. The column
components portray each age group’s respective share of the state’s total population for that
year. ADSS often conducts similar analyses for each AAA, especially by county, to identify
the size of each region’s older population.

Born between 1946 and 1964, baby boomers begin to turn 65 in 2011. The nation’s age 65 and
over population is projected to expand from 13 percent in 2010 to 20 percent in 2030 - from 40
million to 71 million (U.S. Census Bureau, Interim State Projections). During these 20 years,
the average annual rate of increase for this age group is projected to be 2.9 percent. This un-
precedented population increase will dramatically increase the size of the older population and
result in greater racial, ethnic, educational, and economic diversity. It will also challenge Ala-
bama’s Aging Network in important ways, such as influencing changes in aging and LTC ser-
vices to satisfy older persons’ varying needs.



Figure 1
Projected Growth of Older Alabamians
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Figure 2
Older Alabamians as Share of State’s Total Population
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The change in Alabama’s age distribution over time is clearly shown in population pyramids for
different periods. Divided into five-year age groups, population pyramids show how the size of
each group compares to other age groups, with the youngest age group at the bottom and the
oldest at the top. Historically, high birth rates and short life expectancies meant the number of
persons in younger age groups was much greater than in the oldest groups. As shown in Figure
3 (Center for Business and Economic Research, 2010), Alabama’s population pyramid for 1990
approaches this classic “pyramid” shape; however, by 2035, the state's population distribution is
projected to look more like a rectangle as the number of older people nearly equals the number
of young people .



Figure 3
Population Pyramids
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Health Status

Based on information from the Alabama Department of Public Health (ADPH), the health
status of many adults in the state is being compromised by lifestyle choices. The major health
risks for the older population include obesity, physical inactivity, high blood pressure, high cho-
lesterol levels, poor nutrition, and tobacco use and exposure.

Fifty-seven percent of Alabama adults do not meet current physical activity recommen-
dations (ADPH, Steps to a Healthier Alabama web site). Despite the tremendous bene-
fits of regular physical activity in decreasing the risk for many diseases and enhancing
bone health, mental clarity, and stress reduction, most Alabamians are sedentary.

In 2009, Alabama adults ranked second in the nation in overweight/obesity; this corre-
sponds to 65 percent of Alabama adults. Approximately 31 percent of Alabama adults
are obese (ADPH, 2009). Overweight and obesity are chronic conditions resulting from
long-term energy imbalance. When people are overweight or obese, they are more
likely to develop health problems such as hypertension, Type 2 diabetes, coronary heart
disease, stroke, gallbladder disease, osteoarthritis, sleep apnea and respiratory problems,
and some cancers. Alabama is currently in an overweight and obesity epidemic regard-
ing its citizens’ health.

Cigarette smoking is the leading preventable cause of death in the United States. Adults
who smoke lose an average of 13-14 years of their lives (Centers for Disease Control
and Prevention, 2010). From 2000 to 2004, the annual health-related economic losses in
the U.S. were $193 billion. Sadly, 7,000 people die each year in Alabama from smok-
ing (ADPH, 2000, p. 4).

Each of these modifiable lifestyle behaviors has been linked to multiple chronic health condi-
tions that frequently impact both quality and quantity of life. In addition, health care expendi-
tures and dollars lost from decreased productivity are costly from an economic perspective for
both the individual and society. As the number of people living with chronic health conditions
continues to rise and the state’s population continues to age, the health and economic burdens

10



for the state will escalate. Minifio, Xu, Kochanek, and Tejada-Vera reported the U.S. life ex-
pectancy at birth rose to 77.9 years in 2007; life expectancy for persons age 65 rose to 18.6 ad-
ditional years (83.6 years total) (2009, p. 4).

As of 2007, Alabama ranks fifth in the prevalence of diabetes; almost one in ten adults
in the state reports having been diagnosed with the disease. The 2008 BRFSS indicates
Alabama has an extremely high incidence of diabetes and obesity, especially in African-
Americans. While 9.6 percent of white adults in the state report having diabetes, the
rate is 15.1 percent in African-Americans. The prevalence of diabetes is highest for per-
sons age 65 and over, a trend that remained consistent during the past decade. Diabetes
directly contributes to the incidence of heart disease and stroke, is among the leading
causes of death in the state, and is the leading cause of kidney failure, nontrauma-related
limb amputations, and adult onset blindness (ADPH, 2009).

Cardiovascular disease (CVD) is the leading cause of death in Alabama (ADPH, 2008a,
p. 20); CVD includes heart disease, stroke, high blood pressure, and coronary artery dis-
ease. Unfortunately, CVD Kkills more Alabamians than all forms of cancer combined.
Disability and death from CVD are related to a number of modifiable risk factors, in-
cluding high blood pressure, high blood cholesterol, smoking, lack of regular physical
activity, diabetes, and being overweight. While it affects persons of all ages in Ala-
bama, CVD is the leading cause of death for persons age 75 and over (ADPH, 2008c).
Seventy-three percent of the ages 60 to 79 population have CVD compared to 40 per-
cent of the population ages 40 to 59 (American Heart Association, 2010, p. 6).

In 2008, cancer was the second leading cause of death in Alabama; prostate, breast, and
lung cancers are the most frequently diagnosed cancers in the state (ADPH, 2005, p.
14). Scientific evidence suggests 33 percent of cancer deaths could be prevented
through lifestyle changes such as eliminating tobacco use, improving dietary habits, ex-
ercising regularly, maintaining a healthy weight, avoiding exposure to ultraviolet light,
obtaining cancer screening for early detection, and seeking timely, appropriate treat-
ment. In addition to loss of lives, cancer exacts a great economic toll on the state. Some
of the costs associated with cancer care can be attributed to lack of health insurance and
barriers preventing Alabamians from accessing cancer prevention and early detection
services. While cancer incidence rates are lower among minorities, their mortality rates
are higher. Lack of access to early detection and low quality heath care are major con-
tributors to this disparity (ADPH, 2005, p. 16).

High blood pressure (hypertension) increases the risk for heart disease and stroke. Be-
cause the consequences associated with high blood pressure are so serious, early detec-
tion, treatment, and control are important. Untreated high blood pressure can lead to
stroke, heart disease, kidney failure, and blindness (ADPH, 2006b, p. 1). High blood
pressure is easily detectable and usually controlled with lifestyle modifications such as
increasing physical activity or reducing dietary salt intake, with or without medications.
About one in three American adults has high blood pressure.
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Forty-three million Americans report having doctor-diagnosed arthritis and another 23
million may have arthritis (ADPH, 2006a, p. 2). Arthritis is the leading cause of disabil-
ity in the United States and limits the activities of more than 16 million adults. Physical
activity has been shown to reduce pain and improve function and mental health among
people with arthritis; however, adults with arthritis are significantly less likely to engage
in recommended levels of moderate or vigorous physical activity. Thirty-three percent
of the state’s population and more than 59 percent of Alabamians age 65 years and over
have been diagnosed with arthritis (ADPH, 2006a, p. 4). A greater prevalence of arthri-
tis exists in groups with lower educational status. Due to the state’s high level of obe-
sity and lack of leisure time physical activity, Alabama’s arthritis problem is magnified.

Osteoporosis is a prevalent, silent, and devastating disease. Projections indicate half of
women and one quarter of men over age 50 in this country will experience an osteoporo-
sis-related bone fracture in their lifetime (ADPH, Be Bone Healthy web site). The U.S.
Department of Health and Human Services (DHHS) reports 20 percent of senior citizens
who suffer a hip fracture die within one year (2004a, p. 95). Other osteoporosis-related
fractures also impose their own burden of illness and disability. Osteoporosis is a pre-
ventable disease and its incidence may be reduced by adequate daily calcium intake and
regular physical activity, especially if begun early in life.

Sixty-nine percent of those who die in Alabama each year are age 65 or older and over 51 per-
cent are age 75 or older (ADPH, 2008c, p. 46). Figure 4 ranks the leading causes of death
among Alabama’s older population. Other leading causes of death in the older population are
diabetes, kidney disease, influenza and pneumonia, septicemia, and suicide.

Figure 4
Leading Causes of Death Among Alabamians Age 65+ (2008)
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The nation’s health continues to improve due to advances in public health; unfortunately, in-
creased longevity is accompanied by increased prevalence of chronic conditions and their asso-
ciated pain and disability. Priorities for addressing the health care needs of older Alabamians
begin with the development of outreach strategies to identify older persons who are most at
risk. Then, coordinated medical and social interventions increase the likelihood of sustaining or
improving independence and general well-being while older persons remain functional mem-
bers of their communities.

Because access to excellent health care is unevenly distributed in the United States, rural resi-
dents often face barriers to high quality care. Compared to their urban counterparts, residents of
rural areas report fair or poor health, more often have chronic conditions such as diabetes, and
die from heart disease. Despite greater need for health care, rural residents have fewer visits to
health care providers and are less likely to receive recommended preventive services. Accord-
ing to the 2000 Decennial Census, 44.6 percent of Alabamians age 60 and over live in rural
counties. There are 4.6 primary care physicians per 10,000 population in rural counties com-
pared to eight per 10,000 population in the urban counties (ADPH, 2008b, p. 1-9). Rural resi-
dents must often travel longer distances to reach hospital or other health care services, espe-
cially dental or medical specialty care.

While the need for rural health care becomes increasingly important, specialized medical proce-
dures and medical specialties are concentrated in urban areas. In rural areas of the state, finan-
cial, geographical, and cultural barriers to health care are more pronounced. ADPH provides
home health care through coordinated, multidisciplinary teams managed by nurse care coordi-
nators. The Alabama Medicaid Agency (AMA), through ADSS and ADPH, provides home
care under a Sec. 1915(c) Waiver for individuals who are eligible for nursing home care. Lim-
ited Medicare resources are made available for in-home services.

In 2004, Governor Riley signed an Executive Order to create the Black Belt Action Commis-
sion (BBAC) that will propose and implement solutions to improve the quality of life in Ala-
bama’s Black Belt. The Black Belt is a band of 12 largely rural counties stretching across the
south-central part of the state and has long been characterized by high rates of poverty, illiter-
acy, illegitimacy, and economic stagnation. The BBAC will develop and implement plans of
action to improve economic conditions in the Black Belt and work through subcommittees deal-
ing with manufacturing, health care, education, skill training, and infrastructure needs.

In 2007, Governor Riley signed an Executive Order to create the Alabama Rural Action Com-
mission (ARAC) that will coordinate efforts aimed at improving the quality of life in the state’s
rural areas. Past ADSS Board Chairman and former Senator Gerald Dial was appointed to
serve as the commission’s executive director. As a statewide initiative, the ARAC is designed
to be a catalyst to bring together organizations from the public and private sectors to build new
partnerships, to leverage existing resources, and to connect people with resources and the infor-
mation they need to strengthen the capacity of their communities.
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To help address the health care needs of Alabama’s rural older persons and medically under-
served populations, ADPH has established the Alabama Office of Primary Care and Rural
Health. This office facilitates and participates in activities that improve access to health care
services for all rural Alabamians with special concern for children, older persons, minorities,
and other medically underserved vulnerable populations. It also monitors the availability of
grant opportunities to improve health services for underserved and rural areas of the state.

The University of Alabama at Birmingham (UAB) provides another system to address the
health care needs of Alabama’s older population. The UAB Center for Aging is an interdisci-
plinary community of more than 200 faculty members and staff that promotes the health and
well-being of older persons and their families by conducting and promoting age-related re-
search, and supporting community programs and specialty patient care. Career development
and educational opportunities help prepare post-graduate trainees and practitioners in multiple
disciplines for research, education, or service careers related to gerontology and geriatrics.

The Center for Mental Health and Aging (CMHA) at the University of Alabama at Tuscaloosa
serves older persons by developing new knowledge, testing new interventions, and disseminat-
ing mental health and aging information. Through applied interdisciplinary research in elder
caregiving, mental health of rural elders, quality of care in institutional settings, and palliative
care and end-of-life issues, CMHA promotes improved quality of life for older adults. In 2004,
ADSS received an Alzheimer’s Disease Demonstration Grant to States award to improve direct
services available to family caregivers by incorporating evidence-based, in-home social and be-
havioral interventions to increase caregiver knowledge, skills, and well-being. CMHA pro-
vided training and consultation for case managers in each AAA participating in the project.

Gender, Race, and Ethnicity

According to the U.S. Census Bureau’s 2009 estimates, older women represent 57 percent of
Alabamians age 60 and over and 70 percent of those 85 and over. Twenty percent of people
age 60 and over in Alabama are members of racial minority groups. Eighteen percent are Afri-
can-American, and other racial groups account for less than two percent of the 60 and older age
group; one percent of older Alabamians are Hispanic. It is important to examine the demo-
graphic characteristics of Alabama’s older population; members of these diverse groups may
have different service needs and will uniquely contribute to their communities.

Education

Cohort differences in educational status appear between the current older population and the
baby boomers. Unfortunately, 34 percent of Alabamians age 65 and over did not finish high
school or receive a GED. By contrast, less than 16 percent of those 45 to 64 were unable to fin-
ish high school and 50 percent completed at least some college (U.S. Census Bureau, 2006-
2008 ACS).
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Disability and Activity Limitations

Of Alabama’s civilian noninstitutionalized population age 65 and over, 45 percent reported hav-
ing at least one disability - 47 percent of women and 42 percent of men. While less than 19 per-
cent of Alabamians of both genders in the 35 to 64 age group had a disability, over 56 percent
of men and 62 percent of women age 75 and over had some level of disability. Individuals in
the 75 and older age group had the highest rates of hearing, vision, cognitive, and ambulatory
disabilities. For male Alabamians, the rates of hearing disability for individuals in age groups
35 to 64, 65 to 74, and 75 and older were 5.6 percent, 16.5 percent, and 32.6 percent, respec-
tively. For men and women, approximately 20 percent of Alabamians have a cognitive disabil-
ity. Alabamians with disabilities were at least twice as likely to be below poverty than those
without disabilities (U. S. Census Bureau, 2008 ACS).

Housing / Living Arrangements

The 2000 Decennial Census showed Alabama had 536,851 occupied households with individu-
als present who were age 60 and older out of a total of 1,737,080 occupied housing units.
American Community Survey statistics (U.S. Census Bureau, 2006-2008 ACS) indicate 84 per-
cent of Alabamians age 64 and older own their own homes. While this should ensure stability
and peace of mind, the financial burden of maintenance and modernization is an ever present
need. With the recent economic downturn experienced, those on fixed incomes could be paying
a higher percentage of this disposable income on shelter expenses. A new U.S. Department of
Housing and Urban Development report analyzing 2007 data showed the population living in
southern United States has the second highest incidence of very low income people spending
more than half of their monthly income on rent or living in substandard conditions.

In Alabama a whole host of housing service options may be available to seniors through Hous-
ing and Urban Development (HUD), Federal Mortgage insurance, reverse mortgages, USDA
Rural Housing Service, Rehabilitation Assistance Partnership (RAP) created by the Alabama
Housing Finance Authority and the Home Builders Association of Alabama, Christmas in
April, Habitat for Humanity International, and other partnerships and foundations. Federal
grants are also available to provide assistance for repairs to make these homes safe and livable.

Affordable housing for many older Alabamians has been and still is an unmet need. As a result
of the Olmstead decision by the U.S. Supreme Court in 1999 and its interpretation of the
Americans with Disabilities Act (ADA) as it applies to those in institutions, a shift in policy has
occurred. Today the present trends show that those seniors who are living in nursing home fa-
cilities, assisted living facilities, hospitals, and other institutions may be able to move back into
the communities. Therefore, much planning with innovative solutions must be accomplished.
ADSS is working with CMS on discharge planning tools to effectuate these plans.

There are other collaborative partnerships between housing and human service organizations at
the Federal, State, and local levels which are critical to the ongoing availability of affordable
and accessible housing options for seniors and individuals with disabilities. ADSS is in the
forefront of working with these entities to effectuate the target of affordable and safe housing
for Alabama seniors.
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Income, Poverty, and Employment

According to the U.S. Social Security Administration (SSA), 10.7 percent of Social Security
beneficiaries ages 62 to 64 were below poverty in 2008 compared to 7.8 percent of beneficiaries
age 65 and over (2010b, p. 324). As with income, the large portion of non-married women in
the older age groups contributes to the difference in poverty rates by age. In 2008, the Old-
Age, Survivors, and Disability Insurance program paid benefits to 87.2 percent of persons age
65 and over; it was the major source of income for 51.6 percent of aged beneficiary couples and
72.6 percent of aged nonmarried beneficiaries (U.S. SSA, 2010a).

In 2000, an estimated 14.6 percent of Alabamians age 65 and over were below poverty; the na-
tional average was 9.9 percent (U.S. Census Bureau, Census 2000: Special Tabulation on Ag-
ing). In 2008 inflation-adjusted dollars, the median household income for Alabama household-
ers ages 45 to 64 was $51,822 and for those age 65 and over was $28,207 (U.S. Census Bureau,
2006-2008 ACS). This income disparity may be the result of differences in work status. For
example, 66 percent of persons ages 45 to 64 were in the labor compared to 13 percent of per-
sons age 65 and over. As increasing numbers of older persons decide whether or not to remain
in or return to the workforce, it will be interesting to track the labor force participation rates of
various subgroups of Alabama’s older population.

Poverty status differences also exist by race and gender. Among African-Americans in age
groups 45 to 64, 65 to 74, and 75 and older, the poverty rates for women were 22-30 percent;
the poverty rates for men were 17-19 percent. For white individuals in these three age groups,
the poverty rates for women were 9-13 percent for women and approximately 6.5 percent for
men (U.S. Census Bureau, 2006-2008 ACS).

Marital Status

Cohort differences are apparent in terms of marital status, which includes Alabamians who
never married and higher divorce rates among baby boomers. Unfortunately, higher rates of
widowhood occur among older individuals, especially women. For individuals age 85 and
over, 82 percent of women were widowed compared to 39 percent of men (U.S. Census Bureau,
2006-2008 ACS). While older single women provide great resources to their families and com-
munities, they may place greater demands on their adult children and Alabama’s Aging Net-
work. Across all age groups, non-married women are more likely than married people to be
poOr Or near poor.
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Special Populations

Persons with Life-Long Disabilities who are Aging

Due to advances in life expectancy, many people with significant disabilities are living long
enough to experience the joys and challenges of aging. There may be 25 million Americans
who are aging with early-onset and long-term disabilities (U.S. DHHS, 2004b). These disabili-
ties include cerebral palsy, mental retardation, polio, spinal cord injury, traumatic brain injury,
and rheumatoid arthritis.

While facing work and family demands, persons with disabilities may experience the symptoms
of aging earlier in life. According to the Centers for Disease Control and Prevention (CDC),
women are more frequently affected by many conditions causing disability; more than 50 per-
cent of women over age 65 are living with a disability (Women with Disabilities). While dis-
abilities may result from injuries or birth defects, the most common are associated with chronic
conditions such as back disorders, arthritis, heart disease, respiratory problems, and high blood
pressure. Minority individuals with a disability are said to be at “double jeopardy” due to per-
sistent racial and ethnic health disparities, prejudice, and discrimination (CDC, Populations:
Minorities With Disabilities).

People living with long-term disabilities are at risk for the same illnesses and conditions as the
general public (e.g., injury, obesity, and hypertension); they are also at greater risk for secon-
dary conditions that can impact their health and quality of life. Persons with disabilities face
many of the same challenges as those without disabilities when it comes to their own health and
well-being. It is important for them to have access to the tools, knowledge, and health care pro-
fessionals to help them enjoy and maintain full, healthy lives (CDC, Health, Wellness and Dis-
ability). The state’s Aging Network is prepared to assist Alabamians with disabilities by im-
proving their access to information on available resources and LTC options so they may experi-
ence greater quality of life.

Persons with Alzheimer’s Disease and Related Dementias

Dementia is characterized by a loss or decline in memory and other cognitive functions and is
caused by various diseases and conditions that damage brain cells. Although there are different
types of dementia, Alzheimer’s disease (AD) is the most common, accounting for up to 80 per-
cent of cases (Alzheimer’s Association, 2010, p. 5). Each type of dementia has common symp-
toms and can be complicated by co-existing medical conditions.

Although AD is not a normal part of aging, the greatest risk factor for the disease is advancing
age. The population age 65 and over includes approximately 5.1 million people with AD; the
number may reach 7.7 million by 2030 (Alzheimer’s Association, 2010, p. 14). While gender
does not appear to be a risk factor for Alzheimer’s disease and related disorders (ADRD), older
African-Americans and Hispanics are considerably more likely than older whites to have
ADRD. While most Americans with AD are age 65 and over, persons under age 65 may de-
velop early-onset dementia. Unfortunately, there is a severe national shortage of healthcare
providers who are certified in geriatric medicine and the estimated need for geriatricians by
2030 is approximately 36,000 (Alzheimer’s Association, 2010, p. 23).
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According to Alzheimer’s Association projections (2010), there are 91,000 Alabamians age 65
and over with AD (p. 15). The highest age-adjusted rates of death due to AD occurred in south-
ern states; Alabama’s rate was 30.3 per 100,000 people (pp. 19-20). In 2008, 45 percent of the
state’s nursing home residents had moderate-to-severe levels of cognitive impairment compared
to 28 percent who had none (p. 41). With Alabama’s 85 and over population projected to in-
crease by 50 percent by 2030, AD and other forms of dementia will challenge more families,
caregivers, and society.

People with ADRD are high users of health care, LTC, and hospice services. According to the
Alzheimer’s Association (2010), Medicare payments per person for beneficiaries age 65 and
over with ADRD were three times higher than average Medicare payments for other Medicare
beneficiaries of the same age (p. 34). Medicaid payments per person for Medicare beneficiaries
age 65 and over with ADRD were more than nine times higher than Medicaid payments for
other Medicare beneficiaries in the same age group (p. 34).

Careqivers

A caregiver is defined as anyone providing assistance to someone else who is, to some degree,
incapacitated and needs help. Informal caregivers are unpaid individuals such as family mem-
bers, friends, and neighbors who provide care on a full- or part-time basis. Formal caregivers,
on the other hand, are volunteers or paid care providers. Caregivers typically provide assistance
to persons with a chronic illness or disabling condition and need assistance with everyday tasks.
With numbers estimated to reach 37 million by 2050, unpaid family caregivers will likely con-
tinue to be the largest source of LTC services in the country (Family Caregiver Alliance, Se-
lected Caregiver Statistics).

Many caregivers who work and also provide care experience conflicts between these responsi-
bilities. While families are the major provider of LTC services, caregivers experience high lev-
els of emotional stress and depression; their health, employment, income, and financial security
are also negatively impacted. Alabama had 187,870 Alzheimer/dementia caregivers in 2009
who provided 214 million hours of unpaid care per year valued at $2.46 billion (Alzheimer’s
Association, 2010, p. 31).

Grandparents Raising Grandchildren

In Alabama, 61,693 grandparents live with and are responsible for the care of their own grand-
children under 18 years of age; 62 percent are ages 30 to 59 and 38 percent are age 60 and over.
Only half of Alabama’s grandparents living with their own grandchildren are in the labor force;
84 percent are ages 30 to 59 and 16 percent are age 60 and over. For Alabama grandparents
living with their own grandchildren and not in the labor force, 25 percent are age 60 and over.
There are 14,150 grandparents in Alabama below poverty and living with and responsible for
their own grandchildren; 67 percent are ages 30 to 59 and 33 percent are age 60 and over (U.S.
Census Bureau, 2006-2008 ACS).
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Private Paying Consumers

Private paying consumers represent a large, growing segment of the nation’s aging, disabled,
and caregiver populations. Representing the majority of the U.S. population, this group in-
cludes individuals from numerous age groups, cultures, ethnicities, and incomes. Private pay-
ing consumers want and need comprehensive, reliable information about health care, financial
security, insurance, housing, and LTC planning. The aging network offers consumer informa-
tion programs providing a range of referrals, decision support, and options counseling in order
for all consumers, regardless of income, to make informed decisions.

Appendix H contains additional demographic information.
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Challenges and Opportunities

Service Utilization Patterns

Although the risk for needing LTC services is not an inevitable part of aging, the risk for older
persons is substantial. Due to the increased prevalence of chronic conditions and illnesses in
the older population, they require more health care per capita than any other age group. People
with LTC needs, particularly those age 85 and over, are more likely to have low incomes and
live in poverty, which further challenges individuals who may require medical care and pre-
scription medications.

While unpaid family caregivers provide most of the needed LTC services, care recipients may
also need assistance from formal care providers. Research shows longevity may be increasing
for persons with disabilities, especially among the working-age population. For the older popu-
lation, there is evidence that rates of disability, cognitive impairment, and functional limitations
may be decreasing. Reasons for these declines may include Instrumental Activities of Daily
Living (IADL) improvements, increased use of assistive technology, and improved economic
status and educational status.

There were 973,900 Alabamians enrolled in Medicaid in Fiscal Year 2006, 13 percent of whom
were age 65 and over (Henry J. Kaiser Family Foundation, 2009). In 2007, Alabama’s total
Medicaid expenditures were $4.122 million. Of the $953 million in Medicaid LTC expendi-
tures for older people and adults with physical disabilities, 91 percent was focused toward nurs-
ing facilities and nine percent was directed to aging and disability waiver services. Due to the
low percentage of Medicaid LTC spending for HCBS, Alabama ranked 44" in the nation.
While Medicaid LTC dollars did not pay for personal care services, Medicaid home health ex-
penditures totaled $49 million (AARP, 20093, p. 38).

There were 804,351 Medicare beneficiaries in Alabama in 2008; this equates to 17 percent of
Alabama’s total population (Henry J. Kaiser Family Foundation, 2009). While the state ranked
39" in 2008 in nursing home average private pay daily rates ($158), AARP (2009b) reports Ala-
bama had the highest rate for Medicare-certified home health aides ($76/hour) and some of the
lowest rates in the country for private pay home health aides ($15/hour) and adult day care
($32/day). In 2007, Alabama’s 26,696 nursing facility beds had an 88 percent occupancy rate
(AARP, 20093, p. 41). Medicaid was the primary payer for 69 percent of Alabama’s nursing
facility residents while 14 percent received Medicare benefits; 51 percent of Alabama’s nursing
home residents had dementia (AARP, 20093, p. 39).

20



AARP (20094, p. 41) reported the following Alabama trends from 2002 to 2007:

. Number of nursing facility residents increased by 11 percent;
. Medicaid nursing facility spending increased by 26 percent;
. Medicaid LTC spending for older adults and adults with physical disabilities increased

by 28 percent; and

. Medicaid HCBS spending for older adults and adults with physical disabilities increased
by 55 percent.

To meet the varied LTC needs and financial ability to pay for services, a single approach is im-
practical. Because consumers want more options when planning for their future LTC needs,
expanded efforts are needed to assist families.

2009 State Performance Report

At the conclusion of each fiscal year, ADSS prepares a state program report for AoA that iden-
tifies demographic characteristics of clients served, the number of service units delivered, ex-
penditures, and program income. In Fiscal Year 2009, Alabama’s Aging Network served
40,547 registered services clients using Title 111 federal funds and state and local match. Of
these registered clients, 28 percent (11,323) were minority clients, 33 percent (13,518) were cli-
ents below poverty, 14 percent (5,462) were minority clients below poverty, and 26 percent
(10,498) were rural clients. Recipients of Alabama Cares services included 2,440 caregivers of
older persons and 127 grandparents and other relatives caring for grandchildren.

Appendix D contains descriptions of programs, services, and grants. Appendix J contains the
Greatest Need Analysis and information regarding targeting efforts.

2009 Needs Assessment

In 2009, ADSS conducted a statewide, comprehensive needs assessment to obtain input from
the general public for the Fiscal Years 2011-2012 State Plan on Aging and the Fiscal Year
2011-2014 Area Plans on Aging; this needs assessment contained two separate surveys. The
intent of the first survey — for the general public — was to identify services respondents believe
to be important at this time and during the next five years. The second survey gave profession-
als in the fields of aging and disability an opportunity to identify the highest priority needs in
their communities, to describe their organizations’ greatest challenges or barriers in serving
older adults in Alabama, and to identify personal and service-related barriers in providing and
accessing services. In addition to demographic items, survey questions addressed a wide vari-
ety of home- and community-based service preferences.

A total of 1,831 respondents fully or partially completed the first survey. The respondents’ ages
ranged from young adults to those over age 90; 76 percent of the respondents indicated they
were female. Over 36 percent of the respondents stated their monthly household incomes were
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less than $904, which is below poverty according to 2009 DHHS Poverty Guidelines; 82 per-
cent of these below poverty respondents identified themselves as age 65 or over. Table 1 iden-
tifies the top three service concerns from the 2005 and 2009 needs assessments.

Table 1
“Very Significant” Service Concerns from 2005 and 2009 Needs Assessments
2005 Needs Assessment 2009 Needs Assessment
. Percent of . Percent of
Service Concern Service Concern
Respondents Respondents
Cost of medicine 92.8 Nursing care or physical 715
therapy at home

Cost of hospital 88.7 Information on diseases 710
care and health problems
Aval_lablllty of 877 Informatlon_on keeping 70.2
hospital care a healthy mind

A total of 303 respondents completed the second survey. The respondents’ ages ranged from
young adults to those over age 75; 82 percent indicated they were female and over 60 percent
represented service providers. Respondents were provided the opportunity to rank various ser-
vices and activities as unmet needs of Alabamians age 55 and over. The top three unmet needs
were quality, affordable health care (47.9 percent), transportation for people who no longer
drive or are unable to use public transportation (45.3 percent), and personal care for those with
limitations in their activities of daily living (41 percent).

In serving older Alabamians, respondents indicated the top two challenges or barriers were in-
sufficient funding for programs and services (81.2 percent) and regulatory or bureaucratic barri-
ers that inhibit the organizations’ ability to provide services (33.7 percent). Respondents were
given the opportunity to identify recurring personal and service-related barriers that prevent
people from accessing their organizations’ services. Table 2 contains the respondents’ most
significant personal and service-related barriers.

Table 2
“Significant” Barriers to Service Accessibility
Personal Barrier Percent of Service-related Barrier Percent of
Respondents Respondents

Poor health or mobility 54.8 Long waiting lists 43.3
Eligibility determination

Lack of transportation 49.1 process is cumbersome and 37.6
lengthy

Loss of financial security 41.8 Lack of volunteers 34.0
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As the older population continues to grow and to become more diverse, their needs will also be
varied. It will be crucial to conduct ongoing assessments of seniors’ needs. Appendix | con-
tains additional information regarding the 2009 Needs Assessment.

Planning for Long-Term Care Services in Alabama

Federal and State Program Funding

In its $1.624 billion Fiscal Year 2011 budget request to Congress, AoA included a $108.4 mil-
lion increase above the Fiscal Year 2010 enacted level. AoA plans to expand support for OAA
core programs, support caregivers’ needs, and protect older Americans from abuse, neglect, and
exploitation. Facing tight budgets at the federal level, states anxiously await news concerning
their Fiscal Year 2011 AoA appropriations.

Federal funds are allocated and expended according to the intrastate funding formula (IFF).
OAA funds are not used to supplant funds from other sources. Before additional funds are dis-
tributed to the AAAS, they must assure ADSS with a written plan that services will be in-
creased. Some of ADSS’ administrative procedures are described in Appendix E; Appendix F
contains ADSS’ Financial Plan.

Adging Network and Long-Term Care System

Alabama’s Aging Network has a solid program infrastructure; unfortunately, few LTC options
currently exist. More evidence is being publicized concerning the long-term cost effectiveness
of maintaining someone at home with community-based services versus nursing home place-
ment. As baby boomers demand community-based services, the overall perception of LTC ser-
vices will change. Before clients can be diverted from nursing home care, Alabama must estab-
lish an appropriate community-based infrastructure. While nursing homes previously were the
only LTC solution, many people do not require this level of care; people want more options.

The major threat to a client’s independence, well-being, and financial security is living on a
fixed income and not being able to afford food, health care, housing, and other necessities. Ac-
cess to and availability of program and service options must be expanded to more effectively
meet the preferences of older persons and their family members. Although the full impact is
uncertain, economic factors across the nation are affecting Alabama; if the situation does not
improve, programs will suffer. Clients’ independence, well-being, and financial security are
threatened by continuing budget cuts that will ultimately result in decreased services and fewer
clients served. While ADSS experienced enhanced federal matching that decreased the re-
quired state match for E&D Waiver services and economic recovery funds for meals and em-
ployment, these are temporary fixes for long-term problems.

According to recent economic projections from the Center for Business and Economic Re-
search, The University of Alabama, the state’s economy should begin to expand in 2010; em-
ployment may not reach its pre-recession level until 2014. Although Alabama’s economy fell
into recession almost seven months later than the nation, the downturn has been more severe.
Alabama tax revenues may decline again in Fiscal Year 2010, although at a much slower rate.
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In addition to state- and federally-funded services, Alabama provides a variety of HCBS
through Medicaid and Medicaid Waivers. Jointly operated by ADSS and ADPH, one of these
programs is the E&D Waiver that provides services to nursing home eligible individuals. While
the E&D Waiver program is dependent on the federal government’s requirements, its coverage
is based on Medicaid’s allotment which is dependent on the Alabama Legislature’s General
Fund appropriations.

The Aging Network has limited funds to serve the growing population needing assistance;
therefore, waiting lists are unfortunate, but necessary. ADSS recently began collecting waiting
list information for the E&D Waiver program, based on the first point of contact. Each AAA
then conducts an assessment on the potential client as they move forward on the waiting list.
Unfortunately, ADSS only knows if a potential client will meet program requirements at the
assessment’s completion. There are currently no universal screening standards applied as the
client’s request is received. Because assessments are conducted on a first-come first-served ba-
sis, ADSS is currently not able to determine if some individuals have greater needs than others.
Maintained by the AAAs and their contractors, the statewide client tracking system also con-
tains on-line waiting lists for the statewide nutrition program (i.e., congregate and home-
delivered meals clients) and the Alabama Cares program. ADSS tracks the number of persons
on program waiting lists and utilizes waiting list information to determine who needs services
and who is not receiving services.

Through the Community Living Program grant, ADSS will develop formal policies for prioriti-
zation as a method to provide a sustainable community living program in Alabama and utilize
the Determination of Need assessment to target individuals at greatest risk. The Determination
of Need Assessment-Revised (DON-R) Assessment Instrument was developed in 1987-1989 by
a team of researchers at the Gerontology Center of the University of Illinois at Chicago for use
by the Illinois Department on Aging’s statewide network in determining eligibility for home
and community-based services, including its Medicaid Waiver program. The DON-R is an evi-
dence-based tool that has been used in several states to prioritize clients to manage waiting lists
and to provide services to the target population in greatest need of services to remain at home.
ADSS plans to incorporate the DON-R assessment statewide to prioritize services to those in
greatest needs and at risk for nursing home placement.

The DON-R not only provides the basis for determining program eligibility, but also presents
sufficient information to case managers to evaluate care needs and to develop plans of care that
include the actual amount of service needed. The DON-R can assist in developing a plan of
care that promotes independence in the community, or if assessing the strengths of someone
already in a nursing home, to help the resident remain as independent as possible in that setting.
The DON-R is used as a basic individual needs assessment to determine where there are deficits
in functioning and where there are remaining strengths, including the presence or absence of a
support system. The DON-R provides documentation of the individual’s need for assistance
across a range of impairments; it is the unmet need for care that has more bearing on the actual
potential for placement outside the home. The DON-R is a true ordinal scale that provides
clearly defined meanings for each level of impairment, each level of unmet need for care, and
each functional activity. Thus changes in score represent actual changes in capacity and/or
need for assistance, and the scoring can be used to track changes over time. Components of the
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score include: Basic Activities of Daily Living, Instrumental Activities of Daily Living, Unmet
Need for Care, and Overall Care Burden in Functional Activities.

With the President’s declaration of 2010 Year of Community Living, AoA’s priorities and goals
are targeted to allowing seniors the opportunity to stay in their homes as long as possible by
providing access to community-based services. To support AoA’s goals and focus areas and to
strengthen Alabama’s efforts in implementing a balanced LTC system that focuses on keeping
people in their homes as long as possible, ADSS applied for and was awarded the following
grants: Aging and Disability Resource Center; Alzheimer’s Disease Supportive Services Pro-
gram; Chronic Disease Self-Management Program; Community Living Program; and Lifespan
Respite. The Alabama Legislature established a Long-Term Care Rebalancing Advisory Com-
mittee that is developing a vision for a better, more responsive LTC system with input from
seniors and adults with disabilities; ADSS is an active member of this committee.

LTC options must reflect the aging population’s anticipated diversity, limited state budget, and
constituents’ preferences to remain in their homes and communities with services moving to-
wards a person-centered, consumer-directed system. ADSS and the AAAs will have a greater
role in advising people of their options and service availability. Individualized case manage-
ment plans will meet clients’ unique preferences and needs. Many clients currently being
served are able to stay at home because of the programs and services in which they participate.
Without these services and their individual support systems, they would be forced to move to
LTC facilities. While it has been the principal type of formal care, the use of nursing home ser-
vices is declining due to older persons’ decreasing rates of disability and improved financial
resources to pay for HCBS and services in assisted living facilities (ALF). Although recent ini-
tiatives have emphasized increased HCBS utilization, nursing homes will still be needed for
residents who have greater impairments and have more Activities of Daily Living (ADL) limi-
tations and a lack of in-home supports, or who cannot afford ALF level of care.

ADSS and the Aging Network are working together to:

. Develop an easily accessible, coordinated transportation system;

. Provide streamlined access to health and LTC services through a statewide ADRC net-
work;

. Enable older persons to enjoy healthier lives by implementing evidence-based disease

and disability prevention programs; and

. Offer more choices to individuals through the use of flexible service models that include
person-centered and consumer-directed care options.

Because OAA services may be provided without the income and asset restrictions required un-
der Medicaid and without the restriction that beneficiaries need skilled care under Medicare,
Title 111 funds may be used to fill gaps left by other programs. The agency continues to educate
the AAAs on ways to effectively manage their programs while maximizing the numbers of cli-
ents served.
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ADSS and the AAAs place high priority on education, outreach, and advocacy efforts in order
to inform individuals about resources available in their communities, identify potential clients
for program enrollment, and seek additional sources of funding and support. ADSS is expand-
ing the virtual ADRC, Alabama Connect, to include expanded aging, mental and physical dis-
ability resources. With new grant funding obtained starting Fiscal Year 2010 to expand fully-
functioning ADRCs into two more regions, we are one step closer to moving the concept state-
wide. ADRCs are working collaboratively with SHIP Resource Centers and the Simplified Eld-
erly Food Assistance Program for outreach to the Medicare population. As a result of all of
these efforts, awareness of Aging Network programs has increased.

Alabama’s United We Ride initiative is moving toward coordinated transportation for all trans-
portation-disadvantaged Alabamians and begins with advocacy to secure funding to place a mo-
bility manager in each AAA region. The Lee-Russell Council of Governments and the Ala-
bama Tombigbee Regional Commission continue to enhance coordination efforts with their mo-
bility management programs. Providing mobility managers in each region will assist riders,
transportation providers, and the general public with valuable transportation resources. Mobil-
ity managers will identify service gaps and duplication of transportation services. Mobility
management efforts will improve access and connectivity of transportation services for disad-
vantaged communities.

Within ADSS’ Elder Rights Division, the Legal Assistance Program created the Elder Rights
Guide for Older Alabamians, which provides information regarding issues specific to older Ala-
bamians. The State Health Insurance Assistance Program (SHIP) strives to reach and teach
more Medicare beneficiaries, focusing on persons living in rural and underserved areas of the
state. Through the State Medicare Patrol (SMP) program and the three-year AmeriCorps grant,
ADSS is expanding public outreach and client service efforts through newly-formed partner-
ships to educate beneficiaries on detecting and reporting Medicare fraud.

Alabama Department of Senior Services

The agency has transitioned from a small to medium-sized government agency and, at the cur-
rent pace, anticipates continuing this transition to be on pace with the growth of Alabama’s
older population. ADSS has strong working relationships with other state agencies and univer-
sities, resulting in fresh ideas and creative approaches to new programs. ADSS staff are com-
mitted to helping seniors lead productive and healthy lives.

To support the network’s leadership role in HCBS and LTC reform, ADSS has numerous as-
sets, some of which include: (1) Finding innovative ways to fund new programs and initiatives;
(2) ability to share our knowledge and experience with other aging programs; and (3) motivated
staff who are willing to learn and expand their knowledge, leadership abilities, and managerial
skills to Alabama’s changing senior environment.

ADSS’ Information Technology Section (IT) supports agency priorities, initiatives, and quality
assurance, monitoring and assessment, planning, and evaluation functions. Using client track-
ing system information, IT develops flexible reports for use by ADSS and the AAAs. Many
reports give ADSS staff insight into the AAASs’ performance toward consumer support.

26



Public Hearings

ADSS hosts a public hearing each fiscal year to highlight activities carried out under the state
plan. To support the development of the Fiscal Years 2011-2012 State Plan on Aging, ADSS
held two public hearings: July 14, 2009 and May 21, 2010. The purpose of the first public hear-
ing was to obtain the general public’s input regarding issues they want addressed in the next
two years. During the May 21, 2010 public hearing, ADSS provided the general public with an
opportunity to comment on the proposed state plan. Notices for both public hearings were sent
to newspapers throughout the state. The proposed state plan was also available for review in
ADSS’ office. Appendices K and L contain information regarding these public hearings, Ap-
pendix M contains the State Plan Assurances, and Appendix N contains a References List.

Reauthorization of the Older Americans Act

The Older Americans Act of 1965, as amended, is up for reauthorization in 2011. As a result,
ADSS may be required to modify its goals and objectives for Fiscal Years 2011-2012.
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ADSS Strategic Goals: Fiscal Years 2011 thru 2012

Administration on Aging’s Strategic Goals

To provide guidance and leadership for states” LTC modernization efforts, AoA identified the
following strategic goals:

. Goal 1: Empower older people, their families, and other consumers to make informed
decisions about, and to be able to easily access, existing health and LTC options

. Goal 2: Enable seniors to remain in their own homes with high quality of life for as long
as possible through the provision of home and community-based services, including
supports for family caregivers

. Goal 3: Empower older people to stay active and healthy through Older Americans Act
services and the new prevention benefits under Medicare

. Goal 4: Ensure the rights of older people and prevent their abuse, neglect and
exploitation

Overview of ADSS Goals

To develop goals and objectives for Fiscal Years 2011 thru 2012, ADSS addressed AoA’s four
strategic goals and three focus areas, which are: OAA Core Programs, AoA Discretionary
Grants, and Consumer Choice and Control. Table 3 contains ADSS’ goals and objectives for
the next two years and identifies how they correspond to AoA’s strategic goals and focus areas.
Appendix C provides detailed information on these goals and objectives as well as a summary
of the AAAs’ draft goals for the next four years.

Table 3
Fiscal Years 2011-2012 Goals and Objectives
Focus Area #1- Focus Area #2: Focus Area #3:
: AO0A Discretionary | Consumer Choice
OAA Core Programs
Grants and Control
AO0A Strategic Goal #1 Goal 1, Objectives 1.1
and 1.2
. Goal 2, Objectives 2.2 |Goal 2, Objectives 2.1
AO0A Strategic Goal #2 and 2.4 and 2.3
AO0A Strategic Goal #3 Goal 3, Objective 3.1 |Goal 3, Objective 3.2
A0A Strategic Goal #4 |Goal 4, Objective 4.2 Goal 4, Objective 4.1
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ADSS Goals and Objectives

Goal 1

Empower older Alabamians, their families, and other consumers to make informed
decisions about, and be able to easily access, existing health and long-term options

Objective 1.1

To gain commitment and engagement of local and state stakeholders
to operate, fund, and sustain ADRCs

Objective 1.2

Develop and implement Alabama Connect enhancements

Goal 2

Enable Alabama seniors to remain in their own homes with high quality of life for as
long as possible through the provision of home and community-based services,
including supports for family caregivers

Obijective 2.1

Prioritize high-risk clients to more effectively target individuals at
high risk of institutionalization

Obijective 2.2

Provide nutritionally insecure older adults with more nutrition
options

Objective 2.3

Provide a statewide, comprehensive, and coordinated approach to
meet the diverse needs of family caregivers of individuals with
dementia, disabilities, and chronic conditions

Objective 2.4

Continue to provide OAA core services to enable seniors to reside in
the community of their choice and enhance their quality of life
through support services

Goal 3

Empower older Alabamians to stay active and healthy through Older Americans Act
services and the new prevention benefits under Medicare

Obijective 3.1

Embed chronic disease self-management programs into existing
infrastructure

Obijective 3.2

Educate the general public on new Medicare preventive benefits and
health reform changes

Goal 4

Enable more Alabamians to live with dignity by promoting senior rights and
reducing the incidence of abuse, neglect, and exploitation

Objective 4.1

Increase Long-Term Care Ombudsman Program advocacy and
education on long-term care issues to public officials, state and local
agencies, and the general public

Obijective 4.2

Influence systems change and promote innovative practices in the
field of elder justice by undertaking activities to address issues of
elder abuse, neglect, and exploitation
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AREAAGENCIES ON AGING

PSA 01 -

Northwest Alabama Council

of Local Governments

James Coman, AAA Director

P. O. Box 2603, 103 Student Drive
Muscle Shoals, AL 35662
256-389-0530 / 800-838-5845
Fax: 256-389-0599

PSA 02 -

West Alabama Regional Commission
Pam McDaniel, AAA Director

4200 Highway 69 North, Suite 1

P. O. Box 509

Northport, AL 35476

205-333-2990 / 800-432-5030

Fax: 205-333-2713

PSA 03 -

Middle Alabama Area Agency
Carolyn Fortner, Executive Director
15863 Highway 25

Calera, AL 35040

205-670-5770 / 866-570-2998

Fax: 205-670-5750

PSA 3A -

Office of Senior Citizens Services
William Voigt, Executive Director
2601 Highland Avenue
Birmingham, AL 35205
205-325-1416 / No 800

Fax: 205-325-1429

PSA 04 -

East Alabama Regional Planning
and Development Commission
Randy Frost, AAA Director

P. O. Box 2186

1130 Quintard Avenue, Suite 300
Anniston, AL 36202
256-237-6741 / 800-239-6741

Fax: 256-237-6763

PSA 05 -

South Central Alabama
Development Commission

Sylvia Allen-Bowers, AAA Director
5900 Carmichael Place
Montgomery, AL 36117
334-244-6903 / No 800

Fax: 334-271-2715

PSA 06 -

Alabama Tombigbee Regional
Commission

Delia Brand, AAA Director
107 Broad Street

Camden, AL 36276
334-682-5206 / 888-617-0500
Fax: 334-682-9851

PSA 07 -

Southern Alabama Regional
Council on Aging

Robert Crowder, Executive Director
1075 South Brannon Stand Road
Dothan, AL 36305

334-793-6843 / 800-239-3507

Fax: 334-671-3651

PSA 08 -

South Alabama Regional Planning
Commission

Julie McGee, AAA Director

P. O. Box 1665

110 Beauregard St., Suite 207
Mobile, AL 36602

251-433-6541 / No 800

Fax: 251-706-0896

PSA 09 -

Central Alabama Aging Consortium

Cathy Rolison, Executive Director
818 South Perry Street, Suite 1
Montgomery, AL 36104
334-240-4666 / 800-264-4680
Fax: 334-240-4681
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PSA 10 -

Lee-Russell Council of
Governments

Jackie Smith-Pinkard, AAA Director
2207 Gateway Drive

Opelika, AL 36801-6834
334-749-5264 / 800-239-444

Fax: 334-749-6582

PSA 11 -

North Central Alabama Regional
Council of Governments

Rodney Gann, AAA Director

216 Jackson Street S. E.

Decatur, AL 35601

256-355-4515 / No 800

Fax: 256-351-1380

PSA 12 -

Top of Alabama Regional Council
of Governments

Nancy Robertson, AAA Director
5075 Research Drive, N.W.
Huntsville, AL 35805
256-830-0818 / No 800

Fax: 256-830-0843



Appendix C: Goals, Objectives, Strategies,

Performance Measures, and Outcomes

This appendix contains the following materials:

o ADSS Goals, Objectives, Strategies, Performance Measures, and Outcomes for Fiscal Years
2011 thru 2012

o Linkages of ADSS’ Goals and Objectives to AoA’s Strategic Goals and Focus Areas

e Summary of the thirteen AAAs’ draft goals for Fiscal Years 2011 thru 2014.
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AO0A Strategic Goal #1:
Empower older people, their families, and other consumers to make informed decisions about,
and to be able to easily access, existing health and long-term care options.

AO0A Focus Area #2:
AoA Discretionary Grants

ADSS GOAL 1.0: Empower older Alabamians, their families, and other consumers to make
informed decisions about, and be able to easily access, existing health and long-term options

OBJECTIVE 1.1: To gain commitment and engagement of local and state stakeholders to
operate, fund, and sustain ADRCs

STRATEGIES:

o Develop ADRC minimum guidelines

« Provide ongoing training to ADRC staff

« Alabama SHIP will increase Medicare beneficiaries’” access to information assisting them

in making informed choices regarding their Medicare benefits

Develop marketing campaign

Develop a 5-year plan by Fiscal Year 2011

Promote partnerships with advisory team to obtain project support

Work with Hospital and Nursing Home Association, Public Health, and Medicaid to build

referral relationships with ADRC for more long-term care consumer options

« Work with hospital discharge planners educating them on alternative care options and local
resources

« Inter- and intra-agency long-term care planning for future systems change with
stakeholders

o Implement a total of 13 fully-functioning ADRCs by Fiscal Year 2014

PERFORMANCE MEASURES:

e ADRC minimum guidelines

o Number of AAAs with operational ADRCs
e SART data collection

OUTCOMES:

Streamlined access to HCBS

More collaborative relationships with AAAs and community providers

Enhanced public awareness of ADRC concept

Increased provider partnerships and participation

Marketing materials

Discharge planners aware of various options for community-based long-term care
Strengthened capacity providing streamlined information and LTC counseling
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AO0A Strategic Goal #1:
Empower older people, their families, and other consumers to make informed decisions about,
and to be able to easily access, existing health and long-term care options.

AO0A Focus Area #2:
AoA Discretionary Grants

ADSS GOAL 1.0: Empower older Alabamians, their families, and other consumers to make
informed decisions about, and be able to easily access, existing health and long-term options

OBJECTIVE 1.2: Develop and implement Alabama Connect enhancements

STRATEGIES:

o Develop and implement revised service taxonomy
e Increase provider participation

e Utilize educational modules developed thru grants

PERFORMANCE MEASURES:
o New service taxonomy
o Number of visits to Alabama Connect web site

OUTCOMES:

e Increased number of resources in Alabama Connect

e General public has access to additional home and community-based options
« Fully-functioning educational component in Alabama Connect
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AO0A Strategic Goal #2:

Enable seniors to remain in their own homes with high quality of life for as long as possible
through the provision of home and community-based services, including supports for family
caregivers.

A0A Focus Area #2:
A0A Discretionary Grants

ADSS GOAL 2.0: Enable Alabama seniors to remain in their own homes with high quality of
life for as long as possible through the provision of home and community-based services,
including supports for family caregivers

OBJECTIVE 2.1: Prioritize high-risk clients to more effectively target individuals at high
risk of institutionalization

STRATEGIES:

« Ultilize universal enrollment form

Implement the DON-R assessment tool

Develop infrastructure for private pay clients

Expand consumer direction in Title 111 and other programs administered by ADSS
Provide a mix of person-centered services to high-risk persons

PERFORMANCE MEASURES:

o Number of programs using DON-R assessment tool
o Number of persons screened for services

o Number of high-risk persons identified

OUTCOMES:

Streamlined enrollment process

Expanded access to available programs for those at greatest need for service
Additional financial resources to purchase more service units for clients
Increased service delivery to individuals at high-risk of nursing home placement
Infrastructure supporting consumer-directed and person-centered programs
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AO0A Strategic Goal #2:

Enable seniors to remain in their own homes with high quality of life for as long as possible
through the provision of home and community-based services, including supports for family
caregivers.

AOA Focus Area #1:
Older Americans Act Core Programs

ADSS GOAL 2.0: Enable Alabama seniors to remain in their own homes with high quality of
life for as long as possible through the provision of home and community-based services,
including supports for family caregivers

OBJECTIVE 2.2: Provide nutritionally insecure older adults with more nutrition options

STRATEGIES:

Offer meals services to home-delivered meal recipients 5 days per week

Conduct outreach for Food Assistance Program

Increase the number of Nutrition Counseling service units

Increase transportation services to senior centers and grocery stores

Develop and implement private pay guidelines for AAAs

Seek additional opportunities for sponsored meals

Advocate for more Federal, State, and Local community support of expanded nutrition
services

PERFORMANCE MEASURES:
o Number of meals clients served

e Number of Nutrition Counseling service units
o Number of Transportation service units

e Number of private pay clients

e Increased revenue

OUTCOMES:

« Meal clients make better decisions for health and well-being
o Postpone institutionalization

o Decreased health care costs

o Increased financial resources
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AO0A Strategic Goal #2:

Enable seniors to remain in their own homes with high quality of life for as long as possible
through the provision of home and community-based services, including supports for family
caregivers.

A0A Focus Area #2:
A0A Discretionary Grants

ADSS GOAL 2.0: Enable Alabama seniors to remain in their own homes with high quality of
life for as long as possible through the provision of home and community-based services,
including supports for family caregivers

OBJECTIVE 2.3: Provide a statewide, comprehensive, and coordinated approach to meet the
diverse needs of family caregivers of individuals with dementia, disabilities, and chronic
conditions

STRATEGIES:

o Utilize caregiver training programs developed through Alzheimer Demonstration Grants

« Expand partnerships with public, private, and faith-based organizations, including the
Veterans Administration

e Increase and enhance Medicare beneficiary access to information and counseling through
professionally trained SHIP program staff and volunteers

o Enhance capacity of Alabama Respite

e Update procedural guidelines for Alabama Cares Program

« Implement procedures; develop tools, and training to support hospital discharge planners
and caregivers

PERFORMANCE MEASURES:

o Updated Alabama Cares procedural guidelines

e Number of Caregiver Training Programs

o Caregiver access to information, options counseling, and short-term case management
o Outreach to Hospital and Nursing Home Discharge Planners

OUTCOMES:
e Increased educational and respite services
e Minimize premature nursing home placement
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AO0A Strategic Goal #2:
Enable seniors to remain in their own homes with high quality of life for as long as possible
through the provision of home and community-based services, including supports for family

caregivers.

AOA Focus Area #1:
Older Americans Act Core Programs

AD
life
incl

SS GOAL 2.0: Enable Alabama seniors to remain in their own homes with high quality of
for as long as possible through the provision of home and community-based services,
uding supports for family caregivers

OB

JECTIVE 2.4: Continue to provide OAA core services to enable seniors to reside in the

community of their choice and enhance their quality of life through support services

STRATEGIES:

Encourage AAAs to target home-delivered meals to clients who are at high nutritional risk
Target OAA core services to below poverty clients, individuals with dementia, and persons
at risk for nursing home placement

Meet or exceed all six Department of Labor core performance measures each year for Title
V Senior Employment Program

Increase Title 111 Legal Assistance service units

Develop advocacy opportunities to support affordable housing options

Provide menu of private pay and cost sharing service options to reduce waiting lists and
increase access to OAA services

Create an updated minimum set of guidelines for all programs receiving state and federal
dollars

Provide training for all ADSS and Aging Network staff on program guidelines and person-
centered concepts for systems change

Simplify processes, improve communication, and analyze data to improve performance
and accountability

PERFORMANCE MEASURES:

Number of persons receiving Title 111 services

Title V SCSEP common measures

Percent of home-delivered meal clients who are at high nutritional risk

Percent of Title I1 clients who are below poverty and at risk for nursing home placement
Updated program guidelines

Monitoring reports

Higher performance per expenditure

ou

TCOMES:

Increased number of older persons will receive Title I11 services

Increased number of meal clients at high nutritional risk will receive meals

Increased number of below poverty, dementia, and high-risk clients will receive Title 111
services

Increased number of Title V SCSEP participants will be trained and seek employment
Collaboration with service providers to develop affordable housing options

Increased revenue to support more client services
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AO0A Strategic Goal #3:
Empower older people to stay active and healthy through Older Americans Act services and the
new prevention benefits under Medicare.

AO0A Focus Area #2:
AoA Discretionary Grants

ADSS GOAL 3.0: Empower older Alabamians to stay active and healthy through Older
Americans Act services and the new prevention benefits under Medicare

OBJECTIVE 3.1: Embed chronic disease self-management programs into existing
infrastructure

STRATEGIES:

e Train 26 people as Master Trainers by Fiscal Year 2012

o Train 300 leaders statewide

o Train 800 participants age 60+ statewide

o Partner with ADPH and AARP to provide CDSMP training
o Develop policies and procedures for Title 111-D funds

PERFORMANCE MEASURES:

e Number of persons served with Title 111-D funds
o Number of master trainers trained and certified
e Number of leaders trained

e Number of persons age 60+ trained

OUTCOMES:

e Older Alabamians will have reductions in risk factors for chronic diseases and long-term
disabilities

« Partnering with all agencies utilizing a standardized CDSMP will increase capacity to
address the critical needs of chronic disease self-management among senior and disabled
populations

o Caregivers will be better educated on healthier behaviors and lifestyles

o Data collected in Living Well Alabama data base will provide documentation to support
integrating the CDSMP into Alabama’s Medicaid Long-Term Care State Plan

o Self-efficacy of individual healthy behaviors will decrease future dollars spent on
premature or unnecessary hospital or nursing home placement
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AO0A Strategic Goal #3:
Empower older people to stay active and healthy through Older Americans Act services and the
new prevention benefits under Medicare.

AO0A Focus Area #3:
Consumer Control and Choice

ADSS GOAL 3.0: Empower older Alabamians to stay active and healthy through Older
Americans Act services and the new prevention benefits under Medicare

OBJECTIVE 3.2: Educate the general public on new Medicare preventive benefits and health
reform changes

STRATEGIES:

« Create and disseminate educational materials regarding new Medicare preventive benefits
Collaborate with ADPH on Healthy Aging Coalition

Create and disseminate health reform information

Provide preventive health materials to SHIP resource centers

Provide preventive health materials to statewide meal participants

PERFORMANCE MEASURES:

« Educational materials on Medicare preventive benefits and health care reform issues
o Number of persons receiving educational materials

e Number of SHIP resource centers

OUTCOMES:

o Expand consumer knowledge of Medicare preventive benefits
e Expand consumer knowledge of health reform changes

« Expand consumer knowledge on Healthy Aging
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AO0A Strategic Goal #4:
Ensure the rights of older people and prevent their abuse, neglect, and exploitation.

AOA Focus Area #3:
Consumer Control and Choice

ADSS GOAL 4.0: Enable more Alabamians to live with dignity by promoting senior rights
and reducing the incidence of abuse, neglect, and exploitation

OBJECTIVE 4.1: Increase Long-Term Care Ombudsman Program advocacy and education
on long-term care issues to public officials, state and local agencies, and the general public

STRATEGIES:

e Increase frequency of meetings with stakeholders

Ensure the LTC Ombudsman program is part of Alabama’s LTC rebalancing task force

Increase education to community and consumer groups

Recruit annually and train additional Ombudsman volunteers

Provide education to prevent financial exploitation and nursing home discharges due to

non-payment

o Collaborate with stakeholders to develop a long-term care facility crisis management plan
for facility closures and emergency preparedness

e Apply for more civil monetary penalty funds

PERFORMANCE MEASURES:

o Number of stakeholder meetings

e Number of community educational events

e Number of volunteers trained

e Number of LTC Ombudsman consultations

e Number of LTC Ombudsman information and assistance calls

e Number of LTC Ombudsman visits to residents by volunteer ombudsmen
OUTCOMES:

« Stronger communication and collaboration by stakeholders

Increased funding for the Long-Term Care Ombudsman Program

Raised awareness of elder abuse, neglect, and exploitation

Volunteer ombudsmen provide more visits to LTC facility residents
Enhanced culture change to a person-centered system of Long-Term Care
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AO0A Strategic Goal #4:
Ensure the rights of older people and prevent their abuse, neglect, and exploitation.

AOA Focus Area #1:
Older Americans Act Core Programs

ADSS GOAL 4.0: Enable more Alabamians to live with dignity by promoting senior rights
and reducing the incidence of abuse, neglect, and exploitation

OBJECTIVE 4.2: Influence systems change and promote innovative practices in the field of
elder justice by undertaking activities to address issues of elder abuse, neglect, and
exploitation

STRATEGIES:

o Develop a reporting system to track outreach, training, education, and referral activities

e Increase Title 11l Legal Assistance service units

o Secure qualified trainers to train state and local staff

o Develop a promotional campaign to increase awareness of elder abuse, neglect, and
exploitation

o Develop a statewide volunteer program to provide community education

« Seek financial support from stakeholders and other entities to fund promotional campaign

« Partner with stakeholders to establish a Statewide Elder Justice Team

PERFORMANCE MEASURES:

o Creation of a statewide Elder Abuse Prevention Program
e Number of staff and volunteers trained

e Number of materials disseminated

e Number of presentations, trainings, and events

OUTCOMES:

« Increased knowledge for individuals of the rights of seniors and prevention of elder abuse,
neglect, and exploitation

o Expanded advocacy for elder rights issues
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Summary of AAAs’ Draft Goals for Fiscal Years 2011 thru 2014

Continue to provide OAA core programs
Continue to provide Medicaid Waiver services

Expand health promotion activities to empower seniors to maintain and/or improve their
health and well-being; increase seniors’ quality of life through CDSMP by teaching preven-
tive health and self-management skills

Continue and expand current intergenerational partnerships to provide respite and supple-
mental services to grandparents/relative caregivers age 55+ caring for children age 18 and
younger and grandparents/relative caregivers age 55+ caring for children with a severe dis-
ability of any age

Continue to provide SenioRx, Title V SCSEP, SHIP, SMP services, including education on
the new Medicare preventive benefits

Empower AAA staff, seniors, and their caregivers in emergency preparedness and response
procedures

AAAs to become person-centered agencies through their program planning and service de-
livery; increase knowledge base of AAAs’ staff to provide benefits counseling

Strengthen relationships with advocates of disability organizations, faith-based organiza-
tions, and other public/private agencies

Collaborate with health care professionals to increase awareness of community resources,
especially upon hospital discharge

Increase access to information on topics such as ADRCs; LTC options; options counseling;
elder abuse, neglect, and exploitation; aging network; and available programs/services for
older persons, persons with disabilities, caregivers, individuals represented by tribal organi-
zations, home-delivered meal clients, rural persons

Identify the most at-risk clients and provide them with appropriate services as funding per-
mits

Recruit and train a larger volunteer base

Provide opportunities to baby boomer generation to actively participate in the aging net-
work through employment, volunteer activities, and services

Support and advocate for housing initiatives to provide safe, affordable community living
options
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Appendix D: Programs, Services, and Grants

ADSS, the AAAs, and the network of resources provide a wide variety of services to older Ala-
bamians and their family members; these services are funded through the OAA and other fed-
eral funds as well as state, local, and grant funding. This section describes the programs and
services provided by ADSS through the AAAs and contains information on grants recently-
awarded to ADSS. Due to funding variations, availability of service providers, etc., all services
may not be available in every community. For detailed eligibility requirements and technical
service definitions, please contact ADSS.

Home and Community-Based Services

The OAA created the primary vehicle for organizing, coordinating, and providing HCBS for
older Alabamians. The Home and Community-Based Services Program offers a broad range of
services available to older adults through the OAA and other federal, state, and local programs.
These services are designed to support and assist older Alabamians to continue living in their
homes and communities for as long as it is safe to do so. The social and health related services
provided promote health, self-sufficiency, and independence for older adults.

Senior Centers

There are approximately 365 senior centers located throughout the state. Each county will have
one or more senior centers serving as focal points for the delivery of multiple services to seniors
within the community. With the exception of a few rural centers, each senior center operates
five days per week, except for designated holidays. Standard operating hours are 9:00 a.m. to
1:00 p.m. local time; however, many centers have extended hours.

In these settings, participants have the opportunity to form new friendships and to interact in a
social environment. Programs are planned to provide information of interest to older adults on
nutrition, health, consumer, and legal issues. In addition, older adults can elect to participate in
a variety of recreational activities, assist with center activities through volunteer services, ac-
cess health screenings, and join group exercise sessions. All of the centers provide meals in a
congregate setting and many make provisions for meal delivery to homebound seniors. The
smallest centers serve 25 meals per day and the largest center serves more than 200.

Elderly Nutrition Program

ADSS, on behalf of the AAAs, contracts with a statewide food service vendor for the purchase
and delivery of meals to the senior centers. Through this contract, AAAs can purchase hot
meals, picnic meals, frozen meals, breakfast meals, shelf-stable meals, and/or Medical Nutrition
Therapy Meal Replacements for participants in the Nutrition Program. The contract also makes
provision for the purchase of meals for Alabama Cares and E&D Waiver clients.
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In Fiscal Year 2009, a total of 2,138,513 congregate meals were served by the Alabama Nutri-
tion Program for the Elderly. Having a statewide food service contract enables ADSS to pro-
vide uniform meal purchase options throughout the state. Measures for increasing funds in-
clude a sponsored meals program, fund-raising events at the local level, and activities to en-
courage more client contributions.

Each of the following meal types is available for purchase with bulk delivery; breakfast meals
and picnic meals may also be purchased.

. Hot meals typically consist of a hot entrée, three side dishes, bread, dessert, and milk.
These meals are delivered daily to senior centers and consumed on-site by congregate
program participants or delivered to homebound participants.

. Picnic meals contain food items such as sandwiches, chips, salad, fruit, cookies, milk,
and juice. These meals are used on special occasions as hot meal replacements.

. Frozen meals consist of an entrée plus two side dishes, juice, milk, dessert, bread, and
margarine. All meal components, except milk, are delivered in a frozen state. Frozen
meals are delivered weekly. Occasionally, centers operating less than 5 days per week
will use frozen meals to supplement the hot meal program.

. Breakfast meals consist of room temperature/cold breakfast food items such as cereal,
juice, milk, and bread. These meals are intended for individuals that have a high need
for nutrition services. Occasionally, centers operating less than 5 days per week will use
breakfast meals to supplement the hot meal program.

. Shelf-stable meal packs contain foods that require no refrigeration and little or no prepa-
ration. These meals are used as hot meal replacements during holiday periods, as sup-
plemental weekend meals for at-risk clients, and as emergency meals.

. Medical Nutrition Therapy Meal Replacements are formulated drinks used as meal re-
placements or supplemental meals for participants with documented medical need.

All meals must be in accordance with the provisions of the OAA and must comply with all lo-
cal, state, and federal health, safety, and sanitation requirements. Furthermore, all meals must
comply with the most recent Dietary Guidelines for Americans, published by the Secretary of
Health and Human Services and the Secretary of Agriculture. In addition, if one meal is served
per person, the meal must provide a minimum of one-third (1/3) of the daily recommended die-
tary allowances (RDA) for older individuals as established by the Food and Nutrition Board of
the Institute of Medicine of the National Academy of Sciences. If two meals are served per per-
son, the combination must provide a minimum of two-thirds (2/3) of the daily RDA.
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Congregate Meals

The Nutrition Program for the Elderly provides meals to help increase the nutrient intake of
older individuals who might not eat adequately, and through better nutrition, assist them to re-
main healthy and independent in their communities. Meals are served five days per week in a
congregate setting. Persons age 60 or older and their spouses regardless of age are eligible for
meals; however, priority is given to those with the highest physical, economic, or social need
and to minority or rural older individuals.

Home-Delivered Meals

Home delivered meals are service options that may be funded through the Nutrition Program
for the Elderly, the E&D Waiver program, and Alabama Cares. Meals are delivered to the indi-
vidual residences of vulnerable, older persons who are normally unable to leave their homes
without assistance. These clients typically need assistance with meals, because they are unable
to prepare meals for themselves and lack an informal support system to routinely provide assis-
tance with meals. Services are intended to maintain or improve the nutritional status of these
clients, support their independence, prevent premature institutionalization, and allow earlier dis-
charge from hospitals, nursing homes, and other residential facilities.

Door-to-door delivery was approved as a service option for E&D Waiver clients in Fiscal Year
2000. ADSS and ADPH case managers purchase meals for these clients from the state contract.
Depending upon need, clients may be authorized to receive (a) a single service unit of 7 frozen
meals, (b) two service units of 7 frozen meals, or (c) a single service unit of 7 frozen meals plus
a single service unit of 7 breakfast meals.

In Fiscal Year 2009, a total of 1,897,886 home delivered meals were served by the Nutrition
Program for the Elderly. Measures for increasing funds include a sponsored meals program,
fund-raising events at the local level, and activities to encourage more client contributions
among homebound clients. Purchase of meals (frozen and shelf-stable) under the Alabama Ca-
res program is done on a limited basis by some AAAs.

By providing a variety of meal types and delivery options under the statewide contract, ADSS
offers the AAAs several means for tailoring meal services to client needs in their respective ser-
vice areas. E&D Waiver clients with a high need for care may be authorized to receive two
meals per day. Shelf-stable meals can be provided to at-risk clients during holiday periods and
for emergency usage. Because weekly delivery of frozen meals is more cost efficient than daily
hot meal delivery, the frozen meal purchase options frequently make it feasible to serve iso-
lated, rural clients that were previously underserved. Clients authorized to receive frozen meals
must be screened to ensure that the client (a) has an operational freezer, refrigerator, and stove
or microwave and (b) is able to appropriately manage the simple tasks of storing and preparing
meals.
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Information, Assistance, and Outreach

Information and Assistance is a service that provides individuals, primarily older persons or
caregivers, with current information on opportunities and services available to them within their
communities, including information relating to assistive technology. It also includes linking
individuals to available opportunities and services, and to the maximum extent practicable, en-
suring that individuals receive the services they need and are aware of the opportunities avail-
able to them. Information and assistance services are funded through the OAA.

Outreach includes efforts that identify and inform eligible individuals concerning assistance un-
der the OAA. Outreach efforts should emphasize (1) older persons residing in rural areas; (2)
older persons with the greatest economic need; (3) older persons with the greatest social need;
(4) older persons with severe disabilities; (5) older persons with limited English-speaking abil-
ity; and (6) older persons with Alzheimer’s disease or related disorders. Moreover, outreach
efforts are interventions initiated by an agency or organization to identify potential clients (i.e.,
older persons or their caregivers) and to encourage their use of existing services and benefits.

Nutrition Education and Nutrition Counseling

Nutrition Education is a service to promote better health by providing accurate and culturally
sensitive nutrition health information to participants in a group setting. Nutrition Education is
funded through the OAA, and ADSS registered dieticians provide the AAAs with evidence-
based educational materials to share on a weekly basis with senior center participants.

Through Nutrition Counseling, older persons who are at nutritional risk because of their health
or nutritional history, dietary intake, medications or chronic illnesses, can receive individual-
ized guidance about options for improving their nutritional status. The counseling is performed
by a health professional in accordance with state law and policy and may be funded through the
OAA. Nutrition Counseling is currently available on a limited basis in the state.

Senior Community Service Employment Program (Title V)

ADSS administers the Senior Community Service Employment Program (SCSEP) in eleven
PSAs throughout the state. SCSEP is authorized under Title V of the OAA and is funded by the
U.S. Department of Labor. It is the only federally-funded program for low-income persons age
55 and over. SCSEP is a community service and work-based training program for older work-
ers to provide useful community services and to foster individual economic self-sufficiency
through training and placement into unsubsidized jobs. ADSS serves a coordinating role and
ensures equitable distribution of employment through its Title V SCSEP. Individuals must be
age 55 and over with total countable income less than 125 percent of the federal poverty level
(based on family size), and unemployed at time of application.

In Program Year 2008-2009, Alabama SCSEP achieved 39 percent in entered employment and
a retention rate of over 73 percent, a noteworthy achievement during one of the worst reces-
sions on record. Statewide 217 participants received work-related training during the program
year. Additionally in 2009, ADSS received $439,000 in funding through the American Recov-
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ery and Reinvestment Act (ARRA), which provided an additional 50 training opportunities for
senior workers. In 2010, Appropriations Act funding of $824,500 provided an additional 60
training opportunities for seniors through June 2011.

The ADSS Commissioner is a member of the State Workforce Planning Council, which guides
the state workforce systems and plans for future development and training opportunities for
Alabama’s workforce. This is the first time in Alabama that the ADSS has had representation
on the Workforce Planning Council.

SenioRXx, Prescription Drug Assistance Program

The Alabama SenioRx: Partnership for Medication Access is a program designed to provide
assistance for senior citizens with chronic medical conditions who have no prescription insur-
ance coverage and limited financial means to apply for drug assistance programs provided by
pharmaceutical manufacturers. Approximately every three months, the client must reapply to
the drug companies for continued assistance. SenioRx Coordinators statewide assist seniors
with the pharmaceutical companies’ application processes. To qualify for free prescription
drugs through SenioRx, individuals must be age 55 and over with chronic medical conditions,
and/or be deemed disabled by Social Security and in the 24-month waiting period for Medicare
benefits, have no prescription drug insurance coverage, be a legal resident of Alabama, and
have an income at or below 200 percent of the federal poverty level.

The Alabama SenioRx Program has saved seniors over $200 million in drug expenses since its
July 2002 inception by submitting prescriptions to drug companies on behalf of senior citizens.
ADSS partners with the Social Security Administration and the Disability Determination Of-
fices of Alabama to refer their clients to the SenioRx Program. The Program also partners with
the Alabama Primary Health Care Association to help their mission to provide Alabamians with
access to quality health care. Additional partnerships include the Alabama Department of Cor-
rections who make information available to prisoners age 55 and over who are exiting the
prison system to re-enter the community. The goal of this partnership is to provide these indi-
viduals who have chronic diseases and/or mental health issues the opportunity for medication
access in hopes of helping them to maintain their lives in the community and hopefully decrease
recidivism into the prison system. In Fiscal Year 2009, the Alabama SenioRx launched a state-
wide billboard campaign and designed a logo to help coordinate outreach efforts. This outreach
effort proved to be a very successful marketing strategy to target individuals who were in need
of assistance.

The Wellness program targets low-income seniors age 55 and over diagnosed with chronic dis-
eases and aims for a reduction in risk factors for chronic diseases and disabilities among the
senior population. The ADPH Wellness Division developed the whole-person wellness pro-
gram which is founded around the six dimensions of wellness - emotional, intellectual, physi-
cal, social, spiritual, and vocational health — along with personal wellness concepts that include
self-responsibility, optimism, health education, and personal choice. Through the Wellness
Program, older Alabamians are encouraged to become more physically active through exercise
classes available to seniors at many senior centers. In addition, many centers have purchased
exercise bicycles and treadmills for participants to utilize.
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Transportation and Assisted Transportation

Transportation is the provision of a means of going from one location to another. It includes
driving the participants from their homes to medical offices, shopping malls, post office, super-
market, or the congregate meal site. Assisted Transportation is defined as the provision of as-
sistance, including escort, to an older person who has difficulties (physical or cognitive) using
regular vehicular transportation. Transportation services are funded through the OAA and local
government support. Lack of transportation services is in the top three personal barriers identi-
fied by respondents in the 2009 ADSS/AAA Needs Assessment.

United We Ride

Governor Riley signed Executive Order 28 to develop a plan for coordinated human service
transportation that called for the development and implementation of a framework for action
reducing and eliminating restrictive and duplicate laws, regulations, and programs related to
human service transportation; ADSS was charged with the duty to lead this endeavor entitled
United We Ride. In Fiscal Year 2007, the State of Alabama received a United We Ride Coordi-
nation grant to pilot a transportation program. In Fiscal Year 2008, United We Ride launched a
survey of transportation needs across the state by Auburn Montgomery and implemented a pilot
program in a two-county region to move forward with a State Plan of Action for coordinated
human service transportation.

In Fiscal Year 2008, Governor Riley designated the responsibility for administering Sections
5316 and 5317 would transfer from the Alabama Department of Transportation to ADSS. Sec-
tion 5316 Job Access and Reverse Commute (JARC) is designed to assist low-income individu-
als and welfare recipients to work and work-related activities. Section 5317 New Freedom Pro-
gram is intended to provide new public transportation services and public transportation alterna-
tives that address the transportation needs of persons with disabilities that are beyond those re-
quired by the Americans with Disabilities Act of 1990.

In Fiscal Year 2009, the Federal Transit Administration (FTA) approved the State Management
Plan to administer the Sections 5316 and 5317 programs. In Fiscal Year 2010, seven agencies
received funding under Section 5316 or Section 5317 programs. Eligible applicants for JARC
and New Freedom Programs include state or local governmental authority, private non-profit
organizations, and operators of public transportation services, including private operators of
public transportation services. It is a strong advocacy goal for The United We Ride Commis-
sion to expand transportation services to the transportation disadvantaged by coordinating fund-
ing sources and other resources as well as securing funding for mobility managers in all 13 re-
gions of the State.
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Other Services Funded through the OAA

. Health Promotion: Provision of programs/services designed to maintain or improve the
health and well-being of older persons, including health screening, health promotion,
and other health-related activities. ADSS plans to encourage utilization of Title 111 Part
D - Health Promotion funds starting in Fiscal Year 2012 for evidence-based chronic dis-
ease self-management programs.

. Medication Management: Includes screening and education provided to older individu-
als to prevent incorrect medication and adverse drug reactions. This service may in-
clude assisting an older person with compiling a list of current medications, developing
an emergency contact list, or providing pill boxes for daily medication adherence.

. Public Education: Provision of formal or informal opportunities for individuals to ac-
quire knowledge, experience, or skills. It includes group events designed to increase
awareness in such areas as crime or accident prevention, continuing education, or gain-
ing skills in a specific craft, job, or occupation that does not include wages or stipends.
This service normally excludes nutrition-related presentations. Public education ses-
sions may be held in various locations such as senior centers, community fairs, or other
gatherings.

. Recreation: Services for older individuals are designed to encourage participation in ac-
tivities facilitated by a senior center service provider. These activities may include exer-
cise, performing arts, games, and crafts.

In-Home Services

Alabama Cares: The National Family Caregiver Support Program

Alabama Cares helps families sustain their efforts to care for older individuals who have a
chronic illness or disability. Through this program, a continuum of caregiver support services
is available to adult family members, or other individuals who are informal providers of in-
home and community care to older persons. Caregiver support services are also available to
grandparents or older individuals who are relative caregivers for a child, age 18 and under, as
well as grandparents age 55 and over providing care for a child with a severe disability of any
age. Priority consideration for services is given to persons in greatest social and economic
need, with particular attention to low-income older individuals, family caregivers who provide
care for older individuals with Alzheimer’s disease and related disorders, and grandparents or
older individuals who are relative caregivers providing care and support to children of any age
with intellectual and developmental disabilities.
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Through OAA funding, ADSS works in partnership with the AAAS, service providers, and con-
sumer organizations to administer the five basic program components:

. Information provides public education, caregiver and provider training, health fairs,
newsletters, brochures, and audiovisual/written caregiver information.

. Assistance provides outreach, case management, assessment, and information regarding
resources.
. Counseling provides support groups and trainings to assist and advise in areas of health,

legal issues, stress reduction, and the role of caregiving.

. Respite provides temporary, substitute support of the care recipient to provide a brief
period of relief/rest to the caregiver, help with personal care, homemaker services, adult
day care, and skilled or unskilled services in the home.

. Supplemental Services provides on a limited basis, incontinence supplies, minor home
modifications, assistive technology, home-delivered meals, emergency alarm response
systems, nutritional supplements, chore services, and transportation. These services are
based on the individual needs of the caregiver.

Personal Care, Homemaker, and Chore Services

Personal care is defined as providing personal assistance to older persons with the inability to
perform one or more of the following ADLSs: eating, dressing, bathing, toileting, transferring in
and out of bed/chair, or walking. This service is provided on a one-on-one basis between a ser-
vice provider and a client. Personal care services may be funded through the OAA or the E&D
Waiver program.

Homemaker services are those that provide assistance to older persons who have the inability to
perform one or more of the following IADLs: preparing meals, shopping for personal items,
managing money, using the telephone, or doing light housework. This service is provided on a
one-on-one basis between a service provider and a client. Homemaker services may be funded
through the OAA or through the E&D Waiver program.

Chore services provide assistance to older persons having difficulty with one or more of the fol-
lowing IADLs: heavy housework, yard work, or sidewalk maintenance. This service is pro-
vided on a one-on-one basis between a service provider and a client. Chore services are funded
through the OAA.

AO0A and state funds for these home and community-based services are very limited, yet these
are expressed in needs assessments and public venues as the top needs to help older people re-
main in their homes. ADSS and the Aging Network will advocate for alternative funding and
collaboration of resources from local communities, special grants, and state and federal initia-
tives for expansion of these services.
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Respite Services

Skilled respite services are those provided on a short-term basis to clients unable to care for
themselves because of the absence of or need for relief of the regular caregiver. An RN or LPN
performs this service. The E&D Waiver program funds skilled respite services.

Unskilled respite services are those provided on a short-term basis to clients unable to care for
themselves because of the absence/need for relief of the regular care provider. A homemaker or
personal care worker performs this service. The E&D Waiver and Alabama Cares programs
fund unskilled respite services.

Elder Rights Protection Services

ADSS will provide vulnerable elder rights protection activities and services to eligible individu-
als through funds and guidelines established under Title VIl {Section 705(a)(7)} of the OAA.
These primary activities and services are: legal assistance, ombudsman, and prevention of elder
abuse, neglect, and exploitation.

Elder Abuse, Neglect, and Exploitation

ADSS is funded through the OAA to operate an elder abuse prevention program. The AAAs
currently utilize this service in conjunction with the ombudsman program to also identify and
prevent fraud and abuse in the Long Term Care (LTC) facility. ADSS directs federal funds pro-
vided under the Elder Abuse section of the OAA through the Elder Rights Division for out-
reach, training, and education of elder rights, abuse, neglect, and exploitation prevention.

Since 2009, ADSS along with the AAAs, other state agencies, and non-profit organizations,
have held Annual Elder Abuse Day rallies. Attendees learn how to recognize elder abuse, how
to advocate for elder justice, and are instructed on the importance of reporting abuse. ADSS
and the Aging Network also work with the staff of LTC facilities and other professionals to pro-
vide education on the identification and prevention of elder abuse. Alabama Department of Hu-
man Resources (ADHR) and the Bureau of Health Provider Standards (BHPS) within the Ala-
bama Department of Public Health have the responsibility for investigation of occurrences and
allegations of elder abuse. Any reports of actual or suspected abuse received by ADSS are
promptly turned over to ADHR and BHPS.

Legal Assistance

This program is a statewide system of legal professionals who assist older adults with personal
legal problems. Legal professionals provide advice and counseling, legal representation, legal
research, preparation of legal documents, negotiation, legal education, and community outreach
to Alabama’s older adults. Legal Assistance works on a non-fee-generating basis and strives to
protect and secure the rights, benefits, and dignity of older persons.

54



People age 60 and over are eligible for legal assistance. Priority consideration for services is
given to older individuals with greatest social and economic need, low-income minority older
individuals, older individuals who reside in rural areas, and older individuals who are Native
Americans. Priority issues include health care, public benefits, health care proxies, advance
directives, wills, financial exploitation, housing, autonomy/independence, fraud, and consumer
issues.

ADSS developed service and provider standards to ensure that quality legal services are pro-
vided. An electronic legal reporting system exists to capture information on numbers of cases,
types of cases, legal education activities, community activities, and other pertinent information.
Neither a state, nor a state agency, may require any provider of legal assistance under Title 111
of the OAA to reveal any information that is protected by the attorney-client privilege. An
AAA may not require any provider of legal assistance under Title I11 to reveal any information
that is protected by the attorney-client privilege.

ADSS created an Elder Rights Guide for Older Alabamians, which addresses various topics re-
lating to senior citizens such as Medicare, Long-Term Care, Social Security, and Estate Plan-
ning. Elder Law Seminars are held statewide. The Legal Assistance Provider customer satis-
faction survey was implemented and is sent to each client at the end of their case.

Ombudsman

The Ombudsman program provides services to protect individuals residing within nursing fa-
cilities, assisted living facilities, specialty care facilities, and, for Jefferson County, boarding
homes. The program is mandated to operate in accordance with the OAA and AL Act No. 85-
657. According to the OAA, the State Ombudsman has the responsibility to:

. Identify, investigate, and resolve complaints that are made by, or on behalf of, residents
of LTC facilities;

. Provide services to assist residents in protecting their health, safety, welfare, and rights;
. Inform residents about the means of obtaining services;

. Ensure that residents have regular and timely access to services;

. Represent the interests of residents before governmental agencies and seek administra-

tive, legal, and other remedies to protect their health, welfare, safety, and rights;

. Analyze, comment on, and monitor the development and implementation of federal,
state, and local laws, and recommend any changes in such laws;

. Assure the public’s ability to comment on laws affecting residents of LTC facilities; and

. Provide for training representatives of the State Ombudsman to carry out other activities
as the state and AoA determine to be appropriate.
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The Ombudsman’s other duties and responsibilities include providing administrative and tech-
nical assistance; working with legislation affecting residents of LTC facilities; providing techni-
cal support to resident and family councils; working collaboratively with stakeholders to pro-
vide local communities with education on abuse, neglect, and exploitation; promoting the de-
velopment of citizens’ organizations related to LTC facilities; and maintaining accurate report-
ing through the required reporting system. All Ombudsmen programs train facility staff on
elder abuse prevention.

The Alabama State Ombudsman Act specifies that ADSS will work with the AAA ombudsmen
who may be an employee or contracted employee of the AAA, in support of the OAA. ADSS
requires all potential ombudsmen to sign a conflict of interest statement. ADSS follows federal
regulations in choosing and certifying an individual to serve as a local or community ombuds-
man.

The state ombudsman program works closely with Adult Protective Services (APS) of Ala-
bama. ADSS provides AAA staff with information on ombudsman services, which are in-
cluded in their education activities. APS also participates in training provided to community
ombudsmen funded through ADSS. The Alabama Long Term Care Ombudsman Program
works collaboratively with the ADSS Elder Rights Division, the Alabama Quality Assurance
Foundation (Q.1.0.), Advancing Excellence in Nursing Homes Campaign, and other partners to
promote the values, principles, and practices of the culture change initiative by identifying and
working with specific facilities on quality improvement.

Ombudsmen are committed to advocating for residents of LTC facilities and ensuring that resi-
dents’ rights, unmet needs, and complaints are handled and resolved effectively, while main-
taining resident and complainant confidentiality. Ombudsmen protect and help improve the
quality of life for residents in LTC settings. Ombudsmen work closely with ADPH’s Bureau of
Health Provider Standards and APS by making referrals in cases of abuse, neglect, and exploi-
tation. All complaints received by the state or community ombudsmen remain confidential in
accordance with established state policies and procedures.

ADSS’ State Ombudsman Program manages the statewide ombudsman program operations and
monitors AAA ombudsman programs for compliance with policies and procedures. ADSS’
State Ombudsman encourages LTC planning at the local AAA level to enhance ombudsman
services.

Alabama State Health Insurance Assistance Program (SHIP)

The Alabama State Health Insurance Assistance Program (SHIP) is a national program funded
by the Centers for Medicare & Medicaid Services (CMS). Administered locally by the 13
AAAs, SHIP provides free, confidential counseling and assistance to people who receive Medi-
care and Medicaid benefits. SHIP has over 350 volunteers who provide one-on-one counseling
to over 32,000 each year and this number continues to grow. SHIP has continued to make it a
top priority to reach out to rural and hard-to-reach areas of the state and assist beneficiaries who
are on a limited income and may qualify for extra benefits. Because SHIP has done such an
outstanding job finding and enrolling low-income seniors in benefit programs for which they
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qualify, SHIP was recognized as fourth in the nation to enroll the most beneficiaries in Medi-
care benefit programs and extra help with their prescription drugs.

In 2009, SHIP partnered with the State AmeriCorps Program, administered by the Governor’s
Office of Faith-Based Community Initiatives, to receive a federal grant for 14 full-time Ameri-
Corps members for a period of three years. The State AmeriCorps Program provides special-
ized volunteers who assist agencies and organizations succeed and expand their capacity across
local communities. The members will specifically help the SHIP program continue to build its
capacity to better serve people with Medicare and assist them with their health insurance issues.
SHIP will continue to expand the number of AmeriCorps members in order to better serve
Medicare beneficiaries. The ADSS AmeriCorps project has received national recognition as a
best practices model for other State Units on Aging agencies to use for their aging programs.

SHIP has established over 200 new SHIP Community Resource Centers, which are located
throughout the state in highly-publicized locations. The SHIP Resource Centers will increase
the sustainability of the program by providing an outlet for beneficiaries to have easy access to
Medicare and other health insurance related materials across Alabama.

Alabama Senior Medicare Patrol (SMP)

The Alabama Senior Medicare Patrol (SMP) is a national program funded by the U.S. Admini-
stration on Aging and administered locally through the 13 AAAs. SMP works closely with
SHIP and has made tremendous strides to educate Medicare beneficiaries and providers to pro-
tect, detect, and report healthcare fraud, waste, and abuse, working closely with SHIP, other
state agencies, and law enforcement.

SMP developed a Medicare Protection Toolkit that has received national recognition and is now
used in over 20 other states. The toolkit, which contains steps for seniors to follow to safeguard
their Medicare as well as questions to ask when comparing new plans, was chosen by AoA as a
Best Practices Model for other states to use. Also, the U.S. Hispanic Council on Aging has
made the entire toolkit available in the Spanish language.

SMP has made it a priority to plan, host, and conduct 13 SMP Fraud Summit conferences each
year. Each of the local SMP programs partners with several local, state, and federal agencies
and organizations to host its local event. SMP has partnered with SHIP on several fronts to ex-
pand education and outreach to a greater number of beneficiaries. For example, SHIP received
a grant for 14 full-time AmeriCorps members to serve SHIP and SMP for a period of three
years. The members will help the SMP program continue to build its capacity to better serve
people with Medicare and educate them on Medicare waste, fraud, and abuse issues.
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Long-Term Care/Home- and Community-Based Services

Elderly and Disabled Medicaid Waiver (Title XI1X)

The E&D Waiver program is designed to provide services to seniors and disabled individuals
whose needs would otherwise require services in a nursing home. Our goal is for clients to re-
tain their independence by providing services that allow them to live in their own homes for as
long as possible. There is no age requirement for the E&D Waiver program. To qualify, a cli-
ent or recipient must be financially eligible for Medicaid and meet the program’s or nursing
home’s level of care requirements. As clients are accepted into this program, case managers
work with the client to develop a personalized plan of care based upon the client’s needs and
choices. Allowable services include case management, homemaker, personal care, respite care,
adult day health, companion services, and frozen home-delivered meals. The E&D Waiver Pro-
gram purchased an additional 1,243,870 home delivered meals.

The AMA was awarded a $7.6 million federal “Together for Quality” system transformation
grant to change the state’s claims and process-oriented system into one that is coordinated, pa-
tient-centered, and cost-efficient. ADSS is one of many partners in this effort to create a state-
wide electronic health information system that links state health agencies, providers, and private
payers while establishing a comprehensive, quality improvement model for the Alabama Medi-
caid program. ADSS is also partnering with AMA to develop interoperability between ADSS
and AMA that will allow flow of information to improve quality of care and program manage-
ment. ADSS also partnered with AMA as a member of the Long-Term Care Rebalancing Advi-
sory Committee, which is striving to develop a vision for a better, more responsive LTC system
and the policies to promote the new system.

The E&D Waiver program currently serves approximately 4,780 clients each year, all of whom
are nursing home eligible under Medicaid. E&D Waiver costs the state 17 percent of what
nursing home placement would cost for the same number of clients. For example, the average
monthly cost per client in Fiscal Year 2009 was $5,062 per nursing home client compared to
$848 per E&D Waiver client. Had the 4,780 E&D Waiver clients been in nursing homes in Fis-
cal Year 2009, it would have cost the state approximately $242 million more than it cost for the
same clients to be served by the E&D Waiver program.

Adult Day Care

Through adult day care, personal care services are provided for dependent adults in a super-
vised, protective, congregate setting during a portion of a twenty-four hour day. Services of-
fered in conjunction with adult day care/adult day health typically include: social and recrea-
tional activities, training, counseling, meals for adult day care, and services such as rehabilita-
tion, medications assistance, and home health aide services for adult day health. Adult day care
may be funded through the OAA or the E&D Waiver program.
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Case Management

Case management is defined as assistance either in the form of access or care coordination in
circumstances where the older person and/or their caregivers are experiencing diminished func-
tioning capacities, personal conditions, or other characteristics that require the provision of ser-
vices by formal service providers. Activities of case management include: assessing needs, de-
veloping care plans, authorizing services, arranging services, coordinating the provision of ser-
vices among providers, follow-up, and reassessment as required. This service is provided on an
individual, one-on-one contact basis between a service provider and a client. Case management
may be funded through the OAA or the E&D Waiver program.

Other Special Grants and Activities

Adging and Disability Resource Centers

To provide a single, coordinated system of information, ADRCs are designed to streamline ac-
cess to LTC services and supports for consumers of all ages, incomes, and disabilities, and their
families. Each ADRC is locally driven and provides a consumer-directed single point of entry
into the continuum of care and social services system. ADRCs pre-screen, assess, and refer in-
dividuals to a wide range of service options and provide counseling and education on LTC op-
tions and benefits.

A0A and CMS jointly awarded 43 grants to states for the purpose of developing ADRCs. The
goals of Alabama’s ADRC grant are (1) to coordinate a personalized, consumer-friendly ap-
proach to provide information on LTC options, both public and private; (2) to meet the growing
demands for LTC services and supports for older individuals and persons who are disabled or
living with chronic illness; and (3) to empower individuals to navigate their health and long-
term support options. ADSS will coordinate with Medicaid working with other health and hu-
man service providers to increase awareness and funding for ADRCs and to develop a coherent
system of access to modernize Alabama’s LTC system. To avoid unnecessary nursing home
admissions and to avoid unnecessary readmissions to hospitals, ADSS will develop best prac-
tice interventions for statewide replication to nursing home and hospital discharge planners and
other local case managers regarding alternatives to nursing home care. Alabama has four offi-
cial ADRCs, and it is the goal of the agency for all 13 AAAs to be fully-functioning ADRCs by
2014 as mandated under the ADRC grant. ADSS will submit a five-year plan to AoA in March
2012 for implementation of statewide ADRCs by 2014.

The Virtual ADRC, Alabama Connect, is accessible via the web and assists older adults, indi-
viduals with disabilities, and their family members locate services they might need as well as
other information that might be of interest. Developed and implemented by ADSS, Alabama
Connect was designed to improve and better coordinate LTC services at the community level.
It is a highly interactive, consumer friendly site that contains numerous tools, resources, and
educational information where consumers, caregivers, community-based organizations, and so-
cial workers can easily access a wide variety of important information. Alabama Connect of-
fers a standardized screening and eligibility tool to provide individuals with a seamless ap-
proach to receiving services. Resources in this virtual community include: a fast, comprehen-
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sive Service Directory; links to aging and disability web sites from the local, state, and national
aging and disability organizations; a comprehensive, easy-to-use medical library; a political ad-
vocacy tool; emergency preparedness; and more. Through Alabama Connect, the consumer or
caregiver can access information to optimize their ability to remain informed of all choices, pro-
moting independence and the ability to arrange for future LTC planning.

Alzheimer’s Disease Supportive Services Grant

ADSS in partnership with the West Alabama Regional Commission (WARC) and other profes-
sionals in the field of Alzheimer’s Disease and Related Disorders (ADRD) are developing and
implementing community-based Alzheimer’s interventions targeting those diagnosed in the
early stage of ADRD and their caregivers. Partners include the Alabama Department of Mental
Health, DETA (Dementia Education Training Act) Program, Caring Days Adult Day Care, and
the University of Alabama, School of Law. The goal of the Alzheimer’s Disease Supportive
Services Program (ADSSP) grant is to identify consumers of early-onset ADRD, provide them
with education, LTC choices, and improve the health and well-being of caregivers. The pro-
posed interventions will target newly-diagnosed consumers and their caregivers by providing
them with information, planning tools, in-home services, and resources.

The project focuses on providing community outreach programs to enhance awareness of cog-
nitive disorders, a checklist on when to talk with your medical doctor, Legal Toolkit, and cogni-
tive wellness programs. Training modules, outreach materials, and other educational resources
are in the process of development and evaluation. The program will be packaged for best prac-
tices in the statewide Alabama Cares, ADRC, and Medicaid Home and Community-Based
Waiver programs. Products will also include a statewide registry of geriatric professionals and
ADRD resources through the Virtual ADRC, Alabama Connect. Through this grant, Alabama’s
overall long-term continuum of care will be improved by incorporating the needs and choices of
persons with early-onset ADRD and their caregivers into the Alabama LTC system and reduc-
ing the potential for premature placement in nursing homes.

Cash and Counseling

The Personal Choices program is Alabama’s option for self-directed HCBS and is based on a
national model of self-direction called the Cash and Counseling program. Administered by the
AMA and operated by ADSS, the program is designed to offer seniors and people with disabili-
ties more choice and flexibility in the type of care they receive. To be eligible for Personal
Choices, the participant must currently be enrolled in either the E&D or SAIL waiver and meet
the medical and financial requirements of both waivers. In the seven-county pilot area, there
are approximately 700 persons potentially-eligible for the program.

The groundwork for this program began in 2005 under the 1915(j) section of the Deficit Reduc-
tion Act of 2005. ADSS worked diligently from 2005 to 2007 to obtain approval for the pro-
gram from CMS. Alabama became the first state to implement this program; the State Plan
Amendment authorizing Personal Choices was approved by CMS for implementation in August
2007. The program is currently available in a seven-county pilot area served by the West Ala-
bama Regional Commission Area Agency on Aging; 57 clients were served in Fiscal Year
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2009. Clients enrolled in the program have been able to use their budgets to get the personal
care they need and also save for other items that improve their health. In Fiscal Year 2010, the
Personal Choices program will be expanded into a three-county pilot area served by the South
Alabama Regional Planning Commission Area Agency on Aging.

Chronic Disease Self-Management Program / Living Well Alabama Grant

The goal of the Chronic Disease Self-Management Program (CDSMP) (Living Well Alabama)
grant is to increase quality of life for older Alabamians by teaching them self-management
skills for living a healthy lifestyle. The CDSMP was developed at Stanford University as a col-
laborative research project with Northern California Kaiser Permanente Medical Care Program.
The program was evaluated in a five-year research project that found people who took the
CDSMP, when compared to people who did not take the Program, improved their health behav-
iors, improved their health status, and decreased their days in the hospital. To complete this
Ao0A grant, ADSS is collaborating with ADPH, Alabama Medicaid Agency, Northwest Ala-
bama Council of Local Governments (NACOLG), Top of Alabama Regional Council of Gov-
ernments (TARCOG), Alabama Retired State Employees, and AARP Alabama to advance the
health of Alabamians living with a chronic condition.

The Living Well Alabama program is a six-week, two hours per week, evidence-based self-
management education program developed by Stanford University that covers such topics as:
managing symptoms, working with a health care team, setting weekly goals, problem-solving,
handling difficult emotions, exercise, and healthy eating. Grant objectives include: (1) Imple-
ment Stanford’s CDSMP in two geographic areas covering ten counties; (2) partner with ADPH
to embed their existing wellness and disease prevention component “Living Well Alabama”
which utilizes Stanford’s CDSMP into the short- and long-term health prevention initiatives for
AAAs; (3) train at least 800 individuals; and (4) provide Master and Leader Training to all ar-
eas of the state to sustain the program. To be eligible for this program, participants should have
a chronic health condition or care for an individual with a chronic health condition. The target
audience is persons age 60 and over with a focus on those who are low-income and minority.

In Fiscal Year 2010, two ADSS employees completed Stanford’s Master Training and have
completed their community classes to be certified CDSMP Master Trainers. The training
guidelines for the CDSMP base both the Participant and Leader Training workshops on the
principles of self-efficacy. All sessions are taught using a structured protocol, and instructional
methods are designed to facilitate group interaction and participation, encouraging participants
to share personal experiences and identify solutions to common problems.
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Community Living Program Grant

ADSS’ Community Living Program (CLP) grant is designed to assist individuals who are at
risk of nursing home placement and spend down to Medicaid to enable them to continue living
in their communities. Utilizing best practices to transform Alabama’s LTC system, ADSS will
collaborate with the South Alabama Regional Planning Commission (SARPC) and other stake-
holders to develop a consumer-directed approach to service delivery for older persons, individu-
als with disabilities, and their caregivers. Through this grant, ADSS and SARPC will develop
formal prioritization policies as a method to provide a sustainable community living program in
Alabama and to target individuals at greatest risk. ADSS and SARPC will also collaborate on
the Veteran’s Directed Home and Community-Based Service Program (VDHCBS) and develop
contracts with the Veterans Health Care Systems to assist veterans at highest risk of nursing
home placement by case managing and brokering services. This is a systems change grant in-
tended to move the Alabama Aging Network into a priority-driven, consumer-directed, person-
centered system.

Emergency Preparedness, Disaster Pandemic Grant
{Sections 306(a)(17), 307(a)(29), and 307(a)(30)}

ADSS continues to focus on improving disaster relief efforts to be better prepared and organ-
ized in the face of impending emergencies or disasters. ADSS’ current focus areas for disaster
relief are: implementation of the safe center concept, more up-to-date and in-depth emergency/
disaster plans, and partnership formation with statewide emergency management personnel.

Safe Centers

Through a partnership between ADSS, ADECA, AEMA, and AoA, the new Safe Center con-
cept is being implemented statewide. The safe center combines a senior center to be used daily
with a safe center area providing day respite for senior citizens during times of disaster. The
safe center concept was developed in response to community needs the state experienced after
recent hurricanes and tornadoes. After the storms, seniors did not have a safe place to which
they could go to regain a sense of normalcy and to reconnect with friends. As of October 2009,
four safe centers were completed, two are under construction, two are approved for renovation/
construction, and three are being considered for future planning.

Safe centers are equipped with generator power and extra wall outlets that can be used to oper-
ate light medical equipment. The centers have an area for seniors in the early stages of ADRD;
they also have a satellite telephone to ensure communication after storms and other hazardous
conditions as well as full showering and laundry facilities in the event seniors need to stay for
an extended period of time. Trained staff and volunteers operate the safe centers which are to
be stocked with appropriate supplies and regularly-rotated shelf stable meals. The safe center
concept serves as a model for constructing new senior centers and renovating existing ones.
The safe centers have similar architecture, are able to withstand hurricane force winds, and have
a distinct roof color making the center easily identifiable.
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Emergency/Disaster Plan

ADSS is adhering to AoA’s guidelines for creating a more updated and detailed emergency/
disaster plan. The updated plan includes information on delegating specific tasks to agency per-
sonnel and provides a template for the AAAs’ emergency and disaster plans. ADSS is continu-
ing to develop partnerships with agencies such as ADPH, ADHR, AEMA, and the Governor’s
Office of Disability and Faith Based Initiatives. In forming and strengthening these partner-
ships, the agency will participate in discussions and decision making concerning response and
recovery through the participation in a Special Needs Task Force spearheaded by the ADPH.
ADSS is striving to become an agency others can look to as a national model on including sen-
iors in emergency and disaster planning as they are such a vital part of the population.

In Fiscal Year 2010, ADSS and ADPH’s Emergency Preparedness branch collaborated to pro-
vide one DVD to every senior center throughout the state. A total of 15,000 participants were
exposed to the major preparedness concepts. These concepts included: Preparation for flu sea-
son; why flu concerns everyone; treating flu at home; why some are at higher risk for the flu;
personal hygiene to prevent flu; medical and health supplies to have on hand; and antiviral
medications.

ADSS’ Commissioner is closely involved with the State’s emergency preparedness planning
and has attended Continuity of Operations (COOP) training with several designated agency
staff. A Memorandum of Agreement (MOA) has been established with the State’s EMA to
transmit at-risk consumer information. This information can be drawn down by County EMAS
for assisting first responders in local planning activities to assist at-risk elderly and special
needs populations. The Commissioner continues to play an active role in the planning process,
receiving regular updates on planning activities. The Commissioner and Disaster Officer also
review and comment on all emergency preparedness and/or response plans and implementation
strategies as they relate to older Alabamians and those with special needs.

ADSS and ADPH continue to work together to educate, train, and serve the elderly and special
needs populations of Alabama. Through a funding agreement with ADPH, ADSS is partnering
with the UAB Center for Preparedness to host a regional Disaster-Pandemic Education Confer-
ence in June 2010 in Birmingham, AL. This forum will convene representatives from the
AAAs, A0A, and Region IV State Units on Aging, to include the State of Louisiana. The Dis-
aster-Pandemic Education Conference is believed to be the first regional coordinated effort to
bring states together for a sharing of best practices and lessons learned from shared disasters
such as Hurricane Katrina. Uniquely planned, this event is set to occur at the start of the 2010
Hurricane Season; however, this is not solely about hurricanes but a sharing of information on
topics such as Pandemic Influenza and how bordering states can partner to maintain effective-
ness and efficiencies in their services to seniors. With the recent severity of earthquakes in
Haiti and Chile, the Southeast is no stranger to this phenomenon and will receive information
on the New Madrid fault. Aging experts will be afforded an opportunity to address concerns
about the potential impact of the oil spill in the Gulf of Mexico and the problems that arise.
Participants will study attempts to work together and interface with a variety of agencies on
planning, recovery, and mitigation with focus at the State level.
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Lifespan Respite Grant

Through the Lifespan Respite grant, ADSS is partnering with the Alabama Lifespan Respite
Resource Network (Alabama Respite), the Alabama Respite Coalition, the Alabama Depart-
ment of Rehabilitation Services, and the ADRCs to expand lifespan respite in Alabama. The
project’s primary goal is to provide a statewide, comprehensive, and coordinated approach to
meet the respite needs of Alabama family caregivers of individuals with disabilities and chronic
conditions. After conducting a statewide respite survey and awareness campaign, grant partners
will explore new grant opportunities to increase respite services, enhance the capacity of Ala-
bama Respite, and expand training and capacity of the ADRC staff and the statewide virtual
ADRC to include lifespan respite resources.
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Appendix E: Administrative Information

Administrative Use of Services Funds (Fiscal Years 2011 - 2012)

ADSS currently uses its available funds for State Plan administration without being involved in
the additional responsibilities detailed in the objectives under this Plan. The following assur-
ances are provided:

. Alabama is making full and effective use of its allotment under paragraph (1) and of the
personnel of the State agency and AAAs designated under Section 305(a)(2)(A) of the
OAA in the administration of its State Plan in accordance with Subsection (a); and

. Alabama and its AAAs designated under Section 305 are carrying out, on a full-time
basis, programs and activities which are in furtherance of the purposes of this Act.

. No amounts received by the state under this request will be used to hire any individual
to fill a job opening created by the action of the state in laying off or terminating the em-
ployment of any regular employee not supported under this Act in anticipation of filling
the vacancy so created by hiring an employee to be supported through use of amounts
received under this paragraph.

Area Plans on Aging

According to Section 306 of the Older Americans Act of 1965, as amended, each AAA is re-
quired to develop a comprehensive, multiyear area plan for actions to meet the needs of the
older individuals in its PSA. ADSS establishes a uniform format for the area plans and requires
the AAAs to submit four-year area plans for approval. The agency also requires each AAA to
develop an annual operating plan per fiscal year for its work in coordinating and developing
services under the area plan.

As a prerequisite to developing its area plan on aging, each AAA continually collects and up-
dates information regarding the status of the older population in its region. This information
includes census data, statewide studies, and other indicators, such as information developed by
Chambers of Commerce, United Way agencies, and perhaps market researchers. Older per-
sons’ views are sought through advisory council meetings, surveys, public hearings, and other
public meetings. ADSS requires each AAA to conduct a public hearing specifically on the pro-
posed area plan; these public hearings are intended to obtain the general public’s feedback re-
garding the AAA’s goals and objectives included in the area plan for the next four-year period.

ADSS reviews and approves all AAA budgets annually. Funds are allocated and expended ac-
cording to the IFF. OAA funds are not used to supplant funds from other sources. Before
ADSS distributes additional funds to an AAA, the AAA must assure ADSS with a written plan
that services will be increased. Appendix M contains Assurances related to Title 111, Title V,
and Title VII and related activities.
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Direct Services by the Area Agency on Aging {Section 307(a)(8)}

To better understand the terminology, direct services are defined as those OAA services pro-
vided by AAA staff or their volunteers. Services not provided by the AAA would be offered by
the AAA’s contractors and/or their local service providers. In granting a waiver to an AAA for
the provision of direct services, ADSS must judge that this direct service provision is necessary
to assure an adequate supply of services, such services are directly related to the AAA’s admin-
istrative functions, or such services can be provided more economically and with comparable
quality by the AAA. If ADSS or an AAA is currently providing case management as of Fiscal
Year 2000 OAA Amendments, under a State Program, ADSS or an AAA will be allowed to
continue providing case management services. An AAA is allowed to directly provide informa-
tion and assistance services and outreach.

Program Reporting

The AAAs are required to update Title 111 client demographics information each year in ADSS’
Aging Information Management System (AIMS) based on the clients’ responses to questions on
the Client Enrollment Form and Caregiver Enrollment Form (i.e., for the Alabama Cares pro-
gram). The AAAs are responsible for entering data into AIMS regarding the number of service
units delivered in their regions; they are also required to either link each service unit to a spe-
cific client or enter these service units as an aggregate service (i.e., client is unknown). For
state reporting and AAA monitoring purposes, ADSS monitors on a quarterly basis the service
unit and client demographic information and compares the AAAs’ actual service units and num-
ber of persons served to their projected performance indicators. The agency ensures the service
units are as accurate as possible by distributing service definitions to the AAAs and recom-
mending they include a copy of these definitions in contracts with local providers.

Assessment Process

ADSS annually conducts program and fiscal monitoring per AAA, based on its four-year Area
Plan on Aging, fiscal year specific Annual Operating Plan, and quarterly performance reports.
Using standardized monitoring procedures that are updated as necessary to meet new federal
and/or state reporting requirements, ADSS monitors each AAA’s AoA-funded activities to en-
sure compliance with applicable federal requirements and achievement of performance goals.
ADSS’ monitoring activities address each program, function, and activity and include on-site
verification at a minimum of once every two years. On-site monitoring includes, but is not lim-
ited to: verification of grant supported activities, discussion of staffing and procedural issues,
and review of subgrantee monitoring activities. Annual monitoring activities include, but are
not limited to: periodic review and verification of quarterly and annual program performance
and expenditure reports; periodic telephone interviews; comparison of budgeted and actual per-
formance measures; corrective action reports, if necessary; and other desktop reviews and veri-
fication activities. Annual one-on-one meetings are held with ADSS and AAA management
staff to discuss performance and quality improvement.
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Public Relations and Media Relations

ADSS uses public relations and media relations to communicate its goals and objectives to the
public, promote programs and services offered by the agency through the AAAs, and gain posi-
tive media exposure for ADSS and the AAAs. The overall goal for public and media relations
is to empower Alabamians to identify ADSS as the primary source of information and services
for Alabama’s older population.

Constituent Services

This ADSS function constitutes receiving letters and calls directly from the general public, via
referrals from the Governor’s Office, Legislature, and other state agencies. Constituent Ser-
vices responds to senior citizens’ requests for assistance and/or information regarding services,
such as financial assistance, legal advice, home repair, prescription medication assistance, hous-
ing, and caregiver assistance.

Participant Contributions

The Older Americans Act states that voluntary contributions shall be allowed and may be solic-
ited for all services for which funds are received under the OAA if the method of solicitation is
non-coercive. Under the OAA 2006 amendments, individuals whose self-declared income is
above 185 percent of poverty can be encouraged to contribute the actual cost of the service.

AAAs shall not means test for any Title I11 service or deny services to any individual who does
not contribute to the cost of the service. AAAs may develop a suggested contribution rate for
their Planning and Service Area. The AAA ensures that each service provider establishes ap-
propriate management procedures to safeguard and account for all participant contributions.
AAA policies and procedures ensure that all collected contributions are utilized to expand the
service for which the contributions were given.
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Cost Sharing Policy for Older Americans Act Services {Section 315(a)}

The OAA allows and ADSS will permit cost sharing for all OAA services except those for
which the OAA prohibits cost sharing. This policy is designed to ensure participation of low-
income older individuals (with particular attention to low-income minority individuals) receiv-
ing services will not decrease with the implementation of cost-sharing. When developing and
reviewing the cost sharing policy, ADSS will always use the latest DHHS poverty guidelines.
As updated data becomes available, ADSS will replace older data (e.g., Gross Monthly Income
in Table E-1). When new State Plans are developed, ADSS will review and update its cost
sharing policy, as necessary.

Eligible Population

Individuals age 60 years and over whose self-declared, individual incomes are above poverty,
and individuals of any age who are caregivers of persons age 60 years and over if the care re-
cipient’s self-declared income is above poverty are eligible to participate in cost sharing for
OAA services. Clients whose incomes are near poverty and considered “low income” may be
excluded. The person performing the intake will verify that the client meets the definition of
eligibility listed above and as stated in the law.

Allowable Services Excluded Services
Cost sharing may be implemented for any | Cost sharing is not permitted for the
OAA service, including the following: following services:
Personal care Information and assistance
Homemaker Outreach
Chore Benefits counseling
Adult day care Case management
Assisted transportation Ombudsman
Transportation Elder abuse prevention

Legal assistance and other consumer protection
services

Meals (congregate and home-delivered)

Services delivered through tribal organizations
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Cost Sharing and Contributions

In utilizing the cost sharing plan, ADSS and the AAAs assure that they will:

. Protect the privacy and confidentiality of each older individual with respect to the decla-
ration or non-declaration of individual income and to any share of costs paid or unpaid
by an individual,

. Establish appropriate procedures to safeguard and account for cost share payments;

. Use each collected cost share payment to expand the service for which such payment
was given;

. Not consider assets, savings, or other property owned by an older individual in deter-

mining whether cost sharing is permitted,;

. Not deny any service for which funds are received under this Act for an older individual
due to the income of such individual or such individual's failure to make a cost sharing
payment;

. Determine the eligibility of older individuals to cost share solely by a confidential decla-

ration of income and with no requirement for verification; and

. Widely distribute State created written materials in languages reflecting the reading
abilities of older individuals that describe the criteria for cost sharing, the State's sliding
scale, and the mandate described under paragraph (e) above.

Clients Eligible for Cost Sharing

In the event that the confidential assessment reveals the family has financial resources above
the poverty line, the following may apply:

. Using ADSS’s approved cost sharing sliding fee scale, personnel performing the intake
may ask clients for fees; however, a client who is unwilling or unable to pay may not be
denied services.

. Cost sharing options should be discussed with eligible clients before starting services.

. All fees/contributions should be logged, according to AAA policy, and used to expand
services for which such payment was given.
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AAA Waivers

An AAA may request a waiver to ADSS’ cost sharing policy, and ADSS shall approve such a

waiver if the AAA can adequately demonstrate that:

Individuals who have an income at or below $908.00 per month may not be asked to cost share;
however, they may be provided an opportunity to voluntarily contribute to the cost of the ser-

A significant proportion of persons receiving services under this Act subject to cost

sharing in the PSA have incomes below the threshold established in State policy; or

Cost sharing would be an unreasonable administrative or financial burden upon the

AAA.

Table E-1
Cost Sharing System for Older Americans Act Services

(Based on 2011 DHHS Poverty Guidelines)

Percent of Federal Gross Monthly Percent per $100 | Cost/Fee per $100
Poverty Level Income Cost of Service Cost of Service
101 - 124% $909 - $1,133 5% $ 5.00
125 - 149% $1,134 - $1,360 10 % $ 10.00
150 - 174% $1,361 - $1,587 15 % $ 15.00
175 - 199% $1,588 - $1,814 20 % $ 20.00
200 - 299% $1,815 - $2,722 40 % $ 40.00
300 - 399% $2,723 - $3,629 60 % $ 60.00
400 - 499% $3,630 - $4,537 80 % $ 80.00
500% and over $4,538 and over 100 % $ 100.00

vice.
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Appendix F: Financial Plan

This appendix contains the following materials:

. Fiscal Year 2010 Operating Budget and identifies the total resources to be used for state
agency administration

. Total Allocations by PSA for Fiscal Year 2010

. Title 111 and Title VVII Allotments for Fiscal Year 2010
. Title 111 Allocation by PSA for Fiscal Year 2010

. Title VII Allocation by PSA for Fiscal Year 2010

. Projected Cost of Services in Rural Areas for Fiscal Years 2011-2012
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STATE AGENCY OPERATING BUDGET FOR FISCAL YEAR 2010

TOTAL RESOURCES TO BE USED FOR STATE AGENCY ADMINISTRATION

PROGRAM FEDERAL | STATE OTHER TOTAL
(%) (%) ($) (%)
Title 111 State Administration 911,773 303,924 - 1,215,697
Title 111 LTC Ombudsman @ 53,427 9,428 - 62,855
Other OAA Funds 380,306 45,460 - 425,766

Other Federal Funds:

Title XIX - Medicaid Waiver 607,495 607,495 - 1,214,990
Title XIX - SHIP 26,481 - - 26,481
SMPP 19,551 6,517 - 26,068
MIPPA-SHIP 14,993 - - 14,993
Medicaid Ombudsman Program 10,000 - - 10,000
JARC-FTA 406,847 - - 406,847
New Freedom-FTA 203,066 - - 203,066
TOTAL RESOURCES TOBE USED | 2,633,939 972,824 -1 3,606,763

@ Title 111 supportive services funds (Part B) are used directly by the Alabama Department of Senior Services for
the purpose of operating the Long Term Care Ombudsman Program.
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For this purpose, the Alabama Department of Senior Services uses as a definition of "rural™ all
territory, population, and housing units located outside of urbanized areas and urban clusters;
urbanized area and urban cluster boundaries are delineated to encompass densely settled
territory, which consists of: (1) core census block groups or blocks that have a population
density of at least 1,000 people per square mile and (2) surrounding census blocks that have an
overall density of at least 500 people per square mile. Based on this definition, the actual and
projected costs of Title Il services in the affected PSAs, for the State of Alabama, are shown
below. The projections reflect demographic changes that have occurred and greater accuracy in
reporting. As shown, the costs of rural services increase with each fiscal year and exceed the

PROJECTED COST OF SERVICES IN RURAL AREAS
FOR FISCAL YEARS 2011-2012
{Section 307(a)(3)(B)(i) and (ii)}

STATE AGENCY: Alabama Department of Senior Services

rural costs of Fiscal Year 2000 ($12,844,636).

RURAL SERVICE COSTS

gE%ﬁi’E_ ESTIMATED COSTS
CLIENTS FY 2011 FY 2012
PSA |SHORT TITLE (%) ©) $)

1 |Northwest AL 59.84 842,077 858,919
2 |West AL 55.45 928,557 947,128
3 |Middle AL 70.29 1,346,473 1,373,402
3A |OSCS 10.39 245,637 250,550
4 |East AL 50.76 2,284,213 2,329,897
5 |South Central AL 73.08 1,204,759 1,228,854
6 |ATRC 78.23 1,811,884 1,848,122
7 |Southern AL 59.52 2,133,471 2,176,140
8 |South AL 29.45 897,991 915,951
9 |Central AL 26.62 591,062 602,883
10 |Lee-Russell 35.24 369,828 377,225
11 |[NARCOG 58.30 1,066,826 1,088,163
12 |Top of AL 45.55 1,172,798 1,196,254
TOTAL: 14,895,576 15,193,488
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AREA AGENCY ON AGING
SUPPORTIVE SERVICES MINIMUM SPENDING REQUIREMENTS
UNDER TITLE 111-B

{Section 307(a)(2)(C)}
Access Services 29.1%
In-Home Services 2.5%
Legal Assistance 6.7%
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Appendix G: Intrastate Funding Formula and Allocation of Funds

Background Information

In Fiscal Year 2004, ADSS collaborated with the AAAs to perform a comprehensive review of
the intrastate funding formula (IFF). This review was made in accordance with Section 305 of
The OAA of 1965, as amended (Public Law 89-73) and Title 45, Volume 4, Section 1321.27.
The purpose of the review was to determine the most efficient and effective formula for fairly
and equitably distributing funds received under the above Act. This formula must take the fol-
lowing factors into account: (1) the geographical distribution of older persons in Alabama (i.e.,
age 60 and older), (2) older persons with the greatest economic and social needs, (3) low-
income minority older individuals, and (4) older persons residing in rural areas.

In performing this IFF review, ADSS considered whether subgroups of Alabama’s aging popu-
lation containing older persons below poverty, living alone, in rural areas, frail elders, and those
older persons of minority status are fairly treated. ADSS analyzed any changes to these sub-
groups and IFF factors since the IFF’s last revision and examined the relationships between
these subgroups and factors to identify the most effective measures for accomplishing the for-
mula’s purpose. As a result of this review, a new IFF was developed and included a built-in
Hold Harmless provision equal to the Fiscal Year 2003 NGA amounts. This new IFF was im-
plemented in Fiscal Year 2005 and provides for sufficient funding to all PSAs to provide ser-
vices throughout the state and to plan for program expansion in areas with higher rates of popu-
lation growth. Alabama’s IFF will distribute federal and state matching funds to the PSAS re-
gardless of whether there is an increase or decrease in federal funds from year to year.

In Fiscal Year 2006, ADSS staff reviewed the information contained on the “Special Tabulation
on Aging” CD-ROM developed by the U.S. Census Bureau for AoA and compiled data for
“Age 60+ Below Poverty” and “Age 60+ Below Poverty Minority.” As required in the
amended Fiscal Years 2003-2006 State Plan on Aging, newly-available “Age 60+” data re-
placed the “Age 65+ Below Poverty” and “Age 65+ Below Poverty Minority” factors in the
current IFF. This ensured all five population-based IFF factors reflect “Age 60+” subgroups of
the older population.

When developing and reviewing the IFF, ADSS will always use best available data. As up-
dated data becomes available, ADSS will replace older IFF data and adjust the factors’ weights
proportionately. When a new IFF is approved, ADSS ensures services will continue to be pro-
vided across the state. When new State Plans are developed, ADSS will review and update the
IFF, as necessary (Title 45, Volume 4, Section 1321.37(a)).
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Description of Current IFF

The current IFF uses a Hold Harmless amount and considers the five population-based factors,
all of which reflect “Age 60+” subgroups. Each factor’s weight is based on its proportional
share of the statewide total of these five factors. Table G-1 identifies these five factors, their
total statewide population values, and the computations performed to develop their weights.
Table G-2 describes the current IFF and contains each PSA’s formula share.

Table G-1
Five Population-Based Factors:
Computation of Factors’ Weights

FACTOR’S
FACTOR’S COMPUTATION RESULTING
STATEWIDE OF FACTOR’S WEIGHT

FACTOR VALUE WEIGHT (%)
Age 60+ 888,870 = 888,870/ 1,591,658 55.85
Age 60+ Rural 343,372 = 343,372/ 1,591,658 21.57
Age 60+ Living Alone 202,156 = 202,156/ 1,591,658 12.70
Age 60+ Below Poverty 112,210 =112,210/ 1,591,658 7.05
Age 60+ Below Poverty Minority 45,050 = 45,050/ 1,591,658 2.83

Total: 1,591,658 100.00

The Title 11 award is first reduced by the amounts used for administering the State and Area
Plans; these amounts are not included in the IFF. The remaining balance of the award is distrib-
uted to the AAAs as follows:

1. A predetermined amount (Hold Harmless) is allocated based on the Fiscal Year 2003
AAA NGA Amounts (See Table G-3).

2. The remaining balance (positive or negative) is allocated based on a formula that incor-
porates the five populatio