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September 2009
Dear Friend:

Our communities are at a crossroads. The number of older adults in our region is expected to
increase dramatically over the next decade as the baby boomer generation approaches
retirement age. This significant demographic shift poses great challenges, but it also brings great
opportunities: this generation of older adults is the healthiest and best educated in history, and
the years after retirement are increasingly becoming a time of learning, growth, and new
engagement with the community.

This plan, the Aging and Disability Services 2010-2011 Area Plan Update, provides a road map to
help us meet the challenges and opportunities of the next decade, by focusing on four goals:

Addressing Basic Needs

Improving Health and Well Being

Promoting Civic and Social Engagement

Increasing Independence for Frail Older Persons and Adults with Disabilities

As we strive to achieve these goals, we will increase the range of services we provide, and

ensure that our services are culturally diverse and culturally competent, to meet the needs of our

regionés increasingly diver s e-bgsedmadelathat have beetWe wi | | rel
shown to produce results. And we will track our progress using nationally-recognized data

indicators that will measure trends and help us assess our work.

Each of us takes pride in being a part of the three-sponsor organizational model of Aging and
Disability Services. Together, the City of Seattle Human Services Department, United Way of
King County, and King County Department of Community and Human Services coordinate our
planning and investments to create choices for elders and people with disabilities in the Seattle-
King County region.

We are confident that our coordination across service systems will continue to make the Seattle-
King County region a great place to live for people of all ages.

We look forward to hearing from you with your thoughts and suggestions as we strive to provide
high-quality services to elders and people with disabilities around the region.

Sincerely,
Alan PainterDirector Jackie MacLean, Director
Seattle Human Services Department (HSD Department of Community & Human Service
City of Seattle King County

. I'\ vy } »
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| \ SERVICES Deparement

David Okimoto, Senior Vice President
Community Services
United Way of King County

United | /2
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SECTION A
AREA AGENCY PLANNING AND PRIORITIES
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INTRODUCTION

We are delighted to present the 2010-2011 Area Plan on Aging
Update for the King County region.

This is an update of the original 2008-2010 four-year plan. The
update provides information about what has been accomplished to
date as described in Section C 1 Issue Areas, Goals and Objectives.
In addition, the update provides information about the planning
process, what is planned for the next two years, and new issue area
goals and objectives.

The Area Plan guides the work of the local Area Agency on Aging and Disability
Services (ADS) for the next four years. It reflects our needs as a community and
highlights our goals for developing elder-friendly communities. Our major goals are to:

Address basic needs

Improve health and well-being

Promote civic and social engagement

Increase the independence for frail older adults and people with disabilities

The Ol der Americands Act (OAA) requires the Arec
volunteer Advisory Council to assist in identifying unmet needs, advise on needed

services, and advocate for policies and programs that promote quality of life. As required

by the OAA, our plan incorporates suggestions from the Advisory Council as well as

numerous partners in the community. We engaged community members in several

activities to better understand local needs by conducting several focus groups, forums

and workshops as described in Section A-3 Planning Process.

The Area Plan Update also highlights key trends in our aging population, including:

e By 2025, 23% of King Countyés population wil
e Approximately 80% of caregivers are family members.
e Most older adults and adults with disabilities want to remain in their own homes
with as much independence for as long as possible.
¢ King Countydés older population is also racia
become more so in the years ahead.

Besides describing updated information on new issues, goals and objectives, the plan
also provides updated staffing information, and a new budget summarizing our annual
budget of approximately $70 million in federal, state, and local resources. We hope you
will continue to be as inspired, as we are, by our vision to create elder-friendly
communities in the Seattle-King County region.

Pamela Piering Cathy VonWald

Director Chair

Aging and Disability Services ADS Advisory Council
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MISSION AND VALUES

The mission of Aging and Disability Services is to
- develop a community that promotes quality of life,
independence, and choice for older people and
adults with disabilities in King County.

To accomplish our mission, we will:

Work with others to create a complete and responsive system of services.

Focus attention on meeting the needs of older people and adults with disabilities.
Plan, develop new programs, educate the public, advocate with legislators, and
provide direct services that include the involvement of older adults and others
representing the diversity of our community.

Promote a comprehensive long-term care system.

Support intergenerational partnering, planning, and policy development.

In fulfilling our mission, we follow these values:

Older people, adults with disabilities, and their families have a right to be treated
with respect and dignity and to make decisions affecting their lives.

Diversity brings richness to our community and within our agency and supports a
wealth of ways to capitalize on this strength.

The support and nurturing provided by family, domestic partners, and friends are
important, and we seek to strengthen this capacity.

Community partnerships are central in bringing together funders, providers,
consumers, and community members to develop solutions that address changes
in housing, education, health, long-term care, and advocacy needs.

The concerns of low-income older people, adults with disabilities, and
traditionally underserved groups are recognized, as well as the needs and
potential of every member of the community.

Efforts that encourage independence and enable individuals to remain in their
community for as long as possible provide our main focus.

AREA PLAN ON AGING 2010-2011 9 SECTION A-2
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¢ Itis important that older people, adults with disabilities, and those having cultural
and language differences within our community have knowledge of and access to
the services for which they are eligible.

e Accountability to the public trust means the programs we oversee are consumer-
guided, responsive, and useful.

e Leadership is shared with our regional, state, and federal partners and other city
institutions as they develop ways to serve older people and adults with
disabilities.

AREA PLAN ON AGING 2010-2011 10 SECTION A-2
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PLANNING AND REVIEW PROCESS

Key to the success of developing an informed Area
Plan on Aging is the planning proceasich
incorporates early input from local experts,
providers, key partners, and community members.

ADS provided several opportunities for input including focus groups,
input from Advisory Council members, review of new strategic reports
and opportunities to provide early comments on existing Area Plan
objectives. As a result of these meetings, new objectives were
proposed, many were revised and a few were deleted. Approximately
100 people participated in the following forums, focus groups and workshops.

2\

July 16, 2009 Eastside Housing Forum

July 17, 2009 Mayor éds Council on African American EI
August 4, 2009 Planning for End-of-Life Workshop

August 8, 2009 Healthcare & Healthy Aging Breakfast Forum

August 24, 2009 "Aging Readiness" Rotary Presentation

The Advisory Council Planning and Allocations Committee work with ADS staff and
reviewed the Area Plan Report Card, and assisted with shaping the development of new
Area Plan objectives.

The public review process for the 2010 -2011 Area Plan Update was July 27 to August
14, 2009. The Advisory Council hosted two public hearings to receive comments during
this period:

August 11, 2009 August 14, 2009
Times Square Conference Center Seattle Municipal Tower
6607 39" St SW 7007 5" Ave, 40" Floor
Renton, WA Seattle, WA

A total of 15 older adults, community members and providers were in attendance to
provide comment and represented the following organizations:

East African Community Services
Senior Services of Seattle/King County
Snoqualmie Hospital

Public comments received about the plan are summarized in Appendix D.

AREA PLAN ON AGING 2010-2011 11 SECTION A-3
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ADS DISCRETIONARY FUNDPRGORITIES

As the Area Agency on Aging for King
County, Aging and Disability Services
administers federal, state, and local
funds for services for older people and
adults with disabilities.

The 2010 budget totals approximately $65 million. Of
this funding about $55mi | I i on i's fAnondiscret.i
earmarked for specific services, such as Medicaid Title
XIX case management, U.S. Department of Agriculture
meals, and state-funded caregiver support and respite

care.

The budget also includes about $10mi | | i on of Adi scretionaryo fund:
Older Americans Act, the state Senior Citizens Services Act. The AAA may advise, but

not make decisions, on how City of Seattle policy makers direct City General Fund in

meeting priority needs of Seattle residents.

The Advisory Council 6s Planning and All ocation (
strategies to increase or decrease discretionary funding to service areas. The committee

consists of the Advisory Council chair and six members from the three ADS sponsor

organizations (City of Seattle, King County, and United Way).

In the 2010 discretionary allocation process, the P&A Committee considered the

following in their deliberations: the Sponsor 6s
servi ce area presentations, current economic downt
information from the Area Plan process. They recommended that the service area

allocations of 2009 be carried forward into 2010, including some of the 2009 mid-year

allocations made possible with additional unanticipated OAA funds.

In allocating the unanticipated additional OAA fund in the spring of 2009, the P&A
Committee examined the impact of the economic downturn, the potential budget
reductions at the City, county and state levels, including the evolving situation with the
Adult Day Health funding cut.

In 2010, the following 2009 OAA supplemental funding decisions will be carried forward
to:

- Address the basic needs of those most vulnerable clients - the additional 2009
OAA llIC funding level was kept in the Nutrition service area.

- Provide access to services for the most in need i retaining the 2009 increase in
Special Information and Assistance and in Volunteer Transportation.

- Il ncrease i mmigrant an dionineVidergebaseepghydsiear sd part i
activity programs.
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The allocations of the ARRA funding were made with the following considerations:

- Emphasis on serving ethnic groups and isolated seniors in the rural areas.

- Nutrition agenci es 6 nades with ABRAfumdsis er ve addi t i
addition to their 2009 funding resulting from the competitive bid process
conducted in 2008,

- How the one-time funding will provide service expansions that may be contracted
(e.g. no new nutrition sites, but increase in days of services instead) without
dramatic negative impact.

In order to absorb the decrease in SCSA administration funds, restrictions on overnight
travel, conferences and operating items have been instituted.

AREA PLAN ON AGING 2010-2011 13 SECTION A-4
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SECTION B
PLANNING AND SERVICE AREA PROFILE
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Aristotle
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POPULATION PROFILE

Thanks to remarkable advancements in medicine,
nutrition, and general living standards, King County
residents reaching the age of 60 can now expect to
live about 32 years longer than someone born a
century ago.

This dramatic increase in life expectancy, from 47 years in 1900 to 79 years in 2000, is
the main reason we are seeing such a significant increase in the number of older adults.
Another reason is about to play out: the dramatic rise in birth rates after World War Il
Members of the
turn 60, and will likely have profound effects on the aging services field. Figure 1 shows
the anticipated increase in the percentage of elders in our population.

known as ¢t he

Figure 1. King County 60+ Population, Number and Percent of Total Pop.
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The 60-and-over population is far from homogeneous. It is made up of several

generations of people with significant differences in outlook, values, and aspirations. As
a result, programs and policies designed for elders must take into account the needs of
at least three different cohorts of older adults.

AREA PLAN ON AGING 2010-2011
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e Mostiyoung ol daoitenddiined as ages 60-74) are active, healthy, and
independent.

e Thoseinthefi o | d e rcohort (agés 75-84) cohort may be starting to
experience disabling conditions.

¢ Membersofthei ol d e s group (oldebthan 85) are more likely to be dealing
with physical or mental disabilities.

Figure2s hows t he anticipated increase in the number
County.

Figure2. King County 85+ Population, Number and Percent of Total Pop.
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This oOoage diversityo means that all
same.Policymakers must be able to respond to different needs
and abilities within our elderly population.

While the number of 60+ residents has just begun increasing, the number of 85+
residents has been climbing since 1990, and will continue to do so for the remainder of
the decade. This group has the highest rates of disabling medical conditions. Improving
services to this group while controlling costs represents one of the biggest challenges i
and opportunities i for Area Agencies on Aging.

Figure 3 summarizes the results of this age diversity, showing rates of disability within
different age groups.

AREA PLAN ON AGING 2010-2011 16 SECTION B-1
POPULATION PROFILE



Figure3. Rates of Disability in King County by Type and Age
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Most people with disabilities are not older adults, however. Nearly 20% of
Americans havedisability, and 15% have severe disabilities

Although rates of disability in King County are higher among adults 65 and older, a

higher number of adults with disabilities are in the 21-64 age range. Figure 4 shows the
number of adults with disabilities within each age group.

Figured. County Pop. With Self Care and Other Limitations
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People with disabilities are not all alike, even those who require long-term care. Although
younger people with disabilities may have many needs in common with older adults,
they may also have many specific needs that differ from those of their elders.

Nationally, the percentage of working-age people with disabilities declined during the
1990s, from 14.3% in 1990 to 10.3% in 2000. The percentage of these people unable to
work due to their disability fell from 6% to 5.1% during this time period. These declines
followed three decades of increasing disability rates.

In the 1990s, rates of disability due to back problems, arthritis and rheumatism, heat
problems, and hypertension all declined slightly. However, there was an increase in
disabilities attributed to mental health conditions.

Overall disability rates among the&t0dolder population are
declining, a very encouragimgend. However, low income and less
educated older adults are not benefiting from this trend.

As policymakers study trends affecting our elders, they have not yet been able to
determine which trend i rising numbers of older adults or lower rates of disability 1 will
dominate in terms of future need for services. It is also not clear how long the trend
toward lower disability rates will continue, and there is some indication it may reverse as
the boomers retire and rates of obesity increase.

Policymakers currently lack data on whether the decline in the rate of disabilities is
benefiting all racial and ethnic groups equally. It is clear, however, that significant
disparities remain. In King County, older African Americans and older persons from two
or more races have significantly higher rates of disability than other racial groups.

Table 1 summarizes these disparities.

Tablel County 65+ Pop. With Disabilities by Race

65+ With % With
Racial Group Total 65+ Disability Disability
African American 6,163 3,183 51.6%
Asian 15,460 6,195 40.1%
White 156,196 58,227 37.3%
Native American 823 358 43.5%
Other 719 303 42.1%
Multi-racial 2,147 1,278 59.5%
Pacific Islander 264 103 39.0%
TOTAL 181,772 69,647 38.3%
Hispanic/Latino* 2,350 1,011 43.0%

*Overlaps with other categories
AREA PLAN ON AGING 2010-2011 18 SECTION B-1
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King Countyods ol der popul ati o
diverse, and will become more so in the years ahead.

Figure 5 illustrates the increasing diversity among local elders.

Figureb. King County0+ Population by Race (Cer8@S, 2005)
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This diversity has created a vibrant cultural background for elders choosing to spend
their later years in King County. However, significant disparities exist among these
groups in terms of health, social, and economic status. Addressing these inequalities is
one of the major challenges facing the aging network and is one of our most important
priorities. These disparities are discussed and addressed in more detail later in this Area
Plan.
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This Area Plan covers an especially important period in which the
first big waveof the baby boomers celebrate theithr®drthdays.

The boomers represent the largest cohort yet to reach retirement age. Many

policymakers are concerned about the fiscal impact of this generation leaving the

workforce and drawing on entitlement programs, while others see an opportunity to
change the very defFguwe @illustratesthiétrefidc et i r e ment . 0

Figure6. King County Population byr®ar Age Cohort2p04
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During the relatively stable decade 0f 1990-2 0 0 0, t h e -@nd-oldet ppplulations 0
barely increased, and actually decreased as a percentage of the total population.
However, around 2004, this percentage began rising again, and will continue to increase
until at least the year 2025, when a projected 480,000 County residents will be 60 or

older i almost 23% of the total population.

The sheer size of the boomer generation has understandably caused concern about
spending on social programs, as well as finding the workforce necessary to support
them. However, there is cause for optimism as well, because the boomers will represent
the healthiest and best-educated generation yet to retire. There is reason to believe they
will challenge traditional assumptions about retirement, in ways that constitute a net gain
to the economy and to society as a whole.
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SUBREGION DATA.

ADS divides King County into seven subregions for planning purposes. Figure 7 shows
these subregions, with the total 60-and-older population in each as of the year 2000.

Figure?. King County Population byr®ar Age Cohorts, 2004
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Most older people live in the Seattle, South Urban, and East Urban subregions, while

Vashon has the smallest 60+ population. However, in terms of percentage of 60-and-

older residents, the Vashon and Seattles ubr egi ons ar e EdstRurdlisl dest , 0 w
the youngest.

Since 1990, povertytes have increased for older people. More
elders are living in povertg troubling trend.

In 1990, 6.9% of County residents 65 and older were living below the federal poverty
level; by 2000, this figure had risen slightly to 7.1%. The latest data available, from
Census Bureau estimates for 2005, show it has risen almost 2 percentage points, to
8.9%. This increase is particularly troubling, as poor and less-educated older adults have
not benefited from the overall increase in health and vitality among elders in general.

AREA PLAN ON AGING 2010-2011 21 SECTION B-1
POPULATION PROFILE



As Figure 8 shows, older African Americans have the highest poverty rates among
elders in King County, followed by Asians and Hispanics/Latinos.

Figure8. County BelowPovertyRates65+by Race and Hisp./Latino Ethnicity
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As Table 2 shows, in 2000, the poverty rate among the 65+ population was highest in
Seattle (9.9%) and lowest on Vashon Island (2.3%).

Table2. 65+ With Income Below Poverty by King County Subregion

65+ Below
Subregion Total 65+ Poverty % of Total
East Rural 2,565 120 4.7%
East Urban 38,952 1,835 4.7%
North Urban 15,319 752 4.9%
Seattle 67,804 6,709 9.9%
South Rural 4,679 359 7.7%
South Urban 51,126 3,132 6.1%
Vashon 1,327 30 2.3%
TOTAL 181,772 12,937 7.1%

Note: The increase in cost of living decreases individual buying power. To view COLA adjustments over time
visit http://www.ssa.gov/OACT/COLA/colaseries.html
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Veterans age 65 and over are concentrated in the Puget Sound
region.

The Washington State Department of Veterans Affairs reports in its 2007-2011 Strategic
Plan that, by 2020, approximately 90% of the remaining Vietnam veteran population will
be between 65 and 84 years of age. Significant growth in veterans aged 85 and over will
increase by 35% by 2010. This significant growth in the very elderly reflects the aging of
World War Il and Korean War veterans.

While the majority of Vietnam-era veterans are living healthy and productive lives, a
small percentage are engaged in an ongoing life struggle to overcome psychological
trauma, drug and alcohol dependency, and other service-connected medical maladies.
These veterans often fall into a cycle of addiction, family disintegration, joblessness,
homelessness, and/or crime that is a severe burden to themselves, family members and
friends, and community as a whole.*

Figure 9 shows the aging of veterans in Washington State from 2000 to 2030. Although
the overall percentage of veterans in the 60 and older population will decrease, the
number and percentage of older Vietnam veterans will spike over the next 10 years.

Figure9. Washington Statéeteras asa Percentage of the 60+ Pop
(US Dept. of Veterans Affairs
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Aging and Disability Services funadsarly two
dozendifferent services for older adults and
» adults with disabilities in King County.

Most of the services are provided by a network of community-
based organizations located throughout King County, who
subcontract with ADS to provide services to people within their
communities. In addition, ADS staff provide direct case
management services to approximately 4,000 clients.

Adult Day Services

Adult Day Services are provided to adults with medical or disabling conditions in order
to prevent or delay the need for institutional care. Case management-authorized
participants attend State-approved day centers and receive care designed to meet their
physical, mental, and emotional needs. Depending on the level of their need and the
number of days authorized, participants may enroll in one or more of the following:

e Adult Day Care programs include core services, such as:

o personal care (body care, eating, positioning, transfer, and toileting);
social services;
routine health monitoring (vital signs, weight, dietary needs, etc.);
general therapeutic activities (recreational activities and relaxation
therapy);
general health education (nutrition, stress management, preventive care);
supervision;
assistance with arranging transportation; and
first aid as needed.

O O o

O o0OO0Oo

e Adult Day Health programs include the core services mentioned above, and add
skilled nursing services, skilled therapy services (such as physical therapy,
occupational therapy, or speech therapy), and psychological or counseling
services.

Alzheimed Brogram

This program is designed to develop an infrastructure that will support a holistic model of
care for Al zh &imarg cate phygiciarts,idementia care specialists, and
social care program staff all collaborate to provide comprehensive care for patients in
the community.
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Caregiver Information and Support

Caregiver information and support focuses on both the individual caregiver and the
system that supports the caregiver. It includes in-home and out-of-home respite care
services for family members and other unpaid caregivers who provide daily care to
adults with functional disabilities. ADS administers funding to support:

Caregiver information and assistance,
Support groups,

Caregiver training,

Respite care services,

Translation and interpreter services, and
Specialized transportation.

Depending upon the funding source, services range from kinship care for grandparents
(age 60+) caring for relatives to caregivers caring for persons age 18 and over.

Case Management

Case Management services offer in-depth assistance to frail elders and adults with
disabilities who have significant health and social needs. Case managers conduct in-
home assessments and consult with their clients in order to develop and implement a
personalized service plan for each client.

Case managers have regular follow-up contact with clients and service providers to
ensure that their situations have stabilized. Short-term counseling is provided if needed.
Screening and referral for case management services are provided through the
Information & Assistance programs and the state DSHS Home and Community
Services.
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Amy Wong Client Fund

Services in thisprogramar e i ndividually tailored to
that clients can remain in their own homes. These services are authorized by case
managers and provided by ADS service providers and outside vendors.

Chronic Care Managemémting County Care Partners

ADS, Senior Services, Harborview Medical Center and four community health centers
have formed King County Care Partners to provide chronic care management for up to
2,000 Medicaid fee-for-service adult patients. Care Partners members work together to
offer care management, education and assistance, and coordination of medical services
to eligible patients. The goals of the program are to:

Identify Medicaid clients who need care management, using predictive modeling;
Support medical home development for Medicaid clients;

Improve health outcomes for enrollees, using evidence-based medicine; and
Intervene with enrollees to prevent avoidable medical costs by improving self-
management skills.

COPES/Personal Care

COPES Personal Care services are provided to Medicaid clients with disabilities who
often live alone. COPES services include:

¢ Client training by a skilled professional, such as a pharmacist, registered nurse,
dietician, and occupational therapist;

e Medication management by pharmacists who offer in-home consultation to case
management clients with chronic diseases, to help them understand the role of
medications in improving and stabilizing their conditions. Pharmacists review
medications and their use with clients, caregivers, and family members in the
clientds home.theluseand cantingation of prescribey

medi cations with clients6é physicians.

medicines in blister or bingo packs or medisets to help clients take medications
correctly.

e Adult day care at a licensed facility that provides personal care, routine health
monitoring, and other general therapeutic services;

e Environmental modifications by licensed, bonded construction companies that
build or install minor physical adaptations and devices in the homes of clients;

¢ Home-delivered meals for housebound clients who lack the ability to prepare
meals and do not have help;

e Home health aide services to provide intermittent health and other incidental
services beyond what a regular caregiver can provide;

e PERS services, which include the installation of devices and in-home monitoring
and response to personal emergency requests for help;

¢ Skilled in-home nursing services to meet needs that are beyond the capacity of
non-licensed staff;
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e Specialized medical equipment that allows the client to function better in the
home and community (such as wheelchairs, special shoes, flashing light
doorbells, and aids to assist with standing); and

Disability Access Services

Services provided include case management, sign language and tactile interpretation
services, and advocacy for people who are deaf, deaf-blind, or hard of hearing. ADS
also contracts for call-in information and referral services for people with disabilities.
Other services include providing training to community agencies and other groups, and
advocacy and technical assistance to help make facilities and programs accessible to
people with disabilities.

Dizase Prevention and Health Promotion

The Enhance Wellness Program helps older adults with low-cost, high-quality, and
comprehensive health promotion programs at local community locations. These
research-based programs include an exercise program offering one-hour supervised
classes, a seven-session course on healthy living with chronic conditions, and a health
enhancement program that provides personal guidance and support to maintain and/or
improve health.
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Elder Abuse Prevention

The Gatekeeper Training Program trains community members to recognize signs that
may indicate that a vulnerable adult is at risk of abuse, neglect, or exploitation; and
shows them how to report their concerns.

The residential Long-Term Care Ombudsman Program is designed to improve the
quality of life for residents of nursing homes, congregate care facilities, boarding homes,
and adult family homes. With the assistance of trained volunteers, the Ombudsman
investigates and resolves complaints made by or on behalf of residents, and identifies
problems that affect a substantial number of residents. Changes in federal, state and
local legislation may also be recommended by the Ombudsman as needed.

Health Maintenance

Health Maintenance services are provided to individuals in their own homes on a
visiting basis. Services include home- and health-related tasks, including assistance with
personal care, prescribed exercises, ambulation, and housekeeping. Services are
delivered by home health aides who are supervised by a registered nurse. Clients are
assessed annually by ADS Case Managers. Services are limited to residents of Vashon
Island.

Information and Assistance

Primary Information & Assistance - Information is provided over the telephone, in-
person, and through the internet. Assistance in contacting services is also provided for
clients who are unable to do so themselves. I&A staff screen clients to determine their
need for more extensive services which are provided by the case management program.

Community Information & Assistance - Programs provide I&A services to older
persons who are not able to use the primary I&A program due to language, cultural,
racial or social barriers. ADS currently funds programs to deliver Community 1&A
services to the following populations: Chinese, Southeast Asian, Pacific Islander,
Russian, East European, Latino, East African, African-American and downtown
homeless populations.

Both I&A programs conduct outreach efforts to inform the community about the
availability of I&A services and increase access to services for hard to reach or
underserved populations.

Legal Services

Legal Services provides group legal representation i including class action lawsuits,
advocacy training and information i to service providers, private attorneys and volunteer
advocates, and individual client legal services. Legal Services helps older people secure
rights, benefits, and entitlements under federal, state and local laws. It also seeks to
effect favorable changes in laws and regulations that affect older people. In addition,
Legal Services strives to maintain public and private resources that benefit low income
elderly people.
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Mental Health

ADS targets Mental Health funds to clients who may be resistant to receiving services,
by offering mental health consultation support to case management staff.

PEARLS

The Program to Encourage Active, Rewarding Lives for Seniors (PEARLS) is a
community-based program that treats older adults who also have minor depression.
PEARLS is available to ADS-funded and COPES case management clients, older adults
age 55 and older, Veterans, spouses or domestic partners of Veterans through
community agency providers in King County. The PEARLS Program was created

through a research project conducted n co

Heal th Promotion Research Center (HPRC).
home-based depression management counseling significantly reduced depression
symptoms and improved the health status of program participants.

Nursng Servies

The Nursing Services Program focuses on high-risk older people and disabled adults
with medically unstable health conditions. Services provided include appropriate
referrals and coordination with health care professionals. The frequency and amount of

I
T

service i's based on each individual 6s need

assessment.

Nutritbn

Nutrition Services includes congregate or community meals, home delivered meals, and
outreach services.

The Congregate Meal Program helps meet the dietary need of older people by
providing nutrition education, and nutritionally sound lunches served in a group setting.
Eleven agencies manage 46 nutrition sites located throughout King County. Twenty-six
are located at senior centers. The program also includes 20 ethnic meal programs that
provide ethnic-specific food to the following populations: East African, African American,
Eastern European, Hispanic, Native American and Asian/Pacific Islanders (Filipino,
Hmong, Lao, Chinese, Viethamese, IndoChinese, Indian, Samoan).

The Home Delivered Meals program provides nutritious meals to older people who are
homebound and unable to prepare meals for themselves. Frozen meals are delivered to
individuals throughout Seattle and King County including rural communities. Hot, home
delivered meals tailored to Latino elders living in some areas of King County are also
available.

ADS also subcontracts for registered dietician consultation to the ethnic-specific nutrition
programs to ensure that their meals comply with dietary requirements.
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http://agingkingcounty.org/docs/CongregateMealSites.pdf

Respite Care

Respite Care services focus on meeting the needs of caregivers by providing them time
away from the responsibilities of ongoing care of a adults with disabilities. The care that
is provided ranges from companionship and supervision to skilled nursing care. Respite
care is provided both in the home and in the community.

Senior Centers

ADS administers local funds that support a number of Senior Centers within the City of
Seattle. Senior Centers are community resource centers that meet the physical and
emotional needs of older adults by offering access to services and resources on site,
including immunization, health screening, nutrition, and exercise and fitness programs.

Seniors in Service to Seattle

This volunteer program, which is funded with local dollars, promotes volunteer and
intergenerational relationships by finding volunteer service opportunities for seniors age
55 or over in City departments, schools, and community-based programs.

Senior Employment

The Age 55+ Employment Resource Center helps older workers find jobs. One-on-one
job counseling is provided by a peer counselori s omeone who has fAbeen ther
understands. The Center also finds training for older job seekers who need to upgrade
their job skills. Services are free to both job seekers and employers. Services for the
elder job seeker include:

Employer outreach;

Training resources, including computer classes;

Computer access for resume writing and Internet research;

Individual job coaching;

Monthly employment workshops;

Job listing; and

A 24-hour phone job line.

Services for the employer include:

o Referral of experienced, dedicated, and reliable job applicants; and
e Title V subsidies for community service training positions.

The Title V Senior Community Employment Program offers job placement assistance
to job seekers over age 55, as well as to those who are homeless or living in the
downtown Seattle low income corridor. Part-time community service employment
opportunities are available for King County residents age 55 or older. Job placement is
often the first step in securing other basic services such as housing. Services include
assistance with resumes, applications, and interviewing techniques.
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Technology Support

ADS funds subcontractors to upgrade and maintain information systems to provide for
client tracking and reporting, training, and fiscal management.

Transportation
ADS funds two different transportation programs:
e The Nutrition Transportation Program provides transportation within King
County to ADS congregate nutrition sites. Services are provided in partnership

with a community service provider and Metro King County.

e Volunteer Transportation provides rides, by volunteers using their own cars, to
medical and other essential appointments.

Utility Discount Program

Discounts in electric, water, and solid waste bills are available to Seattle low income
families, homeowners, or renters who are age 65 or older, or under 65 and disabled.
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NONAAA SERVICES

King County is rich in community resources
compared to some areas of our state.

Table 3, below, is not an all-inclusive list of non-AAA services

available in the Planning & Service Area, but rather provides an
overview of the types and location of services.

Table 3Services Available in King County

Squth Efalst N(?rth Serves all

o ina g seatte  of County
Case Management Programs X X X X X
Dementi a, Al zhei X X X X X
Developmental Disabilities-focused X X X X X
Disability/Issue Groups X X X X X
Elder Abuse X X X X X
Employment Services X X X X X
Education & Counseling Programs X X X X X
Food Banks X X X X
Homeless Programs X X X X X
zcgg:;:isg\/lliﬁ?égal Centers, Medical X X X X X
Cme e e X x x X
Substance Abuse Senvces X x x x X
Older Gay, Lesbian, Bi-Sexual, and
Transgender Programs X X
Refugee/Immigrant Services X X X X X
gggilglr Ig:r((a;;trears{ssen|or Fitness and X X X X X
SCACeS GILSHEBA X X
Services to Ethnic Groups X X X X X
Spiritual/Faith-based Organizations X X X X X
Transportation X X X X X
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SECTION C
ISSUE AREAS, GOALND OBJECTIVES

ANThe graoadommeunity iIs most accurately
measured by the compassionate actions of its
me mber s. o

Coretta Scott King
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ADS promotes efforts to build elder-friendly communities throughout
King County that:

¢ Promote health equity;

e Encourage people of all ages to prepare for retirement and
| old age;

e Have age-sensitive service infrastructures that support
people as they age;

e Establish services to accommodate the needs of older adults;
¢ Build and adapt physical infrastructures that support people as they age;

e Promote creative ways for older persons to use their talents, skills, and
experiences in both paid and unpaid roles; and

o Offer flexibility in the workplace to support the vital role played by family
caregivers.

With all of the positive changes associated with longer life spans, our local communities
appear ill-prepared to either make good use of the resource that the growing aging
population represents or to respond to the changing needs of that population.

Senator John Breaux, former Chair of the Senate Special Committee on Aging, framed

the issue this way: AfAs the baby boomers move 1t
and redefine the American aging experience. The question is, are we ready? Soon,

America will look different. The average age will go up to 66 and the over-65 population

will double. There will be more seniors than teenagers. One out of every five Americans

will qualify for a senior discount at the movie theater. And there will be one million

Americans over 100 years ol d. o

Elder-readiness is critical to assure livable communities for all ages. Every segment of
our community is affected by a growing number of elders, including: housing,
transportation, employment, land use, marketing, health care, business, volunteerism,
public benefits, and public policy. While most people i from elected officials to mom-
and-pop corner store owners i know that the population is aging, very few community
efforts identify the changes necessary to assure that our communities will work well for
people of all ages.

Elderfriendly communities are those that foster opportunities,
support health and welbleing, promote social and health equity,
and provide help and support.
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Promoting health equity in the face of increasing health disparities
iIs one of the most imptant elements of an eldémnendly
community.

Elders in our community currently experience a number of disparities based on
race, ethnicity, or income. For instance, while the average King County resident
born in 2000 can expect to live more than 80 years, there is wide disparity among
racial/ethnic groups. Asians have the highest life expectancy and can expect to
live 10 more years than African Americans.

Health disparities can be clearly seen in the life expectancy data for older adults. At age
65, average life expectancy for County residents is 84.5 years i meaning the typical 65-
year-old can expect to live almost 20 more years. Compared with 1995 data, life

expectancy at 65 rose for every group except African Americans and Native Americans,

who saw decreases of 0.4 and 1.5 years, respectively. Figure 10 summarizes these
differences.

FigurelQ LifeExpectancy at Age 65 by Race/Ethnicity; 2003
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Addressing these inequalities is one of the major challenges facing the aging network
and is one of our most important priorities.
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Unfortunately, disparities related to race, ethnicity, and
socioeconomic status continue to pervade the American health
care system.

AfHeal th disparities are differences in the incioc
diseases and other adverse health conditions that exist among specific population

groups i n t he?TherR005 NatdonabHealthcars Disparities Report found

that disparities related to race, ethnicity, and socioeconomic status continue to pervade

the American health care system.®

Health disparities permeate all aspects of health care:

¢ Quality of health care, including effectiveness, patient safety, timeliness, and
patient-centeredness.

e Access to care, including facilitators, barriers to care, and health care utilization.

e Type of care, including preventive care, treatment of acute conditions, and
management of chronic disease.

¢ Clinical conditions, including cancer, diabetes, end state renal disease, health
disease, HIV/AIDS, mental health and substance abuse, and respiratory
diseases.

e Care settings, including primary care, dental care, home health care, emergency
departments, hospitals, and nursing homes.

Because the | evel of disparities varies across t
disparities often requires focused community-based projects that are supported by

det ai | ed “Toeperdistentadf theseddisparities in our community warrants

culturally competent strategies tailored to specific ethnic and cultural groups.

AREA PLAN ON AGING 2010-2011 37 SECTION C-1
BUILDING AN ELDER-FRIENDLY COMMUNITY



To meet our goal of helping King County become more elder-friendly over the next
several years, and to reduce racial and ethnic disparities in health care and other areas,
we have focused our efforts in this Area Plan around four priority issue areas:

Address basic needs
Improve health and wediking
Promote civic and social engagement

Increase the independence for frail older adults
people with disabilities

These issue areas are discussed in this section of the report. For each issue area, this
plan provides the following information:

e Background information.

¢ Needs of target populations, including older individuals with greatest economic
need, greatest social need (including older Gay, Lesbian, Bisexual, and
Transgender (GLBT) individuals), those with disabilities, low income minority
older individuals, older individuals with limited English proficiency, and older
individuals who live in rural areas.

e A broad goal.
¢ Measurable objectives.
e Community indicators.

The State Unit on Aging requires that ADS highlight issues of importance to Native
Americans. In addition, the 2006 Older American Act Reauthorization requires that the
plan include a discussion of the role of ADS in emergency planning.

ADS determined the size of the change proposed by each of the objectives by
considering anticipated population growth in King County over the next four years, the
feasibility of reaching the target given funding levels, and the AAA current service
capacity in King County. Indicators were selected from local and national data sources,
including:

e Local: Communities Count, Behavioral Risk Factor Surveillance System
(BRFSS)

e National: Advantage Initiative, Older Americans Report, BRFSS, Bureau of
Labor Statistics

In addition, ADS will gather service data each year to measure progress on our
objectives.
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ADDRESSING BASIC NEEDS

Key basic needs for elders and adults with
disabilities are affordable housing, emergency
preparedness, mobility, access to information,
and special assistander those in target
populations.

Most Americans will remain in their own homes and
communities as they grow older. In an effort to create vibrant
and elder-friendly communities in King County, ADS will
address the basic needs of older people in the following areas:

o Affordable housing designed to accommodate mobility and safety over the
course of life;

e Emergency preparedness;
e Mobility for shopping, social, and medical visits;
e Access to information and assistance about services in the community; and

e Special assistance to target populations, including the specific needs of Native
American elders; Gay, Lesbian, Bisexual, and Transgender elders; and rural
elders.

Affordable Housing

As they age, people need affordable, accessible housing with the
option of supportive services to help them with daily tasks.

Assessing possible housing options for ourselves, an aging parent, relative, or friend, is
a daunting task given shortage of affordable housing in King County. What kind of
assistance or living arrangement might we need? What might our health i or the lack of
good health T require in terms of our housing decisions?

Which of our options can be supplemented with health insurance coverage? What can
we afford if we stay where we are? What if we need to remodel? What if we move? Will
a part-time or full-time caregiver be required? Is assisted living required? Is there an
appropriate place available if a move is required or a higher level of care needed? What
financial assistance resources and guides are available to help make these decisions?

The demand for affordable and accessible housing with services for older adults and
people with disabilities exceeds the existing housing stock in King County.
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Affordable housing is defined as mortgage or rent and utilities that do not exceed 30% of
a hous eholindohe. In the 2067 HUD update of Affordable Housing Needs

2005: Report to Congress, households with Awor st
unassisted renters with very |l ow incomes who hay
defined as either paying morethanhalf t heir income for housing ( AseEe

or living in severely substandard housing. Renters are classified by income using three
income levels:

e LowlIlnhcomer enters earn 80% or | ess of the areabs
e Very Low Income renters earn 50% or less of AMI; and
e Extremely Low Income renters earn 30% or less of AMI.

A major finding in the report highlighted that 5.99 million households with worst case
needs included 1.29 million elderly households. This means the elderly make up about
22% oft he fAiworst case needsod in our country.

The report went on to note that in 2005 there were only 77 affordable units available for
every 100 very low income renter households, a decrease from the 81:100 ratio in 2003.
This result of a stronger economy and tightening rental market can make finding housing
particularly difficult for low income elders. For extremely low income rental households,
the ratio in 2005 was worse: 40 units per 100 households, down from 43:100 in 2003.°

People with very low income can be at-risk of becoming homeless. According to figures
compiledfortheCi t y of DRBAF& 2008lUPMBATIE to the 2005-2008 Consolidated
Plan for Housing and Community Development, 30% or 1,687 of the persons in shelters
and transitional housing programs were children under the age of 18 years. In these
same programs, 3%, or 193 people were 65 and older.

Racial disparity is very apparent among the homeless population. Although information
about race is not collected during the street count, the survey of shelters and transitional
housing programs reported that African American, American Indian/Alaska Native, and
Hispanic people comprise 48% of the homeless population, whereas in the general
populatié)ns people of these races make up just 12% of the total adult population in King
County.

Several factors are anticipated to contribute to a growing gap between the demand and
supply for affordable housing and needed support services for elders over the next four
years:

e Anincreasing population of older adults and people with disabilities who are
living longer;

¢ A shortage of Section 8 rental assistance vouchers;

e Significant loss of housing available to low income renters, due to condominium
conversions, rent increases, and renovations;

e New fAaf f or dadigeteddo 80% af madiangncdme, which, at $41,700
for a single person in King County, is higher than most low income people earn;
and

e High housing costs in the Puget Sound area.
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To meet the needs of an aging population, housing needs to be
designed for everyon@lder residents may also need supportive
services.

Universal Design is a concept for designing all aspects of the built environment 1
homes, mobility routes, landscapes, commercial developments, products and life space,
including equipment and architecture i with the goal of making them accessible to every
person, regardless of age or ability. Developers of housing funded with public dollars
have begun to incorporate elements of universal design into new construction, thus
enabling residents to stay in their units with minimal modification as they age.

Incorporating Universal Design at the outset of publicly funded housing developments
contributes to sustainable development goals. Using the flexible and open principles of
universal design also means that people with disabilities are no longer marginalized in
our society. They can own or rent whatever is built, because the unit and the entire built
environment are designed to meet their needs as a rule rather than an exception.

Another area of concern in the housing arena is the growing need for supportive
services for older residents as their needs change. The fastest growing part of the aging
population is people who are 85 years of age and older. People in this age group will
increasingly need more assistance and may have critical mobility issues. ADS will work
with housing and community partners to create more options for support of aging
residents in public sector housing in an effort to help people remain at home as long as

possible.
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Emergency Preparedness

Washington State has the widest variety of disaster threats in the
United States.

Severe weather, an avian flu pandemic, and hazardous material spills are all potential
problems.” In addition, Washington State has the third highest threat of earthquake in
the United States.®

Hurricane Katrina demonstrated how widespread the devastation can be following a

natural disaster and how older adults are at particular risk during such an event.

Because of Katrina, for example, 700,000 older adults had to leave their places of

residence. And, while older adults comprised only 15% of the population of New

Orleans, they accounted for 70% of those who died during the hurricane or in its

immediate aftermath.® Of those older adults who perished, half were over 75. Older

adults lost not only their homes but also the services that helped support them, such as

senior centers, banks, and the Veterans Administration Hospital. Furthermore, 70% of

nursing homes in New Orleans had not evacuated t
arrival.*

Locally, the Puget Sound region experienced its own emergency in December 2006,

when a winter storm produced wind speeds of up to 67 miles an hour and caused

extensive power outages throughout King County. Most schools in the region closed or

incurred delays due to loss of power and road closures. County 911 centers were

overwhelmed with calls, and hospitals treated 300 patients for carbon monoxide

poisoning caused by using charcoal or other combustibles to heat their homes. Eight

people died from the poisoning.** Following their examination of this storm event, United

Way of King County developed several recommend at i ons to i mprove our CO.l
response to emergency events.*?

Planning for the potential of a pandemic influenza is also critical. Pandemics have
occurred throughout history at regular intervals, including in the Puget Sound region.*® A
pandemic would bring the potential for a high level of sickness, death, disruption of local
services, and economic loss, the impact of which could last for months. During the 1918-
19 influenza pandemic, for example, over 500,000 people died in the U.S. It is estimated
that in the event of a severe pandemic in King County, over 500,000 would become ill,
almost 60,000 would need hospitalization, and over 11,000 would die.*
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Cambell (2006) indicates planning for older adults in a disaster should include such
things as:

Coordinated response

Disaster plans that are well understood by the community
Plans that address the safety of pets

Staff training on issues of aging and dementia
Accessible transportation

Attention to non-English-speaking older adults

Preparing for pandemic influenza and other natural disasters
requires developing plans that include education for staff and
clients, communication plans, and plans to provide critical
services and outreach to higisk populations.

Experts say that people should expect to be on their own for at least three days following
a disaster, and should have individual survival plans, which should include:

e Preparing a kit;
e Creating plans with family for evacuation, communication, and reunion; and
e Learning skills, such as earthquake safety and first aid.*
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Mobility

Older people need better mobility links to stay active and involved
and to be able to remain in their own homes.

Transportation mobility links older people with goods and services and with social and
community activities.™® In most communities, older people travel primarily by private
vehicle. This trend is expected to continue, as the number of older drivers is expected to
increase 2.5 times during the next 25 years, while the older population will double.’

This increase reflects peoplebds preferences, as
driving onebs own car provides. Yet men wil/ [T
average of 11 years after they stop driving.*® For those who are no longer able to drive,

finding transportation that is affordable, available, and safe is of utmost importance.

Linking older people with goods, services, and activities in the community will become a
greater challenge as greater numbers of people outlive their ability to drive. The
topography of King County, its vast areas of urban and rural sprawl, and its automobile-
dominated planning and development limit the continued mobility and independence of
older people and adults with disabilities. Furthermore, only 3% of older people use public
transit, due to concerns about safety, schedules, and connections to needed
destinations.™

Information & Assistance

Information & Assistance (I&A) services are the core of King
Countyds Agi asg prdgeamsvapenkthe ddohto
benefits and services.

I&A programs enhance services in each of the ADS four priority issue areas: basic
needs, health and well-being, social and civic engagement, and independence for frail
older adults and people with disabilities.

Professional staff in ADS I&A programs are more than simply a referral service. They
provide older adults, their families, and caregivers with information on available services
and assistance in accessing services. Over the phone and in person, I&A staff assess
needs, connect clients with services that meet those needs, and follow up to ensure that
services were received and needs were met.

King County is fortunate to have one of the leading 1&A programs in the country, as well
as several special I&A programs that provide culturally competent services to homeless
elders and ethnic communities, including Asian, African, Eastern European, and
Spanish-speaking older adults.
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Eligible Primary I&A staff are AIRS certified, trained in de-escalation and crisis
intervention, and highly skilled at helping older adults, their families, and caregivers
navigate the complex array of public benefits and long-term care options. For clients who
prefer to get their information from the Internet, Senior I&A has developed an on-line
resource database for public use, as well as more than a dozen consumer guides and
directories.

Because of the strength and depth of our
relationships with the 211 system, King County is well positioned to participate in

national and state initiatives aimed at expanding senior I&A programs into Aging &
Disability Resource Centers (ADRCs).

Senior I&A programs already offer many of the key intended service of an ADRC, which

I &A prc

is to Aprovide a coordinated system of compreher

available public and private long-term care services, personal counseling to assist
individuals in assessing and planning for their long-term care needs, and assistance in
accessing needed services. o0 Through the
Senior I&A identifies younger Medicaid clients with chronic conditions.

I&A programs in King County also include the following essential service components
identified by ADS:

Information, referral, and assistance

Long-term support options counseling

Benefits counseling

Employment options counseling

Streamlined access/single entry point to public funded long-term care services
Assistance to access private-pay options

Crisis intervention
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Information & Assistance (I&A) services face several challenges.
The first is meeting the needs of those under 60. The second is
assisting with private pay options.

Serving those under 60 is a new challenge for Senior 1&A. One key difference

bet ween | &A programs and ADRCs is the target auc
aneedforlong-t er m c¢ ar e |&4 staff eurrenty provide information and

assistance to kinship and family caregivers regardless of age, provide intake for under-

age-60 Title XIX Case Management clients, and identify adults of all ages for the King

County Care Partnership Program.

However, meeting the needs of and demand from a more broadly defined younger
population that includes children will be a challenge. Not only will it take a substantial
increase in funds to expand services to the full spectrum of ADRC clients, but the funds
will need to be flexible enough to serve children and young adults.

Anticipated issues in serving a younger population include:
e Ability of staff to respond to increased service demands;

e Expectations from younger people for services and the potential lack of available
services to meet their needs;

¢ Allocation of staff time for training on available resources and cultural
competency to be able to serve a younger population;

¢ Physical issues (phone systems, office space, etc.);

¢ Modification of existing IT client and resources systems, including internal and
external interfaces;

¢ Impact on the existing referral structure and process; and
e Determination of how mental health clients fit into the model.

Helping with private pay options is a second challenge for Senior I&A. This second

challenge has to do with the nature of one of the essential service components,

AAssistance to access private pay options. o Curr
on private resources for areas in which there are gaps in services i areas in which no

publicly-f unded programs exist to meet cl idmmntsd needs
scope and, due to staffing limitations and liability issues, are provided on a referral basis,

not at an assistance level.
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Anticipated challenges in providing assistance in this area include:
e Ability of staff to respond to increased service demands;

¢ Liability concerns about connecting vulnerable populations with for-profit
services;

e Need to screen resources; and

¢ Ability to compile and maintain an up-to-date local list of reputable resources.

Target Populations

Communities of ColoNative Amedan, Gay, Lesbian, Bisexual,
Transgender, rurgimmigrant, and refugedders need better
access to services.

Native American elders may mistrust community service delivery systems and
thus may not be well-served by existing programs. According to 2000 Census data,
the number of American Indian/Alaska Natives (AIAN) 55 years of age and older living in
King County increased from 1,745 to 2,370 between 1990 and 2000. This represents
11.8% of the total number of AIAN people living in King County. However, studies show
that the American Indian population is undercounted in the Census data.?® As with the
overall King County population, the number of Native American elders is expected to
increase steadily through the year 2010.

In addition, a large percentage (nearly 70%) of Native Americans has been moving to
urban settings. Over 200 tribes are represented in the King County region.

Becausetibal memberare dispersed among the general urban
population, Native American elders have no special governmental
agencies responsible for their needs.

As a resul t, urban I ndians have been call ed
culture ignores their health needs and even their existence and they generally have a
hard time benefiting from available public resources.

Due to historical traumas regarding genocide, racism, and traumatic boarding school
experiences faced by AIAN grandparents and elders, many AIAN elders fear, mistrust
and avoid community service delivery systems. This translates into further medical,
financial and social vulnerability, and health disparities.*
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Of the 2,370 Native American people who are over 55 years of age and are living in King
County, only 329 (13.9%) received ADS services in 2006. These services ranged from
nutrition to case management. Native American community members in King County cite
the following barriers to service:

e Lack of a culturally specific service delivery system;

e Lack of access to information about available programs and services;

e Lack of assistance to apply for benefits and services;

e Failure to |isten to and respect el dersdé6 con

o Failure to identify where Native American elders live in King County urban areas;
and

¢ Failure to identify specific needs of Native American elders.

Gay, Lesbian, Bisexual, and Transgender (GLBT) older adults are among the most
invisible of all Americans. Not only are they underserved, they are also
understudied. The 2000 Outing Age Report, developed by the Policy Institute of the
National Gay and Lesbian Task Force Foundation estimates that between 1.75 and 3.5
million Americans ages 60 and over are leshian, gay, bisexual, or transgender. These
numbers are expected to increase as the population of older Americans grows in the
next 30 years.
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Aging service providers will face challenges in addressing their needs. A major
challenge is the limited research on older persons who are gay or leshian. For social,
cultural, and legal reasons, the needs of elder GLBT people differ from heterosexual
and/or non-gender variant people.

GLBT people who are currently seniors came of age prior to the beginning of the gay
rights movement in 1969, during a time when people were subject to persecution,
institutionalization, and even incarceration because of their sexual orientation and
gender identity. Due to this type of intense discrimination, this generation tends to be
secretive and fearful of disclosing their sexual orientation or gender identity.

This lack of visibility creates a situation in which it is nearly
impossible to get accurate demographic information erGthBT
population.

Knowl edge of a client s s ex blsarlicesettingéscrucaltto on i n a
provide appropriate, sensitive, and individualized care. Individuals who do not feel a

sense of rapport with healthcare and service providers are less likely to follow treatment

regimens or return for follow-up services. Providers who lack awareness of their GLBT

clients overlook their specific needs, sacrificing care without even knowing it. If health

and social service agencies are not sensitive to the social, cultural, and legal needs of

GLBT seniors, there is a high risk that clients will be alienated from seeking needed

services. If GLBT seniors avoid service providers because they feel misunderstood and

unwelcome, their health and well-being will be compromised and more drastic and

expensive treatments and interventions may be necessary.

Rural elders face difficult transportation challenges. King County has several distinct
types of rural regions: towns such as Skykomish and Baring that can only be reached by
traveling out of the county and then circling back in through the mountains; islands such
as Vashon and Maury; and small towns such as Carnation, Duvall, and Black Diamond.
For planning purposes the rural areas of King County are defined as East Rural, South
Rural, and Vashon Island.

Between 2000 and 2010, the rural senior population (over 60) is expected to grow by

about one-third, from 11,350 to 15,000. The total rural population (all ages) will grow by

lessthanone-t hi rd. The Statebés Growth Management Act
except in a few cities contained in the rural area (Snoqualmie and Duvall), which means

that the increase in seniors is due to demographics, not migration. In terms of ages, the

very old (over 85) may increase moderately; the numbers of persons between 70 and 85

will change only slightly; and most of the anticipated growth will be among persons

between 60 and 70 1 aging boomers.
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King Countyos rur al areas are
people living there, however, face significant barriers.

Rural elders who are 75 years of age or older, living alone, and/or living on fixed
incomes are particularly isolated. 2000 Census data indicate that there are a total of
1,331 people who are 75 or older and living alone in the three rural areas of King
County. Some of the low-income older people in these areas do not have phones, and
others do not have cars, which may further increase their isolation and vulnerability to
emergencies. In addition, housing developers seldom consider rural areas for cost-
effective projects, further limiting affordable and safe housing.

Many rural elders face difficulties getting to medical appointments or to outpatient clinics.
According to case managers who have clients in East Rural King County, most clients
are driven to their medical appointments by their caregivers. There is limited public
transportation in the rural areas. The King County Fire Department reports that older
adults with needs that could be treated on an outpatient basis in clinics will instead call
the Fire Department because of lack of transportation. The Fire Department crew will
assess the person to determine the need, and, if necessary, will transport the person to
the outpatient clinic or the pharmacy.

Immigrant and refugee elders need full and active participation. An estimated
275,000 refugees established residency in Washington State during the past thirty
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Washingtorranks fifth among all states with respect to the
number of refugees resettled in the U.S. during the past year.

With the unprecedented growth in the foreign-born population since the 1980s, the
Puget Sound area has become a multicultural place. Many immigrants and refugees do
not know about government programs and/or how they can access them. In order to
successfully enter and succeed in the workforce, immigrants and refugees need to learn
the level of English necessary for employment, gaining citizenship, and accessing
resources. They also need improved educational and training opportunities. Many
organizations in Seattle serve immigrant and refugee communities, including smaller,
emergent, immigrant-run agencies. At times, several of these small agencies, often with
very limited capacity, serve the same relatively small community. In addition, some
immigrants and refugees find mainstream, non-immigrant-led agencies to be
unresponsive to their cultural needs.?

The immigrant population in King County is growing, with an estimated 77,000 new
foreign-born residents between 2000 and 2004. More than half are from Asia, 15% from
Europe, and 20% from Mexico and Central or South America. It is also estimated that
there are more than 48,000 foreign-born residents living below the federal poverty line
and an additional 27,600 with household incomes at 100-149% of poverty.**

Immigrants live throughout King County, as illustrated by the percent of people who
speak a language at home other than English. In 2004, 19% of people over the age of
five in King County spoke a language other than English at home. Recent data by city is
not available, but the 2000 Census gives a feel for the impact on various communities,
as summarized in Table 4.

Table 4Percent Who Speak a Language Other than English at Home

City % of Population
Tukwila 32%
Bellevue 37%
Redmond 23%
Seattle 20%
Kent 22%
Federal Way 21%
Shoreline 19%

Source: 2000 Census
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GOAL: Addressing Basiteeds

To address the basic needs of older adults and people with disabilities in the community.

Total ADS funding committed to Addressing Basic Needs is $3,579,794. In addition we
are also proposing to carry out the following objectives.

OBJECTIVESAddressing Basic Needs

Target Populations

1. Increase access to ADS-funded programs and services among communities of color,
limited English speaking immigrants and refugees, and GLBT communities in King
County, by 5%. (December 2011) (2006 Baseline: Communities of Color i 12,920;
Limited English 1 8,092; Immigrant and Refugee i 2,171; GLBT i Data not available)

2. Convene multi-cultural forum to enhance communication and cooperation with
community service providers and other aging organizations that represent and
advocate for communities of color. (Ongoing)

3. Coordinate the continued development of the 7.01 Implementation Plans with the
Muckleshoot Tribe and the Snoqualmie Nation. (See Appendix E for the approved
state designated 7.01 Implementation Plan for 2008) (December 2011)

Senior Housing

4. Work with the Housing Authorities in the King County area, as well as other
interested partners and funders, to create a plan to meet current and future senior
housing needs that supporr200%-aComphetedi n pl aceod.

5. Collaborate with housing partners to encourage affordable housing options such as
pre-fabricated accessory dwelling units (ADUs). (December 2011)

6. Educate policy makers and community members about the advantages of
incorporating Universal Design (UD) principles into all types of housing development.
(December 2011)

7. In partnership with housing supporters, advocate at the federal and state levels for
increased funding for low income housing assistance. (December 2011)

Emergency Preparedness

8. Participate in local emergency preparedness planning activities: Define a functional
role with Seattle and King County through written agreements and participate in
developing planned responses for vulnerable populations. (December 2011)

a. Investigate possibility of senior centers to act as gathering places.

b. Participate in the King County Emergency Management Coalition to stay
informed about potential disaster threats to case management clients who live in
South King County.
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9. Address emergency needs of high-risk clients by including: (December 2011)

a. Contract language with subcontractors.

b. Requiring them to identify and contact high-risk clients in an emergency and
encourage staff training in pandemic flu protocols.

c. Provide similar contact for high-risk clients of the Medicaid in-home program.

d. Investigate the Map Your Neighborhood booklet and connect with neighborhood
planning groups.

e. Explore ways to work with utilities to identify clients at high risk during natural and
man-made disasters that result in electrical outages.

10. Develop a Business Continuity Plan (BCP) describing how core activities will be
carried out in an emergency. (December 2008) Completed

11. Increase awareness about vulnerable, at-risk populations during emergency
disasters by featuring two related articles each year in the on-line Seniors Digest
Magazine. (December 2011)

e Create an on-line library linking to emergency preparedness materials related
addressing vulnerable, at-risk populations in as many languages as possible.

Transportation

12. Support local efforts (King County Special Needs Steering Committee, Sound Transit
Regional Special Needs Transportation Committee, and the Puget Sound Regional
Council Special Needs Transportation Committee) to maintain transportation funding
for projects including: community shuttles, additional volunteer transportation
support,fanegndby® training pr og¢(Dacembert hroughout
2011)

13. Work with transportation partners to advocate for funds to coordinate transportation
systems that serve mobility needs of older adults and people with disabilities with
special attention to promoting: (December 2011)

a. Health equity
b. New high density developments
c. Rural communities

14. Work with the King County Special Needs Steering Committee to formalize a
coordinated special needs transportation structure for King County. (December
2011)

Aging and Disability Resource Centers (ADRC)
15. Work with other AAAs and DSHS Aging and Disabilities Services Administration to

define scope of essential service components. (Ongoing)

16. Covene a planning group to develop a white paper that evaluates the role of ADRCs
including Special 1&As; and evaluates funding needs for increased staff, training, and
start-up operations (office space, phone systems, IT, etc.). (December 2011)
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17. Partner with W4A to develop and distribute elder-readiness printed materials to raise
awareness, engage local governments and the business community in discussion of
elder-readiness in King County, and assist other partners in planning. (December
2011)

18. Coordinate marketing of programs and services that help people earn and/or save
money, use financial resources more wisely, and plan more effectively (may include
Age 55+ Employment Resource Center, Utility Discount Program, PeoplePoint,
Special Discounts Directory, Bank On Seattle, National Save for Retirement Week,
DollarWi$e, Mazuma and other local programs).

a) Promote educational programs on financial planning (including long-term
care) targeting boomers and women at all income levels.

b) Promote presentations at libraries, community centers, local chambers of
commerce, work sites, and churches.

19. ADS will explore the feasibility of a searchable Senior Information and Assistance
database available by region. (December 2010)

200ADS will explore the feasibility of a fn4250 Se
number for east side residents. (December 2010)
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IMPROVING HEALTH AND WBEILNG

\ The coming demographic shift towards an
aging population demands a greater focus on
healthy aging

- Our goal must be to increase the quality of life during the aging
“ years for more people. As average life expectancy in King
77 ' County continues to climb, we expect the trend of the

S N N_/ increasing prevalence of chronic conditions as people age to

. A ’j continue. Therefore, we will direct our efforts toward evidence-
- . .= ./ based strategies that address modifiable behavioral risk factors
associated with healthy aging® including:

Physical activity level
Weight

Diet

Smoking status
Alcohol use

Mental health

Social network®

Figure 11 outlines the ten leading causes of death in King County, which are: cancer,
heart disease, stroke, Al hei merds d(ClR®)as e,
(chronic bronchitis, emphysema, and asthma), unintentional injuries, diabetes,
influenza/pneumonia, suicide, and pneumonitis-solids.

Figurell. Leading Causes of Death in King County;208@erages
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In King County, African Americans and Native Americans have much higher death rates
due to heart disease, cancer, stroke, and accidents, four of the top ten leading causes of
death. African Americans also have a higher diabetes death rate, while Native
Americans have a higher rate of death from chronic liver disease. Asian/Pacific Islander
and Hispanic groups have lower death rates for heart disease and cancer than Whites.
Figure 12 summarizes this data.

Figurel2. Leading Causes of Death by Race/Ethnicity

Leading Causes of Death by Race/Ethnicity
King County, 2000-2004 Averages
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Although the majority of King County residents report good or excellent health, the
percentage who report fair to poor health increases with age. For those 75 and over,
27% report fair or poor health. Figure 13 summarizes self-reports of health status.

Figurel3. Percent Reporting Fair ad? Health by Age

Percent Reporting Fair or Poor Health by Age
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Chronic conditions increase dramatically as people age. Hypertension and arthritis are
the most prevalent chronic conditions for people 55 and older in King County, and affect
the majority of people (53%) who are older than 75. Disability rates also increase with
age, affecting 41% of people older than 75. Figure 14 summarizes chronic disease
prevalence.

Figureld. Chronic Disease Prevalence by Age and Gender

Chronic Disease Prevalence by Age and Gender
King County, 2001-2005 Averages
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Disability: limited in any way in any activities because of physical, mental, or emotional problems.
Arthritis: have been told by a doctor to have some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia

AREA PLAN ON AGING 2010-2011 58 SECTION C-3
IMPROVING HEALTH AND WELL-BEING



Falls are a significant problem for older adults. Older people
sufferfive times more hospitalizations for falls than for other
injuries.

According to the Centers for Disease Control (CDC), one-third of adults 65 and older fall
each year in the U.S. Falls are a leading cause of deaths caused by injury. In 2002,
almost 13,000 older adults died from falls, and emergency rooms treated 1.6 million
people for falls.?” Adults with chronic health conditions such as diabetes are at higher
risk of falling.”® In King County, hospitalization rates climb steeply for 75- to 84-year-olds
and for people who are 85 years of age and older, as Figure 15 shows.

Figurel5. Hospitalization for Falls by Age and Gender
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20-30% of elders who fall suffer moderate to severe injuries that reduce mobility
and independence, increasing risk of death.?

Only 22% of people who are hospitalized for falls are able to return home.*

In 2000, according to the CDC, medical costs for non-fatal fall injuries for $19

billion.

By 2020, the estimated cost for fall injuries for people 65 and older is expected to

reach $43.8 billion.®*
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On an individual level, falls result in increased restriction of activity due to fear of falling.
Reduced physical activity causes decreased strength and balance and deficient gait,
placing the individual at further risk of falling. The resulting vicious cycle significantly
affects the per®¥onds quality of |ife.

Falls are not an inevitable part of aging, however. Modifiable risk factors include the
following:

Muscle weakness i modifiable through exercise

Balance and walking problems i modifiable through exercise

Improper use of a cane or walker

Depression

Visual problems

Multiple medications T review with physician

Home safety issues such as cluttered floors, throw rugs, inadequate lighting, etc.

Elders can take steps to significantly improve their health. Over
the next four years, ADS will focus on seven key factors
associated with health aging: physical activity level; diet; weight;
smoking status; alcohol use; health care opportunities, in@udin
mental health; and social networks.

Physical Activity Level

Studies show that physical activity at high levels is a significant component of health-

related quality of life for older adults.** Sedentary behavior contributes to decreases in
physical function as measured by physical functioning, freedom from bodily pain, role

limitations, and vitality.®* Although most people in King County are physically active to
some degree, the proportion of sedentary people between ages 65 and 74 (18%) and
over age 75 (24%) is higher than for younger age groups.

ADS will use two approaches to promote increased physical activity for older adults in
King County:

1. Expand access to physical activity classes, and

2. Advocate for land use policies that encourage designs for the built environment
that promote health-enhancing behaviors, such as walking.
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Figure 16 summarizes the percentage of adults who have not had any physical activity

during the past month.

Figurel6. No Physical Activity During the Past Month

No Physical Activity During the Past Month
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One approach to help more people exercise is to expand the availability of research-
based, in-home and group physical activity programs through King County. Enhance
Fitness, an evidence-based group physical activity program that has been proven to
improve flexibility, balance and strength, and improve health status currently offers

classes at over 50 locations in King County.*

ADS works in partnership with several organizations to promote the Active Options for
Aging Americans Web site (www.activeoptions.orq) to give people information about
physical activity programs in their neighborhoods. Sound Steps is a free walking
program for older adults through the Seattle Department of Parks and Recreation. Also,
Physical Activity for a Lifetime of Success (PALS) is a community-based program
offered through the Southeast Seattle Senior Center in a partnership with the University

of Washington Health Promotion Research Center.
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The BuiltEnvironment

The way we build housing, roads, and neighborhoods has a
dramatic ef f ec-beingn peopl eds well

For older adults, staying physically active and socially engaged correlates strongly with
improved health outcomes. Chronic disease conditions such as heart disease, diabetes,
and depression can be improved by simple human behaviors, such as improving diet
and increasing physical activity. Safe, accessible, and well-designed landscapes and
structures provide more opportunities for health-enhancing behaviors, such as the ability
the walk to the store to buy fresh produce.

Conversely, an isolated sedentary lifestyle can lead to depression, physical

deterioration, increased medical expenditures, and early death. Neighborhoods without

sidewalks or services within walking distance, a lack of nearby parks, and streets that

dondédt connect are features of built environment s

The built environment also affects chronic diseases such as asthma. Vehicle emissions,
industrial pollutants, and the reduction in green space and trees contribute to poor air
guality, which worsens lung diseases. The benefits of physical activity can be diminished
by exposure to pollutants and increased risk of respiratory and cardiovascular
ailments.*

Historically, the urban planning sphere (builders, planners, developers, transportation
officials, and architects) and the public health sphere (doctors, nurses, public health
officials, and community providers) did not intersect.
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As evidence grows showing the association between health and
the built environment, it is imperative that land use decisions be
evaluated in the context of public health.

One research effort to bridge these two worlds is the Neighborhood Quality of Life Study

(NQLS), a unique collaboration between two different areas of research: health behavior

and transportation/urban planning. Funded by the National Institutes of Health (NIH), the

study examines the relation bet wkealthamneds nei ght
physical activity in three regions: Seattle/King County, Baltimore, and Chicago.

The results show t hat Iifthamdtekizedby mivedusesji ghbor hoods
connected streets, high residential density, and pedestrian-oriented retail i can enhance

health and quality of life. The study discovered that people in these neighborhoods

walked and biked more, drove less, produced less air pollution, and had lower Body

Mass Index (BMI) than people in less walkable neighborhoods.*”

In 2005, the NQLS study expanded to include seniors aged 65 and over. The

researchers worked with ADS to recruit participation by older adults who wore a

Amovement metero to track their physical actiwvit
currently undergoing analysis and should be available by early 2008.

I n addition to the characteristics identified by
should take into account the needs of older adults, including frequent benches for resting

and people-watching, crossing lights that allow for a slower pace, and sidewalks that

accommodate walkers and wheelchairs.®

As concerns about obesity and nutrition grow, the impact of the food environment on

health should be of concern to both urban planning and public health officials. The food

environment i the availability and quality of food in a neighborhood i is directly affected

by built environment factors such as land use planning and transportation. The issue is

particularly significant for low-income and ethnically diverse neighborhoods, where land

use policies and |l ack of i nvestooddesertisiihave result
residential neighborhoods that lack ready access to the components of a fresh and

healt hful diet. o

Contact with green spaces and natural environments can have a significant positive

i mpact on oneds he eetingHResaarct shews heseficiabeffectsve | |
include such things as reduced anxiety, lower blood pressure, less pain and less need of
medical services.*® There is also evidence that contact with nature through gardening is
beneficial. Besides the obvious advantages of providing physical activity, Milligan,
Gatrell, and Bingley (2004),* found communal gardening activity on nearby plots
contributed to the health and quality of life among older adults by providing a sense of
achievement, satisfaction, and a social network.
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Similar effects have been found in studies of apartment and public housing dwellers. In
one, residents of 145 urban public housing developments with nearby trees and grass,
experienced less mental fatigue, procrastination in facing tasks and were more effective
in managing major life issues.* Individuals with easy access to open green space in
urban settings reported less stress-related illnesses, such as insomnia, fatigue and
depression. The authors stress the importance of providing green areas closer to
apartment houses and making them more accessible because of their potential positive
effect on the health of the residents.*®

ADS will work with county and municipal planning departments and Neighborhood
Quiality of Life researchers,* to influence policy decisions and advocate for requirements
that the built environment be designed to promote health-enhancing behaviors and to
provide access to healthy foods.

AREA PLAN ON AGING 2010-2011 65 SECTION C-3
IMPROVING HEALTH AND WELL-BEING



Diet

Eating fruits andegetables lowers the risk of chronic conditions
and supports health aging.

Moreover, dietary factors are associated with four of the ten leading causes of death i
coronary heart disease, some types of cancer, stroke, and Type 2 diabetes 7 as well as
with high blood pressure and osteoporosis.* The U.S Department of Health & Human

S e r v iHeadthy Beople 2010 set targets of three to five servings of vegetables and two
to four servings of fruit per day. Unfortunately, most elders have not achieved these
targets.“® Figure 17 summarizes these efforts.

FHgurel?. Percent oPeople whdConsumed~uits andvegetables five or
more times per day.

% of People Who Consumed Fruits and Vegetables
5 or More Times per Day, Ages 65+, King County
50
40 . *
0 / \\«/“/‘/
20
10
0 ‘ ‘ : ‘ ‘ ‘
1996 1999 2002 2006

Source: 2005 Behavioral Risk Factor Surveillance Survey

Older adults with limited incomes often find it difficult to purchase more expensive fruits
and vegetables. Therefore, in 2002, ADS created a Senior Market Basket program to
support local, sustainable agriculture and to increase intake of fruits and vegetables for
480 homebound seniors with limited incomes. Participants received bi-weekly market
baskets filled with local, in-season fruits and vegetables plus a newsletter with recipes
and nutritional advice keyed to the produce of the week. A program evaluation
conducted after the 2002 season showed that Market Basket participants increased their
fruit and vegetable intake as compared to a group of non-participants.*’

With the addition of market vouchers, participat
Program has increased from 1,450 participants in 2003 to 3,190 in 2006. ADS wiill

continue to promote the expansion of the Senior
the diet of a great number of low income older adults.
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Weight

Body weight in the normal range is strongly associated with
healthy aging. The trend of increasing obesity in America has
serious implications for healthy agiffg.

Reasons for the obesity epidemic include sedentary lifestyles, high caloric intake, and
environmental factors such as the growth of automobile-oriented suburbs. The strategies
described above to increase physical activity and to increase consumption of fruits and
vegetables apply equally to maintaining body weight in the normal range.

AfOver weighto is generally defined as having a

29. 9. BMI takes height into account in deter mi
fObesed is def i n eidheraBetween B8lland@001, BV8shirgton

Stateds obesity rate i ndNatorwile idincfeasedfron912% % t o 1 8.

to 20.9% during the same period.* The risk factors of overweight and obesity also
increase with age, with the highest proportion in the age ranges of 55 to 64 (65.6%) and
65 to 74 (62.3%). Figure 18 summarizes weight status by age.

FHgurel18. Weight Status by Age, King County, 2G0Aerages
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Smoking Status

Whether or not you smoke has a strong impact on how well you
will age.

Both being a non-smoker and smoking fewer than 30-pack-years (a pack-year is the
equivalent of smoking a pack a day for a year) are factors related to healthy aging.” In
King County, the percentage of people who smoke decreases with age, with the highest
prevalence at 28% for men 18 to 24 years of age and the lowest prevalence at 4% for
men and women 75 years and older. Figure 19 summarizes smoking status.

FHgurel9. Current Smoking Status by Age and Gender

Current Smoker by Age and Gender
King County, 2001-2005 Averages
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Although the rate of smoking is relatively low for older adults, older smoker tend to have
smoked longer and therefore suffer more from smoking-related illnesses.> Smoking is a
risk factor for four leading causes of death for people age 50 and over, including lung
cancer, heart disease, stroke, and chronic obstructive pulmonary disease. Furthermore,
smokers are more likely to develop dementia than non-smokers.
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Itis nevertoo latetoquitsmok i ng. An ol der personés circul

after smoking cessation, and his or her lungs begin to repair themselves. After a year,
the additional risk of heart disease due to smoking is reduced by half. The risk of cancer,
lung disease, and stroke also lessen.>® Even though older adult smokers have smoked
for many years, they quit smoking at rates similar to those of younger smokers.

Elements of proven smoking cessation methods include: identifying elderly smokers,
encouraging them to quit smoking, providing them with appropriate support and
pharmacological therapy to relieve their withdrawal symptoms, and providing regular and
continuing follow-up.

Substance Use and Mental Health

Policymakers at the national level now recognize as pgriorit
problems both substance abud®f alcohol and prescription
drugsd and mental health in older adults.

Studies estimate that 19% of older adults knowingly or unknowingly engage in alcohol or
medication misuse and abuse. Half of emergency room visits by older adults are due to
consequences of alcohol or substance abuse.>

Despite the substantial prevalence and adverse consequences of substance use and
mental health problems in older persons and the considerable knowledge related to
preventing these problems, evidence-based prevention and early intervention services
are not widely available nor promoted for this at-risk population.* Therefore, ADS will
advocate for greater funding and wider availability of effective substance abuse and
mental health services for older adults in King County.
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Despite the high prevalence of substance misuse by older adults
and theassociated health risks, health care practitioners often fail
to screen older adults in health care settings.

Yet, research has found that early intervention or targeted prevention strategies such as
brief advice by primary care physicians and other brief interventions in health care
settings have reduced alcohol consumption among older adults.*®

Older adults experience many changes, both physically and emotionally, as they age.
Some may self-medicate to attempt to block the negative aspects of aging, such as loss,
physical disabilities, or loneliness. *” Those with painful chronic diseases, such as
arthritis, osteoporosis and cancer, or psychiatric disorders such as depression or
anxiety, are more likely to drink or take prescription or over-the-counter medications.*® In
contrast to younger people, who are more likely to misuse alcohol and illegal drugs,
older e}gultS are more likely to misuse alcohol, nicotine, and psychoactive prescription
drugs.

In 2003, the Substance Abuse and Mental Health Administration (SAMHSA) and the
Administration on Aging (AoA) began collaborating to increase access, coordination, and
integration of evidence-based substance abuse and mental health treatment with the
aging network and healthcare services.®®* SAMHSA has added the Program to
Encourage Active, Rewarding Lives for Seniors (PEARLS) therapy to the National
Registry of Evidence-based Programs and Practices, for the prevention and treatment of
mental and substance use disorders. PEARLS is designed to reduce symptoms of
depression and improve health-related quality of life, for people 60 years and older who
have minor depression or dysthymia. PEARLS consists of problem-solving treatment
with emphasis on engaging in pleasant activities as well as increasing social and
physical activation.®* Both organizations sought to reduce the fragmentation in services
many older adults encounter in finding appropriate mental health and substance abuse
prevention and treatment services. Many older adults consider the stigma of receiving
mental health and substance abuse treatment services as a barrier to seeking care. By
integrating SAMSHA services and supports into more common services, such as senior
centers and nutrition programs, the stigma may be reduced.

Mental health is a challemgAlmost 20% of older Americans
experience mental disorders.

Anxiety disorders, the most prevalent group of mental disorders, affect an estimated
11.4% of the older adult population.®? Depression, too, is a challenge, afflicting 10 to
20% of people over 65, yet almost 90% of depressed older patients receive inadequate
treatment in primary care settings. Even today, many primary care physicians are not
trained to screen for mental illness, and only 3% of older adults who are diagnosed
receive treatment for mental disorders from a mental health specialist.®®
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The fastest growing segments of the older adult population are also the most likely to
experience stressors related to mental health problems. Those who are very old,
women, people of color, and people living alone have the highest rates of poverty, the
poorest perceptions of health status, and the highest levels of activity limitations.®*
Immigrants and refugees whose language and cultural values differ from the mainstream
culture are also at risk, because they are often unable to find needed services.
Language, culture, lack of information or financial resources, and transportation
difficulties can all be barriers.

For many people, the onset of chronic illness leads to depression,
which is the mostommon mental health concern for older adults.

ARnThe presence of a chronic ailment is closely ti
presence and duration of chronic disease significantly decrease the ability to perform

activities of daily living. Dependence on others in regard to shopping, bathing, and

dressing has a negat-esteemandsplfavotr £%hn 6Goneds sel f

Suicide

Suicide can be a serious threat for older people. In the U.S., 90%
of the people who die by suicide also had mental illnedsa
alcohol and substance abuse probleins.

Half of those who die by suicide had major depression. Moreover, the suicide rate of
people with major depression is eight times that of the general population.®” Other risk
factors for suicide among older adults include feelings of hopelessness, less flexible
thinking, medical illness, loss of family, family disagreements, and the presence of a
handgun in the home.®®

As Table 5 shows, while older adults represent 13% of the population, they account for
18% of all suicide deaths.®

Table 5Suicide Rate per 100,000 by Age Group

Age Group Suicide rate per
100,000

65 to 69 21

751079 32

85 and older 48

The suicide rates for men increase with age.” The rate for men 85 and older is more
than double the rate for the 18- to 65-year-old age group. The vast majority of older men
who die by suicide are White.
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A team-based approach to treating depression in primary care, IMPACT (Improving
Mood: Promoting Access to Collaborative Treatment), can significantly reduce suicidal
thoughts in older adults. Patients receiving IMPACT depression care were half as likely
as patients receiving usual depression care to report suicidal thoughts, even up to 12
months after they stopped receiving IMPACT care.”

Social Networks

Strong social networks play an important role in health aging,
especially for women.

Having a confidant (a close, confiding relationship) among close friends and relatives
predicts high functioning among older women. Conversely, the lack of a confidant has as
large an effect on reduced physical functioning and vitality as seen with heavy smokers,
or women with a very high body mass index.” Older people with better social networks
are also less likely to die over a 10-year follow-up period than those with fewer friends.”

Fewer people with limited incomes are able to get the social support they need. Sixty-
one percent of adults age 50 and over who have incomes of less than $15,000 per year
have enough social support, compared to 87% of people with incomes of $50,000 or
more. Figure 20 shows these disparities.

FHgure2Q Adults Age 50+ Who Can Always or Usually Get Needed Social
And Emotional Support by Household Income, King Cty 2005
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Chronic Conditions

Older adults with chronic conditions have better success
managing their conditions when they use effective problems
solving skills.

Evidence suggests that teaching patients self-management skills:
¢ Is more effective than information-only classes;

e In some cases, improves clinical outcomes and can reduce medical utilization
costs; and

e May improve health outcomes if patients with similar conditions are groups.”

Locally, the Enhance Wellness Program bases its approach on self-management

research.n Whet her someone wants to | ose weight, face
or is coping with depression, Enhance Wellness, a motivational intervention with proven

results, can help. A team of two professionals, typically a nurse and social worker, work

with the individual. Research has shown that participants in Enhance Wellness can

decrease the length of hospital stays, lower their use of psychoactive drugs, alleviate

symptoms of mood disorders, and develop a sense of greaterself-e f f i €Eacy. 0

AREA PLAN ON AGING 2010-2011 73 SECTION C-3
IMPROVING HEALTH AND WELL-BEING



GOAL: Improving Health and \AR¢ling

To improve the physical and mental health and well-being of older adults and people
with disabilities.

Total ADS funding committed to Improving Health and Well-Being is $3,857,268. In
addition we are also proposing to carry out the following objectives.

OBJECTIVES: Improving Health and -B/@ihg

Target Populations

1.1l n cooperation with the Mayorés Counci l on Afr
sponsor quarterly health education sessions in community settings on topics related
to chronic disease prevention and management. (December 2011) (Ongoing)

2. Create an online library linking to culturally-appropriate educational materials related
to the self-management of chronic conditions in at least the top five languages
spoken by King County seniors. (December 2010)

Physical Activity

3. Increase the participation of older adults by 500 in evidence-based physical activity
programs. (December 2010) (Baseline: 2,036) (Ongoing)

4. In partnership with the Healthy Aging Partnership offer health education messages
including physical activity, fall prevention, and immunization public service
messages. (December 2011)

Built Environment

5. Wor k with urban and suburban citiesd policy ma
environmental health, and urban planning to evaluate land use decisions in
consideration of their public health benefits. (December 2009) Completed
a. Advocate for municipal investments to increase the walkability of neighborhoods

with high densities of older adults.

b. Advocate for investments to increase walkability of neighborhoods with high
densities of African-American and Native American older adults to attempt to
reduce health disparities.

c. Continue to collaborate with Neighborhood Quality of Life Study research team to
incorporate study results into local policy.

d. Advocate for open green, natural spaces and space suitable for gardening (i.e.
P-Patch Programs) to be included in housing development and re-development
plans.
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6. Support future research recommendations from NQLS staff which include:
(December 2009) Completed
a. Examine a range of health-related consequences of land use patterns.
b. Address the impact of neighborhood preferences on activity patterns of older

adults.
c. Evaluate the impacts of the food environment (access to and quality of food) on
health.
Nutrition

7. Advocate for additional funding to increase participation by 500 in the Senior
Far mer s6 Mar ket (Dexambdr2009) (Basalingr200) Completed

8. Study current successes and best practices in senior congregate community meal
programs including use of fresh produce, and apply to the 2009 Request for
Proposal process. (December 2008) Completed

Behavioral Health (Mental Health and Substance Abuse)

9. Work with the King County Care Partners (KCCP) Clinical Management Committee
to set one Quality Improvement goal to improve coordination of care across primary
health care and mental health care systems. Add the Regional Support Network
(RSN) to the KCCP patient consent form. (December 2009) Completed

10. Seek funding to increase access to PEARLS evidence-based problem-solving
therapy for 25 older adults annually who experience minor depression. (December
2008) Completed
a. Develop targeted outreach to veterans.

11. Advocate for increased Regional Service Network funding ($500,000) annually for
prevention and early intervention mental health and substance abuse services for
older adults. (December 2011)

12. Advocate for full coverage by Medicare of preventive behavioral health care and full
coverage for psychiatric treatment in primary care settings, and behavioral health
treatment by psychiatrists. (December 2011)

Social Network - Refer to objectives in the Civic and Social Engagement Section.

Self-management of Chronic Conditions

13. Seek funding to expand access to evidence-based classes in self-management and
prevention of chronic conditions for 50 older adults annually. (December 2011)
(Baseline: 2,036)
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PROMOTING CIVIC AND SOCIAL ENGAGEMENT

Remaining socially active is one of the strongest
predictors of continued health and longeuvity

The past four years have seen a growing awareness of the
importance of remaining active and involved in the community in
our later years.

From a health perspective, remaining socially active helps foster
o »e continued health and longevity. From a social perspective,

%}5& %5 1! everyone benefits when older adults remain in their communities
PR et and stay (or become) active in social and civic organizations.
Despite the stereotypes, few older adults live in nursing facilities, and a majority report
no disability whatsoever. As a growing number of frail elders places increasing burdens
on our social support systems, it makes sense to tap into the wisdom and experience of
the vast majority of older adults who are not frail and vulnerable.

A competing view of retirement, promoted by Sun City-type developments, represents

an outmoded fiage segregati on &rimetime,Giviof retirement
Ventures founder Marc Freedman describes how these models served as an inspiration

to the racially homogeneous gated communities that have become popular among

certain segments of the population. These communities can encourage a narrow self-

interest, reflected in the voting patterns of their members. If this model gains in

popularity, intergenerationaltensioni s | i kely t o increase. AGreedy ¢
could emerge if older adults wall themselves off from society and tend only to their own

needs.

A new vision of retirement is gaining strength. This new vision
recognizes retirement as iane for leisure and reflection, but also
a time for active engagement in community life.

Civic and social engagement can come through paid employment, volunteer
commitments, participation in classes and events, or even pursuing a college degree.
This vision recognizes that most people can expect to live up to 20 years after
retirement, almost a quarter of their lives.

Most of these years will not be spent in nursing homes (where only about 5% of older
adults live) or otherwise incapacitated. In fact, 60% of older adults report no disability
whatsoever, and rates of disability have been decreasing dramatically for this population.
Each generation of retirees has been healthier, wealthier, better educated, and longer-
lived than the one that preceded it.
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We now recognize that older people have tremendous talents to
contribute to society. Older adults, with their wealth of experience
and talent, truly represent our omhgcreasingnatural resource.

Technology can play a key role in shaping the coming retirement revolution. Social

networking Web sites are being developed to serve recent retirees and active older

adults. The ability to rapidly share information on elder-friendly volunteer opportunities

and Aencore career so s houlokktechesany hemeratidne t hi s tr er
approaches retirement.

Beginning in 2004, ADS and the Advisory Council on Aging have partnered with

CareSource to provide a monthly e-zine. Seniors Digest is a free, on-line magazine for

older adults and their families. The zine features local news and events of special

interest to older adults, fun features, and tips for smart and successful aging and

eldercare. Seniors Digest currently has over 600 subscribers, including older adults,

caregivers, and professionals from the aging network and local community

organi zations. Web Ahitsd on the site have avere
increase from 2006.

Senior Centers, libraries, school districts, food banks, and other programs that rely on
volunteers will play an important role in this new vision of retirement. Senior Centers
around the region offer classes, outings, and preventive health activities that feature the
wealth of many cultures and traditions. Libraries, schools, and community organizations
have been able to tap into a knowledgeable and committed volunteer base to
supplement their work and to offer elders a meaningful role in the community. But more
must be done to fully realize the potential of an aging population.

The Seattle City Council commissionedastudyon Seattl eds Senior Center :
their financial viability and to assess the need for new programming.”® The report
recommended:

e Strategic planning to develop new service models in collaboration with parks and
community centers.

¢ Increased funding to improve the financial stability of Senior Centers.
e Leadership training.

These recommendations will be equally helpful to Senior Centers outside the Seattle city
limits as they seek to attract a new generation of older adults.
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GOAL: Promoting Civic asbcial Engagement

To promote civic and social engagement of older people and adults with disabilities.

Total ADS funding committed to Promoting Civic and Social Engagement is $934,348. In
addition we are also proposing to carry out the following objectives.

OBJECTIVES: Promoting Civic and Social Engagement

1.

10.

Participate as a founding partner in the Next Chapter of Puget Sound to focus on
people in the second half of life who are seeking meaningful work, ways to serve,
learning opportunities, and self-discovery. (December 2011)

Increase capacity in the Age 55+ Employment Resource Center and Volunteer
Resource Center. (December 2009) Completed

Partner with Parks and Recreation Departments in jurisdictions around the region to
develop programs attractive to multiple generations of older adults. (December 2010)

Increase participation in senior centers and activity sites through support for strategic
planning and leadership development. Implement the 2008-2010 Seattle Senior
Center initiative as adopted. (December 2010)

Increase the number of participants in food, fithess, and social activities at refugee
and immigrant meal programs by 10%. (December 2011) (Baseline: 2,171)

Seek funding to expand social support at senior centers for homeless older adults.
(December 2011)

Promote Seniors Digest and Encore (the City of Seattle's Web portal for people age
50+) as on-line resources for older adults, their families, and caregivers. (December
2011)

a. Increase the number of subscribers by 10%. (Baseline: 761)

b. Increase the fAhit countodo annually by 10 %.

Collaborate with Arts & Cultural Affairs, Seattle Public Library, and Seattle Parks and

Recreation to develop a series of arts/cultural and lifelong learning events targeting

boomers. (December 2011)

a. Create Seattle Channel PSAs promoting financial planning for retirement, lifelong
learning, lifelong recreation, and successful aging (variety of examples). (New)

11.ADS will work to increase the number of councils on aging in East King County from

2to 5. (December 2010)
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INCREASING INDEPENDENCE FOR FRAIL OLDER
ADULTS AND PEOPLE WITH DISABILITIES

In-Home Services

The projected caseload growth in Title 19 case managxmected to be
5 percent per year for 2010 and 2011.

Recently initiated nursing home relocation efforts such as the Roads to Community
Living (RCL) and Washington Roads (WR) and a proposed partnership with the
Veterans Administration may also add to the case management caseload. The case
management workload will increase significantly due to the recent state budget decision
to require home care agency workers serving family members to become individual
providers. The number of agency workers to be transitioned to individual providers in
King County is estimated at 2,200. The additional administrative and case management
support required both during the transition and in the long term with a higher percentage
of individual providers includes: troubleshooting invoice and payment issues, monitoring
training completed, and securing backup workers when necessary.

Changes in demographic or social characterisiscsimpactaseload.

In King County we are seeing a significant increase in the number of clients who are
limited English speaking. Between 2006 and 2008 the overall case management
caseload increased 9% from 9,767 clients to 10,673 clients. At the same time, the
number of clients who are limited English speaking increased almost 25% from 4,289 in
2006 to 5,352 in 2008. As a result, 50% of case management clients are limited English
speakers. Working with limited English speaking clients often requires an interpreter and
additional time for every step of the case management process: service authorization,
comprehensive assessment, setting up the care plan and ongoing monitoring. Projected
interpreter costs for 2010 will be more than $240,000. Large increases in the numbers of
Russian, Ukrainian, Somali, and Punjabi speaking clients have been seen in King
County.

The emerging role of consumer direction and control has been implemented in King
County through the New Freedom program that allows greater flexibility in service plan
options. New Freedom clients are given the opportunity to participate more directly in
the development of an individualized service package. They may choose from a wide
array of services and service providers as long as they keep costs within an authorized
monthly budget. In the coming months, there is strong interest in starting up a Veterans-
Directed Home and Community Based Services Program in King County as one of four
pilot sites in Washington State. This program will also use a consumer-directed model.
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Increased medical acuity/complexity ¢fame caseloawill alsoimpact
nursing services

The Case Management Program has seen an impact on the utilization of nursing

services due to the increase in medical acuity and complexity of the client population.

Due to the high cost of providing institutionalized care in nursing homes and hospitals,

more clients with complex medical and mental health needs are being discharged to the

community. Access to a comprehensive nursing assessment and care coordination with

the medical system is critical to the health and stability of the increasing number of

clients who may receive home dialysis, home infusion therapy, use ventilators, are

wheelchair bound, bedbound, or otherwise have impaired mobility. Nursing services can

better connect with clientds medical home, CoOOT C
for care needs while engaging clients in self-care management.

The Roads to Community Living (RCL) demonstration project, designed to help people
with complex, long-term care needs move back into the community, also impacts nursing
services. The project provides an opportunity to explore the type of services and support
that are effective in serving people with complex, long-term care needs who move from
institutions such as nursing homes or state psychiatric hospitals back into the
community. Additional nursing services in the community will likely be needed to provide
support to these clients in transition.

The recent expansion of service options funded under both COPES ancillary services
(e.g. PEARLS, HomeStretch, medication management), and the RCL/WA Roads
programs (e.g. relocation assistance, behavior management services) offers clients a
more robust care plan to stabilize them in the community.

Gays in Servicempact clients and case management.staff

Several challenging service gaps facing clients and case management staff include:

e Lack of affordable housing and Section 8 vouchers for clients who are facing
eviction or rent burden;

e Lack of additional funding for evacuation preparation for both South King County
clients and the entire Renton Office staff/files/vehicles/office equipment in the
event of flooding caused by heavy rainfall coupled with a damaged Howard
Hanson Dam;

¢ Increased need and cost for qualified interpreters and translators skilled in a
broad range of languages as the number of limited-English-speaking clients
grows in King County;

e Loss of the IP Referral Registry in King County; and

e Budget-related reductions in hours for in-home personal care services, adult day
health services, medical supplies, equipment, and enteral nutrition products.
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Most older adults and adults with disabilities
want to remain in their homes with as much
independence for as long as possible

Yet when chronic conditions lead to disability and activity
limitations, many people must rely on family or paid caregivers
to provide assistance. In the next 20 years, the number of
people who need long-term care assistance from family or paid
caregivers will double. To prepare for the increased demand,
ADS will work with the State Unit on Aging and our community
partners to enhance long-term care options that support family
caregivers, improve chronic care management, encourage patient self-management,
and provide home care services.

Disabilities

Disability is defined as a gap betw
demands of the environment.

Disabilityisthe #Al i mitation to do common activities due
mental condition.d” The declining disability rate for older adults in the U.S. offers some

hope for better health and quality of life for older adults now and in the future. Self-care

limitation rates are falling 1% to 2% a year for adults 65 years and older.”

Two reasons self-care limitation rates have fallen for older adults are:

e Decreases in upper and lower body limitations; and
¢ A decline in the prevalence of self-care limitations among people with chronic
disease despite the increase in the prevalence of many chronic diseases.”

In King County, more than 120,000 adults between the ages of 21 and 64 have
disabilities, with 12% of those adults also having self-care limitations. The proportion of
people with disabilities who also have self-care limitations increases in the 65-plus age
groups. (See Figure 3 in Section B-1, Population Profile.)

The prevalence of self-care limitations increases sharply for people in the 75-and-older
age group. People in this group are more likely to have physical or sensory limitations or
to be unable to get out of the house. Figure 21 summarizes the prevalence of self-care
limitations by age.
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FHgure2l. SeltCare Limitations by Age
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Although the rates of disability for older adults have declined overall, older adults with
less education and lower incomes have not yet experienced these declines. Almost one-
third of people with disabilities between the ages of 21 and 64 and one-fifth of the 65+

age group in Seattle have incomes below the poverty level. Figure 22 shows the percent
of people below the poverty level by age and disability.

Hgure22. Percent Below Poverty by Age & Disability
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The future looks less encouraging with the rates in self-care limitation increasing among
adults in the 45-64 age group. The increasing rate of obesity in this group accounted for
30% of the increase in self-care limitations. Increases in self-care limitations were also
associated with diabetes, arthritis, hypertension COPD, and asthma.® Figure 23
summarizes these risks.

FHgure23. Percent at Risk for Overweight or Obesity by Age and Disability,
King County
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Family Caregiving

Approximately 80% of caregivers are family members who need
support and respite themselvés

The stresses of caregiving can lead to burnout and elder abuse. Programs that support
the independence of people with activity limitations wishing to remain in their homes
must consider the needs of both caregiver and care recipient. Family caregivers can find
help through family caregiver support programs, adult day care, adult day health, and
home care services.

Caregiving can take a heavy toll on caregivers, jeopardizing their health and emotional
well-being. Millions of caregivers are spouses, siblings, or children who are in their 70s
and 80s themselves. The physical demands and emotional distress of caregiving,
combined with their advanced age increase their risk for health problems.
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Kinship caregivers i relatives such as grandparents, aunts, or siblings 1 who have
primary care responsibility for someone under age 18, face their own unique set of
challenges. Since they may not have legal custody, they must prove that they are
responsible for the child in their care in order to obtain health care, housing, schooling,
legal advice, and perhaps financial support through the child welfare system. Although
kinship caregivers have some unique needs, they are very similar to other caregivers.

The impact the caregiving experience has on the health and well-being of family
caregivers varies by individual. The types and intensity of caregiver tasks vary
depending upon the familial role of the caregiver and by the needs of the person who
requires care. Some caregivers may need to help with personal hygiene and grooming
or with medications, for instance, while others may only help with housecleaning or
cooking. The variability in caregiving behaviors indicates that the caregiving experience
is significantly different for different types of caregivers. Some family members thrive,
some simply survive, and others suffer severe consequences.??

Caregiving begins as a family role and then becomes a journey of identity changes.
Caregiver stress comes not just from the tasks the caregiver completes, but from how
the caregiver feels about performing them. To serve family caregivers, ADS needs to
help them identify how they are feeling about their caregiving tasks. Then we must
identify the source of their stress and intervene as needed.

Understanding the diversity in the caregiving experience can help
us design and target support services for caregivers.

Caregi ver s 6 r supperpservicesshiftss asthey nmove through seven stages
of caregiving:®

Performance of the initial caregiving task
Self-definition as a caregiver

Provision of personal care

Seeking out or using assistive services
Consideration of institutionalization
Actual out-of-home placement
Termination of the caregiver role

Being sensitive to the order and timing of these stages as they are experienced by
individual caregivers can help us design and implement support programs for caregivers
in our region. Caregivers will use support services only when they believe the benefits of
the service outweigh the monetary, emotional, or physical costs of using services.

To respond to these needs, ADS seeks to create multiple, flexible support services that
meet a wide range of caregiver needs. We have identified a number of strategies to
assist caregivers in coping with stress, including:

e Respite care;
e Caregiver training
e Caregiver support groups;
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e Counseling offered in a uniqgue model that is home-based and inclusive of all the
persons involved in caregiving;

e Emergency financial supports for needs that arise and cannot be managed within
existing resources; and

¢ Information and assistance in navigating other systems to obtain such necessary
supports as housing, legal advice, health care, or education.

In order to best meet the needs of caregivers, both medical and social service providers
must routinely assess and treat the caregiver as well as the receiver of care. Since they
are so involved in caregiving activities, caregivers often do not seek medical care,
healthy activities, or social services that could help them care for themselves. Instead,
they may seek help only when a crisis occurs.

The State Unit on Aging is working to incorporate current research on addressing the

needs of the caregiver as well as the care recipytg
A s s e s s meTRare, @culturally competent information-gathering approach to

service.®

As of September 2009, the electronic TCare assessment system has been implemented
at three sites: 1) Senior Services Caregiver Advocate Program, 2) ADS Caregiver
Services Unit, and 3) the Evergreen Care Network (ECN) Case Management Program.
These are the "core" TCare sites in that TCare users have the ability to screen and
assess caregivers using the new system, as well as develop care plans. ADS is
considering adding more agencies as screener-only TCare entry points in the future.

Senior Services is the main entry point into the TCare system, and other FCSP have
been trained to refer most caregivers to them. Caregivers are identified at the "front
door" of the regular 1&A system, and transferred to the Senior Services Caregiver
Advocate Program. The Caregiver Advocates provide the initial TCare screen and -- if
the appropriate threshold is met -- assessment. If Respite is indicated by the
assessment, the Caregiver is referred to the ADS or ECN, depending on Zip code.
These programs manage the client from that point onwards, including setting up non-
Respite services.
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There are currently four Caregiver Advocates using TCare at Senior Services. ADS has
two TCare users, which will increase to three upon completion of the national TCare
demonstration. There is one TCare user at Evergreen Care Network.

ADS coordinates a quarterly caregiver service providers meeting. In late 2008, two
subcommitees were formed: one to look at improving the referral process across
agencies, and one to develop new outreach strategies.

The referral committee is currently working on an improved system of faxing referrals
between providers. An initial version of this process has already helped increase
referrals and communication between Senior Services and the Alzheimer's Association.

The outreach committee developed an advertising campaign in cooperation with KOMO
TV 4. A 15 and 30 second TV commercial was produced, and have been airing from
June through September of 2009. In addition a bus advertisement was developed and
posted on Metro buses for four weeks and 2,000 business card sized refrigerator
magnets with a list of all of the FCSP providers and their phone numbers were
purchased and distributed to the providers. Also, several providers sponsored outreach
and informational events for their communities to inform them of the support services
available to family caregivers.

A new brochure is in the works that will combine information about all the various FCSP
services in King County. This idea is based on a similar brochure created by Snohomish
County. In the past each program had their own brochure, but there was no cross-
program outreach material. Related to this, a multi-agency website similar to the Healthy
Aging Partnership site is also being discussed for FCSP providers.

There are seven FCSP providers and three kinship care providers: FCSP providers -

Senior Services, Crisis Clinic, CISC, Al zhei mer¢
GRAT, Kin On Community Health Care and Northshore Senior Center. Kinship

providers- Senior Services, Atlantic Street Center and Encompass. They all target

services to their specific communities as well as outreach to the community at large.

There are also State and local caregiver websites with information about the services

available, contact information and eligibility guidelines.

Caregivers for persons with Alzheimers or other dementias receive a variety of supports
in the King County FCSP. Alzheimer's Association offers consultation and support
groups, as well as information and assistance. The county is also one of two Dementia
Partnership grant sites, offering specialized adult day care and free consultation among
other supports. The adult day component -- called "Memory Care and Wellness Services
-- recently expanded from one site to two.

Services available through the King County FCSP include (providers listed in
parenthesis): Also listed above

e Caregiver information and assistance (Senior Services, need list of all Special
I &A Ot her FCSP | &A pr ovi dissocs Crigis GinicCKinSC, Al z he
On Comm. Health Centers, and Northshore Senior Center),

e Support groups (Alzheimer's Association),
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e Caregiver training (Northshore Senior Center),

¢ Respite care services (12 homecare and 7 adult day care/health agencies, plus
Crisis Clinic for emergency respite),

e Counseling offered in a uniqgue home-based model that is inclusive of all the
persons involved in caregiving (Evergreen Care Network's Geriatric Regional
Assessment Team),

e Financial supports for needs that arise and cannot be managed within existing
resources (Senior Services Cash and Counseling Program, plus the Nursing
Home Diversion Grant managed by Senior Services, ADS, and Evergreen Care
Network.),

e Dementia-specific caregiver consultation (Alzheimer's Association), and

¢ Kinship Care (Atlantic Street Center, Encompass Northwest, and Senior
Services).

Dementia Care

Dementi a 1 s a di sease of t he brai n,
the most common form.

People with Al zheimerés disease have increasing
learning any new information. The disease is progressive and the people affected by it

ultimately become totally dependent on caregivers in order to survive.*® An estimated 4.5

million American have Al zhei merods disease, wi t h
Puget Sound area.®

One in ten people over the age of 65 and nearly one in two people over age 85 have

Al zhei merds disease or ancsbhewitboarmhwl ahedemedsi di
live an average of eight years, and some will live more than 20 years from the beginning

of the disease. More than 70% of people with Al z
cared for by family and friends. Medicare and most private health insurance do not cover

the long-term care that most people with dementia require. The average lifetime cost per

patient is $174,000. By the year 2050, unless a cure is found, an estimated 14 to 16

million Americanssdseasel?’ have Al zhei mer d

The King County Dementia Partnership (KCDP) received grant funding to develop
specialized services for people with dementia, including:

Dementia day service

Dementia Enhance Fitness program
Dementia family support consultation, and
Family caregiver consultation.

The Dementia Partnership offers caregiver workshops focused on early-stage dementia
and accessing Family Caregiver Support Program and Medicaid, as well as workshops
developed for Hispanic/Latino and Chinese audiences. The demand for KCDP services
is growing as more people find out about the program. ADS will continue to work with
partners to expand the partnership to reach more people in the future.
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Chronic Care Management

Patients who use the Chronic Care Model are able to imyhmave
guality of care and delay institutionalization.

Approximately 20% of those who need ongoing care to stay at home do not have family
members to care for them. These people often receive care from paid home care
workers. Home care serves as the foundation for a growing number of people with
disabilities and self-care limitations who wish to remain in their own homes. But people
receiving home care often need help managing their chronic conditions.

In recent years, ADS has adopted the Chronic Care Model® to improve the quality of
care and to delay institutionalization for case management clients. The Chronic Care
Model (which is illustrated in Figure 24) places the health care system within the bounds
of community resources and policies. Productive interactions between an informed,
activated patient and the health care practice team result in better health outcomes. RN
Care Managers plan a key role in coaching patients in problem-solving and self-
management so that the patients can navigate the complex community and health care
systems.

FHgure24. ChronicCare Mod#

Chronic Care Model

Health System

Community Healtt';e (;are Organization 5o

. Seif- ery 1
Resources and Kiknagemeni System Dsfg;:': ltcrmation
Policies Support Design Systems

Activated
Patient

Functional and Clinical Outcomes

AREA PLAN ON AGING 2010-2011 88 SECTION C-5
INCREASING INDEPENDENCE



Intensive Chronic Care Managem@@iCM)

ADSA has piloted an intensive chronic care management model in partnership with
several Area Agencies on Aging in Washington State. The RN Care Managers work
with each client to:

e Assessthec!|l i ent 6s medi cal and soci al needs;
¢ Identify individual health goals the client hoped to achieve;

e Link the client to evidence-based preventive care measures, such as medication
management, home-based physical activity, nutrition counseling, and oral health;

¢ Educate the client about pertinent health conditions and help the client access
educational materials and resources such as

e Assist the client in coordinating care with primary care providers.

ADS will continue to work with ADSA to further develop the ICCM model and to
implement the model in King County for case management clients with chronic
conditions.

King County Care Partners

ADS has worked with its partners to create a better system to help
coordinate patient camith medical providers.

In 2005, ADS joined Senior Services, Harborview Medical Center, and four community

health centers to form King County Care Partners (KCCP) to provide chronic care

management for adult patients who are eligible for Medicaid. DSHS Health Recovery

and Services Administration (HRSA) funds KCCP to offer care management, education,

and assistance, and to help eligible patients cc
goals are to:

¢ Identify Medicaid clients who need care management, using predictive modeling;

e Support medical home development for Medicaid clients;

e Improve health outcomes for program enrollees using evidence-based medicine;
and

¢ Intervene with enrollees to prevent avoidable medical costs by improving self-
management skills.

AREA PLAN ON AGING 2010-2011 89 SECTION C-5
INCREASING INDEPENDENCE



The community-based organizations that make up KCCP engage high-risk clients in
care management; connect clients to medical homes; and improve clinical outcomes and
reduce unnecessary utilization. ADS RN Care Managers conduct comprehensive client
assessments, connect patients to a medical home, and, together with the clinic team and
the client, develop and implement care plans.

RN Care Managers work with high-risk patients up to 12 months, beginning with an in-
person, comprehensive assessment that includes validated screening tools for health
literacy, functional status, alcohol abuse, pain, depression, substance abuse, and self-
management skills. RN Care Managers help clients develop a self-management care
plan based on goals the clients set for themselves. RN Care Managers also:

e Coach patients on how to communicate most effectively and get the most out of
their medical home clinic team;

e Work closely with coordinators within each clinic system to assure good
communication across the sites where a client may be accessing care (such as a
community mental health center, specialty internal medicine clinic, or medical
home);

¢ |dentify and remove barriers that prevent clients from self-managing their chronic
illnesses; and

e Connect clients to community-based resources that can enhance their ability to
achieve self-management goals.

The clinics focus on providing physician services and clinic-based disease management
strategies, consistent with the Chronic Care Model. They will establish the medical care
plan, follow up on results from RN Care Manager assessments (for instance, confirming
a diagnosis of likely depression identified through screening and treating and/or referring
the client as appropriate); and develop systems to assure evidence-based clinical
interventions and routine medical monitoring of common chronic conditions by using
existing registries and developing new ones. As well, the clinic-based care coordinators
serve as a single point of contact to enable high-risk clients to access the medical home
quickly and efficiently, and, when necessary, provide close follow-up of particularly
unstable clients through regularly scheduled phone calls.

One of KCCPOGs greatest | everage points in terms
development of a data system to improve communication across the care continuum.

Partner clinics can access electronic assessment, plan care, and look up data for their

KCCP patients. In turn, KCCP RN Care Managers wi
records when possible. Such close communication will help care providers synchronize

their care for each patient.
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Personal Health Records

Personal health records are a tool to support patientered
health and longerm care.

A personal health recordisauser-f r i end | y ifeither®ebabased or on paper i
that allows patients to gather all their health-related information in one place. The
document includes the patientédés personal
and long-term diagnoses, self-management and lifestyle goals and action steps,
treatment goals, names of prescriptions, medications and allergies, and advance
direc¥ives. o

Patients can choose to store their health information on a secure server and can give
viewing permission to their family members, physicians, and emergency personnel.
Patients also have the option to print their health record to take to appointments or keep
in their wallet or purse.

In King County, a large proportion of people of all ages, with or without a disability, have
a computer in the home. Given this high level of computer use in our community, as
Figure 25 shows, ADS will promote the use of electronic personal health records for as
many older adults and people with disabilities as possible.

Hgure25. Percentage of People with a Computer in the Home
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Elder Abuse

Approximately 450,000 older adults in the U.S. were abused during
1996.

TheNati onal Center on El der Abuse (NCEA) defines
intentional, or negligent act by a caregiver or any other person that causes harm or a
serious risk of har’hAbusemagincludel ner abl e adult. o

Physical abuse;
Emotional abuse;
Sexual abuse;
Exploitation;
Neglect;
Abandonment; or
Self-neglect.

Selfnegl ect is characterized as threatening oneos
not providing oneself with adequate food, water, clothing, or shelter. According to NCEA,

self-neglect accounts for the majority of cases reported to Adult Protective Services.

Most self-neglecting elders were 80 years old or older (45%), and over 75% of them

suffered from some level of confusion.*

The National Elder Abuse Incidence Study found that approximately 450,000 older
adults in the community were abused during 1996, adding older adults who experienced
self-neglect, this number rose to about 551,000 for that year.93

-
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Other important findings of the National Elder Abuse Incidence Study include:
e Female elders are more likely to be abused than males;

e Those 80 years and older are abused and neglected two to three times more
often than other older adults;

o A full 90% of perpetrators are family members, with adult children being the most
likely perpetrators (47%); and

o African American elders were over-represented in reports of neglect,
financial/materials exploitation, and emotional/psychological abuse, while those
from other racial and ethnic groups were under-represented.®*

A 2007 survey of King County Elder Abuse Council members identified the need for
improved services and interagency collaboration to prevent and respond to elder abuse
inKing County.*The Councilés priorities include:

¢ Expanding gatekeeper training;

¢ Increasing coordination among agencies to investigate and respond to reported
abuse;

e Enhancing caregiver support services; and

e Supporting expanded geriatric mental health and substance abuse services.

Endof-Life Options

It is important to let health aaproviders and loved ones know
our wishes for treatment at the end of life.

Most people value their independence and ability to make decisions for themselves. No
one ever wants to think they may someday be unable to make their own decisions,
especially when it comes to health care. But sometimes medical situations arise that
prevent people from communicating their wishes about medical intervention and/or life-
prolonging care.

In Washington State, we have the right to make our own health care decisions. Under

the principle of #fAinformed consent, o medical car
can make an informed decision. Advance planning reduces uncertainty about how an

individual may want to be cared for at the end of life.
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By making choices in advance, many will find peace of mind, knowing that their wishes
will be carried out in the event of a medical crisis. Family and friends appreciate the
guidance when plans are in place.

According to the Center for Gerontology & Health Care Research at Brown University,

ithe care of seriously il/l and dying persons off
health care system provides competent, coordinated, and compassionate care. Key to

the quality of care for seriously ill and dying persons is that medical care be patient-
focused and family-c ent er ed. 06 To that end, the Center coll
about end-of-life and advance planning directives in Washington State:

e In 2001, 41.5% of nursing home residents in Washington State had an advance
directive, compared with 36.4% for the U.S. as a whole; and

e I n the same year, 51% of Washingtonds nursin
Resuscitate order, compared with 44.7% of nursing residents nationally.*®

It is important to let providers and loved ones know our wishes for treatment should
there ever be a near-death experience or other medical crisis that prevents us from
expressing our wishes. Most health facilities assume individuals want all available
medical treatment, including life-sustaining care, unless directed to do otherwise. Under
Washington State law, a Health Care Directive (also known as a Living Will or Directive
to Physicians) and a Durable Power of Attorney for Health Care can help convey wishes
for future medical care including non-treatment. Some people choose to use both. When
traveling, it is also important to consider taking copies of your documents with you, as
other states may honor these forms.
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GOAL: Increasing Independence for Frail Older Aduld People
with Disabilities

To offer services that increases the independence of frail older adults and adults with
disabilities.

Total ADS funding committed to Increasing Independence for Frail Older Adults and
People with Disabilities is $34,449,899. In addition we are also proposing to carry out the
following objectives.

OBJECTIVESncreasing Independence for Frail Older Adults and
People with Disabilities

In-Home Services

1. ADS will review current utilization of interpreter services and evaluate areas for
efficiencies. (December 2011)

2. In coordination with the Aging and Disability Services Administration (ADSA) and the
Veterans Administration, ADS will develop and implement a Veterans Directed
Services Program pilot in King County. (December 2011)

3. ADS will coordinate and evaluate the effectiveness of a pilot project where nurses
and case managers co-manage cases with medically complex clients. (December
2011)

4. ADS will work with home care agencies to develop emergency preparedness plans
for addressing client needs in an emergency. (December 2011)

Family Caregiving

5, Use the new State Unit on Agingdéds TCare Caregi
family caregiver program resources. (December 2008) Completed

6. Integrate the Kinship Navigator function into the information and assistance model of
caregiving. (December 2009) Completed

7. Advocate for increased funding for Kinship Navigator supports and adult day
services, respite, support groups, training, and informal caregiver supports for family
caregivers. (December 2011)

8. Work with ADSA and local partners to seek funding for the continuation of the
Dementia Partnership Project. (December 2008) Completed

Chronic Care Management

9. Advocate for funding to implement Intensive Chronic Care Management for at least
200 case management clients in King County. (December 2011) (Baseline: 0)
a. Increase by 60 the number of case management clients who reduce fall risk due
to participation in a home-based physical activity program (Baseline: 15 per year,
60 by 2011).
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b. Increase the availability of medication management for 20 case management
clients in East and South King County.

c. Find partners and seek funding to distribute inexpensive procedures to improve
or maintain oral health such as chlorhexidine rinses to clients in need.

d. Develop Caregiver Continuing Education Training modules that support client
chronic care management in the areas of fall prevention, oral health, nutrition,
and smoking cessation.

10. Prevent avoidable medical costs for up to 2,000 King County Care Partners (KCCP)
clients by helping them improve their self-management skills. (December 2011)
(Baseline: 2006 Average annual medical costs for 115 high risk clients = $2,220,596;
average cost per client $18,514)

a. Increase by 150 the number of King County Care Partners clients 60 years
and older who are screened for fall risk.

11. Create an online library of health education materials related to self-management of
chronic conditions and make available to aging network partners. (December 2009)
Completed
a. Incorporate topics such as: smoking cessation and oral health.

b. Translate materials into at least three languages.
c. Include culturally appropriate materials.

12. Seek additional federal/state funding to pay for Aging Network chronic care
management for Medicare/Medicare high utilizers (December 2011)

13. Create new partnerships with the Division of Developmental Disabilities network.
(December 2008) Completed
a. Assume contract responsibility for developmental disabilities home care in 2008.
b. Identify current ADS clients who are also served by the Division of
Developmental Disabilities network.
c. Develop appropriate outreach materials.
d. Train staff on the needs of older adults with developmental disabilities.

Personal Health Records

14. Explore partnerships to make an electronic personal health record available in King
County. (December 2009) Completed

Elder Abuse
15. Increase to 275 the number of annual gatekeeper referrals to Information and

Assistance agencies. (December 2010) (Baseline: 246)

16. Work with the Elder Abuse Council of King County to seek funding to address the
needs of victims of elder abuse, including emergency housing options with services.
(December 2011)

17. Help the Advisory Council advocate for and monitor elder abuse legislation.
(December 2008) Completed
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End-of-Life

18. Partner with aging and health organizations to launch an educational campaign
about personal planning tools and advance directives that help individuals express
how they want to be treated if they are seriously ill and unable to speak for

themselves. (December 2009) Complete

a. Link senior center members and others to new State Department of Health
website with advance directive materials.

b. Promoteend-ofl i f e education such as fAFive Wisheso
families.

19. ADS will inventory the agencies who offer counseling and information related to
hospice/palliative care and advanced directives. (December 2010) (New)
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AREA PLAN INDICATORS

How will we know if weavesuccee@d? The Area
Plan on Aging includes indicators to measure
community progress ieaach of our four priority
Issue areas.

Using measures such as program outcomes will help us evaluate
the benefits ADS-funded programs provide. However, our work
extends beyond providing and funding services for clients to

= include advocacy, education, and collaboration as we work to
develop a community that promotes quality of life, independence, and choice in their
activities.

Address basic needs
Improve health and welking
Promote civic and social engagement

Increase the independence for fradexl adults and
people with disabilities

To measure the broader impact of all of these efforts, we use community indicators that
provide information on the health and well-being of older adults in King County. We have
selected a set of statistically valid and commonly used indicators from local and national
data sources that are tracked consistently to allow us to measure trends and progress
over time. Local data are primarily obtained through Communities Count: Social and
Health Indicators across King County, a report from Public Health of Seattle-King
County, which is updated every several years.

Where corresponding data are available, we include national measures to provide a
context for King County trends and figures. National data are primarily drawn from the
Behavioral Risk Factor Surveillance System (BRFSS), an annual, nationwide telephone
survey conducted by the Centers for Disease Control (CDC). Whenever possible, for
both local and national sources, we isolate indicator data for the older adult population.
Unless otherwise noted, therefore, data used represent people ages 65 and older.

We want to thank our partners at Public Health of Seattle-King County and the State of
Washington for compiling and analyzing available data in order to provide us with
statistically valid data indicators for older adults. Table 6 and the charts that follow
summarize these data.
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Table 6Community Indicators

2005 2005 King
Indicator National King County  County
Baseline Baseline Better?
ADDRESSING BASIC NEEDS
Percent of people (all ages) who paid
more than 30% of their income for 45.7% renters  42% renters Y
housing 34.5% owners  39% owners N
Percent of people who are aware of
selected services in the community 80% 55.8% N
Percent of people who use public
transportation 27% 37.6% Y
IMPROVING HEALTH AND WELL-BEING
Percent of people whose physical or
mental health interfered with their 29.50% 35% N
activities in the past month
Percent of people who report being in
good to excellent health 71.2% 80% Y
Percent of people who met
recommendations for moderate physical 39% 50.1% Y
activity
Percent of people who report cutting
size or skipping meals due to lack of 4.0% 4.7% N
money
Percent of people who had a flu shot 69.6% 72.4% Y
Percent of people who consumed fruits
and vegetables five or more times per 31% 32.5% Y
day
PROMOTING CIVIC AND SOCIAL ENGAGEMENT
Percent of people who are active in
three or more life-enriching activities 89% 77% N
Percent of people who volunteer 22.7% 46.2% Y
INCREASING INDEPENDENCE
Percent of people who have someone
to help with daily chores if they are sick 5204 61.5% Y
Percent of people who have someone
to help if they are confined to bed 5204 66.3% Y
Percent of caregivers (all ages) who Not available. Data will be available in 2008.
identify stress as their greatest difficulty
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ADDRESSING BASIC NEEDS

Figure B. Percent oPeople (all age&)ho Paid More Than 30% ofheir
Income foHousing.

Local Baseline: 2005 = 42% of renters; 39% of owners
National Baseline: 2005 = 45.7% of renters; 34.5% of owners

60.0%
50.0%
40.0%
30.0%
20.0%
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% of households who paid >30% of income for

housing

»

™ Renters, National

[ Renters, King
County

B Owners, National

1 Owners, King
County

— Trend: King County
Renters

— Trend: King
County Owners

Local: Communities Count; National: American Community Survey

Figure Z. Percent oPeopleWho areAware ofSelectedServices in the
Community.

Local Baseline: 2005 = 55.8%

National

Baseline: 2003 = 80%

100.0%

People who are aware of selected services in their

community, ages 65+

80.0%

60.0%

@ know of a formal social
senice agency (King

40.0%

County)
® aware of senices in the

community (National)

20.0%

0.0%

2003 2005

Local: 2005 Communities Count; National: Advantage Initiative
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Figure 8. Percent oPeopleWho Use Public Transportation.

Local Baseline: 2005 = 37.6%
National Baseline: 2003 = 27%
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% of elderly using public transportation
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O King County

@ National, 65+
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Local: 2005 Communities Count, ages 65+);
National: American Public Transportation Survey, Ages 65+, Dec. 2005.

IMPROVING HEALTH AND WEEING

Figure 9. Percent oPeopleWhosePhysical oiMentalHealthinterfered with
TheirActivities in thdastMonth.

Local Baseline: 2005 = 35%
National Baseline: 2005 = 29.5%
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BRFSS data, King County and National, 65+
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Figure3Q Percent oPeopleWho ReportBeing inGood toExcellentHealth.

Local Baseline: 2006 = 80.0%
National Baseline: 2006 = 71.2%

General health status is excellent, very good, or
good, ages 65+
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BRFSS data, King County and National, 65+

Figure 3. Percent oPeopleWwho Met Recommendations fdWoderate
PhysicalActivity.

Local Baseline: 2000 = 50.1%
National Data: 2000 = 39.0%

% of people who met recommendations for
moderate or vigorous physical activity
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50 // —
40 P E———
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BRFSS data, King County ahthtional, 65+. Recommendations are defined as 30+ minutes
of moderate physical activity five or more days per week, or vigorous physical activity for 20+
minutes three or more days per week
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Figure 2. Percent oPeopleWho ReportCuttingSize o SkippingMealsDue
to Lack ofMoney.

Local Baseline: 2003 = 4.7%
National Data: 2005 = 4.0%

Local: BRFSS (as reported in Communities Count); National: Advantage Initiative

Figure 3. Percent oPeopleWho Had aHu Shot.

Local Baseline: 2006 = 72.4%
National Data: 2006 = 69.6%

BRFSS, 65+
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