FY10 United Way Mid-Year Report

Program:  Adult Care Centers and Health Services

Agency:  JABA
Date:  January 29, 2010
1. For the current funding period, please highlight your program’s goals, activities and results, noting any changes to your original plan/proposal.  Include any relevant budget and/or financial information.  Limit your response to no more than one page.
Program:  Adult Care Centers—(ACC)—Hillsdale and Louisa

Adult Care Centers (formerly Adult Day Healthcare) provide a safe, protected daytime environment for adults with special needs who are unable to be alone during the day.  Most of our members live at home with family who must work during the day or who need respite from the responsibility of caring for their loved ones 24 hours a day.  Our members are treated with dignity and are engaged in a service which offers healthcare, purposeful therapeutic activity and vital socialization within an informal group setting.

The staff in the centers is dedicated and committed to offering a caring environment with a culture that promotes quality person centered care utilizing an interdisciplinary team approach. Services include healthcare screening; health promotion; therapeutic recreation; speech, occupational and physical therapy; exercise and leisure programs; companionship and socialization; assistance with activities of daily living (personal care); enhanced nutrition (featuring local foods when available) and medication management.  To date 114 clients have attended JABA’s two Centers during FY 10.

While day care is the least expensive of the community based services, there are many families who need financial support to participate.  Without the funds available through the United Way, caregivers and members would face long days at home.  At our current level of funding, there are still unmet needs.  There are approximately eight members who would attend more days during the week if there was more scholarship funding. 

Highlights of program enhancements which will assist us in surpassing our goals include but are not limited to:

· Care plan goals for all members are monitored by staff on a monthly basis;

· Over 60% of our members are currently part of the “Walking Club” to increase mobility;

· Our support group has expanded to two sessions, one during the day (Tuesday, 1-2:30 PM) and one in the early evening (Thursday, 5-6:30 PM) to accommodate working caregivers;

· Half-day and drop-in services continue to be available for members;

· Saturday service is now operational, serving an average of 7 clients per day, from 9 AM to 3 PM.
Program:  Health Services
From July through December, 2009, JABA Health Services has provided direct health services to 379 clients. Services are provided at 8 community centers and 5 senior living sites. Plans to bring the Westhaven Clinic fully under JABA management have been delayed because of funding challenges. Inspite of this setback, a registered nurse has been assigned to provide services at the clinc 4 hours per week while additional funding source are explored. The Health Services program continues to  provide health screenings, minor treatment, health promotion and counseling, as well as care coordination to the elderly, thereby providing an opportunity for more active, healthy lifestyles. The ultimate goal is to assist the clients to age in the places of their choice. 

2. Please share a success story from your program.  We are especially interested in stories that show a long-term impact on a person or family, and stories that show collaborations or referrals with other community programs in meeting a client’s multiple needs.

Success Story:  Adult Care Centers
Hillsdale ACC—Mr. H is a 56 year old white male who presented with bi-polar disorder, anxiety disorder, diabetes, hypertension and mild intellectual disability.  His twin brother was intent on placing Mr. H in a nursing home because he and his wife worked, and Mr. H. exhibited a number of troubling behaviors including bouts of depression. Mr. H’s brother came to JABA to locate an appropriate nursing home, and Adult Care staff suggested that Mr. H try this program.  Mr. H. responded positively to this setting and was soon engaged in many of our activities.  He was particularly fond of dancing, and his presence became quite popular with the female members of our Center.  After three months at the Center, staff recommended that Mr. H. look into moving to Mountainside Senior Living, JABA’s assisted living site.  His transition there was successful, and he found himself helping out whenever needed.  Mr. H. liked his new environment, but missed the daily dancing.  We arranged to have him come back to JABA’s Adult Care Center on a daily basis to help our members and to ask all the ladies to dance.  Mr. H. started volunteering for discussion group, Walking Club, exercise group, serving lunch, clearing the tables and one-to-one attention to many of our members. In October of 2009, staff suggested that Mr. H. apply for the Senior Community Service Employment Program (SCSEP), a federally funded program that pays enrollees participating in job training programs.  He applied and is now employed by the Goodwill SCSEP program for 20 hours per week receiving $8.25 per hour and receives his training at JABA.  Mr. H. still dances with all the ladies, and there is a spring in his step for he now has a purpose and best of all, a job to validate his self worth.   

Louisa ACC—Ms. S is an 83 year old female who attends our Center four days a week.  Ms. S started coming to our Community Center three days a week until her medical conditions prohibited her from attending.  She has been attending the ACC for the past year and a half.  Over that period of time she has become like family to our staff and other members of the Center.  Recently, staff noticed that Ms. S was not looking well.  Her color was changing and her skin had a yellow tinge.  We consulted our Nurse Practitioner to help get Ms. S seen by her family physician.  After talking to family we set up an appointment for Ms. S to be seen.  Ms. S has a diagnosis of problems with her liver and pancreatic cancer.  When talking to Ms. S’s family they informed us that they wanted to keep her life as normal as possible for as long as they could.  They said that they were very pleased with the care and attention that we pay to each of our clients including their mother.  Ms. S is still attending our Center and enjoying her time here.  As family, friends, and staff watch her health slowly decline, at the Center we keep her stimulated and active, ensuring her the quality of life she wishes to enjoy for her remaining time.    

Success Stories:  Health Services
Community Center—Mr. and Mrs. R, ages 90 and 88, respectively, have attended the JABA Scottsville Center for a number of years.  Married for over 60 years, their three adult children and grandchildren all live outside of the area.  They have received primary care through a physician in Charlottesville for many years and their children try to see to various other needs.  Mr. R, a retired  minister, strives to attend various church services and is still available to occasionally fill empty pulpits in the region.  Their recent health issues have involved hypertension and asthma management for Mr. R and a significant hospitalization and long stay in a Charlottesville nursing facility for Mrs. R, who sustained several spinal compression fractures.  Both of these JABA clients have been vital, vibrant members of the center and have been participants in many programs, fundraisers, member recognitions, member’s funerals and musical extravaganzas.  

Over the past two years, however, there have been many occasions to illustrate the physical and mental decline of both members of this couple.  Mrs. R has demonstrated increasing evidence of dementia with short term memory loss, obvious forgetfulness and some inappropriate behaviors while at the Center (speaking loudly and disruptively during others’ presentations, guest speakers, etc.).  Mr. R has had greater numbers of complaints about primarily minor issues and has expressed his exasperation about his caregiving duties for his wife.  During the fall of 2009,  JABA staff (the Center Manager and Nurse Practitioner) were called upon to give extra help to this couple during a major community fundraising event and were distressed to observe Mr. R as he was trying to manage their automobile when leaving the event.  The Center Manager was assisting Mrs. R as she entered the car and settled into the passenger’s seat.  Mr. R failed to apply the brakes and the vehicle began to roll backward.   After both were ready to leave (and the NP reminded Mr. R to buckle his seat belt before proceeding), Mr. R depressed the accelerator, and the vehicle lurched forward.  After regaining control, he drove past a children’s playground and through a stop sign adjacent to the playground without stopping on a right-hand turn.  The JABA staff decided at that moment that some action needed to be taken.

After consulting with each other, they decided that instead of calling DMV, the NP would contact the family, beginning with a daughter who is an RN residing in Richmond, VA.  That daughter requested that her older sister residing in North Carolina be notified as well, and then they would consult with each other about how to proceed with these issues.  Having raised the subject of safe driving in the past few months, they were reluctant to do so again, as their father was extremely angered by this discussion.  
Over the course of two weeks, the NP worked with the family who ultimately decided to request restricted driving in the Scottsville area only.   In addition, the daughters were receptive to the NP’s suggestion that JAUNT be offered to assist their parents.  (The NP had already contacted JAUNT administration about this possibility and had determined timing, cost, etc.)  The daughter in NC volunteered to buy a book of tickets to pay for this transportation, and it was arranged by the NP.  The Center Manager has been extremely supportive of all of these efforts. 
This situation is in progress and implementation is not yet completely smooth, but the door of communication/collaboration between community services has been opened to help assure the health, safety and well-being of this greatly respected couple, held in the affection of so many, hopefully making it possible to continue attending the Scottsville Center.  
Housing Site—Ms. K is a 70 year old female with a history of hypertension, some seasonal allergies, and mild arthritis. She has been totally blind for many years. She is a proficient reader of Braille. The nurse began to work with her about 4 months ago when Ms. K called the clinic to request a home visit to have her blood pressure checked.

At the time of the visit, Ms. K informed the nurse that her doctor had put her on a new hypertension medication, and she wanted to have her blood pressured monitored.  They agreed on weekly home visits to monitor her blood pressure, provide information regarding her medication and diet management.  She has been very committed to complying with all aspects of her disease management regimen.

Most recently her primary care physician requested that she have a colonoscopy. An appointment was scheduled and instructions were sent to her home. When the nurse went to her home for a previously scheduled visit, Ms K had filled her prescription for the pre-procedure prep but had limited instruction on what needed to be done prior to the procedure. The nurse meticulously explained what she needed to do. Her procedure was scheduled for the following Monday. Because Ms. K has limited family assistance and no one was available to help her mix the colonoscopy preparation on Sunday, the nurse contacted the Digestive Health Center to explain the dilemma.  She was instructed that the prep could be mixed up to 72 hours in advance. The nurse who works in the clinic on Friday was able to assist her with mixing her medication. Because the instructions for taking the prep specified the amount to be taken per hour, the correct sized glass was selected by the nurse for Ms. K to use to facilitate accuracy in taking the medication. JAUNT was scheduled to transport her to the clinic and her daughter was to pick her up after the procedure.  Everything was in order.

On Monday, the nurse received a frantic call from Ms. K informing her that the Digestive Health Clinic had called to confirm her appointment but also informed her that she could not have the procedure done if she weren’t accompanied by someone on arrival. The nurse made a call to the Digestive Health Center from Ms. K’s apartment. She spoke to the charge nurse and explained that although Ms. K is blind, she is very capable, knows her medical history and could answer any pertinent questions regarding her health.  She also reiterated that her daughter would be there to pick her up after the procedure was completed. The charge nurse consented to having her come alone. The nurse then called JAUNT to request that she be escorted to into the facility. 

All went smoothly at the Clinic and Ms. K tolerated the procedure well.  Ms. K expressed her gratitude to the nurse for being there to advocate for her when she needed someone to intervene on her behalf. 

3. Complete the following Outcome Measurement update (based on your application for funding) for the fiscal year to date.

	Projected Number of Intended FY10 Primary Beneficiaries:
	161 Adult Care Center
684 Health Services

	Actual Number of Primary Beneficiaries:
	114 Adult Care Center
379 Health Services

	
	
	
	

	Projected FY10
Outcomes 
	FY10 Indicators

Tracked
	FY10 Outcome Results

(provide specific numbers and percentages)

	Adult Care Centers (ACC):
At-risk elderly live as independently as possible in their chosen residences.


	Caregivers report being able to continue with life responsibilities and leisure activities due to the respite provided through ACC.

	The annual survey will be distributed in February, 2010.
To date, staff have provided 208 hours of support group, individual counseling and assistance with paperwork for Social Services and Veteran’s Administration to caregivers.

	
	ACC clients who meet the criteria for institutionalization (needing assistance with 2 or more ADLs for nursing home placement) care are not institutionalized.
	For 6 months, 29 clients who need assistance with 2 or more ADLs and qualify for nursing home placement remained at home for 4,176 days.



	
	All assessed clients will have completed care plans that include measurable personal goals.


	114 clients (100%) have completed care plans including measurable goals which are monitored by staff on a monthly basis.



	Health Services:
At-risk elderly with chronic diseases like high blood pressure and diabetes manage their illnesses and maintain their health there by avoiding exacerbation of their diseases(s) that result in the need for tertiary levels of care.
	Clients whose blood pressure and or blood sugar was monitored demonstrate positive outcomes in managing their chronic disease(s).

	 87% of the 284 clients whose blood pressure was monitored and 80% of the 88 clients whose blood sugar was monitored demonstrated positive outcomes in managing their chronic disease(s)—showed improved, stable, or normal levels.


	
	Through one-on-one health education and health counseling, clients learn to manage their chronic disease(s).

	606 clients improved their knowledge of their disease(s) and general health issues. (This includes clients who attend sessions at four senior living sites; receive one-on-one counseling and/or who attend health promotion sessions at  community centers.)



4.  Impact Report.  We are looking for issues and statistics specific to our local area; you are also welcome to include some general issues that set the framework for the local statistics.  Under the Actual Results heading, we are looking for impact, especially long-term results, not just numbers served. For the Financial Impact section, have each example highlight a different thing (in other words, don’t just multiply the first answer three more times).
Community Needs or Issues Your Program Addresses -- please include at least 3 local issues/statistics and cite your source
Based on 2000 Census data for the Planning District, 12% of the population is 65 years of age and older.  Forty-three percent are male and 57% are female, of which, 33% live alone.  Of those 65 and older, 36.96% have a disability or chronic illness.

The Alzheimer’s Association reports there are 5,937 individuals in the Planning District with Alzheimer’s disease.  This is projected to increase to 8,847 by 2010.  Based on the national population statistics, one-in-ten of those 65 and older are affected and one-in-two of those over 85 years of age have some form of dementia. By the year 2050, the number of persons with Alzheimer’s or a related dementia is projected to triple locally as well as nationally.
Based on 2005 Census data and the Virginia Atlas of Community Health, the following is a picture of the health of seniors in Planning District 10.

	
	Albemarle
	Charlottesville
	Fluvanna
	Greene
	Louisa
	Nelson

	Population 65+
	9,905
	4,490
	2,729
	1,382
	3,202
	2,352

	# With Physical Disability
	2,019
	1,090
	202
	149
	305
	264

	# With Mental Disability
	708
	441
	22
	10
	43
	37

	% With Hypertension
	27%
	21%
	29%
	25%
	30%
	31%

	% With Diabetes
	8%
	6%
	9%
	7%
	9%
	9%


Demographic forces are reshaping how our health delivery and caregiver support systems must operate.  Between 2004 and 2010, the number of people 65 and older in the population is projected to grow 25%, while the total population is projected to grow only 10%.  Between 2010 and 2030, the 65+ population will double. The fastest growing segment of the adult population is among people over the age of 65, particularly that segment over the age of 85. In our area, this group is expected to increase by 50% between 2010 and 2020. More than one third of those age 85 and older need regular care to remain in their homes. Almost half of those age 65 and older are limited in some way, and one out of every five persons needs assistance with major activities of daily living.

Meeting the needs of those cited above is currently being addressed by caregivers who often must also maintain employment or who themselves are elderly. The combination of working and providing care to those in need has a profound impact on the well-being of the caregiver. Currently, approximately one-in-four local full-time employees provides some level of eldercare.  Without support, caregivers are at risk for losing their employment, disrupting family life and stability and/or experiencing significant illnesses that make it difficult or impossible for them to continue to provide care. There is an increasing need for adult day care services.  Furthermore, elder caregivers often have their own health issues, putting them at risk for further illness or injury. 

Compounding the problems of caregivers is that as the aging population grows, the number of professional and family caregivers is shrinking. Baby boomers are the first generation to outnumber their children’s generation. Twenty percent of boomers have no children, and 25% have only one child. There will be fewer adult children to help provide the care of their aging parents. 

At-risk elderly need assistance with basic activities of daily living, without which they are at risk for institutionalization.  Health care monitoring is critical to manage serious, chronic conditions. Monitoring leads to access to medical care that is preventative, not emergent, which is costly and without good follow-up.  

Many elderly are at-risk due to minority status and/or low income.  They are increasingly at-risk for malnutrition, social isolation, displacement due to a lack of affordable housing, premature institutionalization and any number of ailments commonly associated with advancing age and a lifetime of inadequate access to healthcare and other services.

Your Program’s Solutions that United Way Community Impact Funds Support  
Actual Results - based on your stated outcomes; please use percentages and  numbers served to help show outcomes  
Adult Care Centers:  
· The annual survey will be distributed in February, 2010.

· To date, staff have provided 208 hours of support goup, individual counseling and assistance with paperwork for Social Services and Veteran’s Administration to caregivers.
· For 6 months, 29 clients who need assistance with 2 or more ADLs and qualify for nursing home placement remained at home for 4,176 days.

· 114 clients (100%) have completed care plans including measurable goals which are monitored by staff on a monthly basis.

Health Services:  
· 87% of the 284 clients whose blood pressure was measured and 80% of the 88 whose blood sugar was monitored demonstrated positive outcomes (improved, stable or normal levels) in managing their chronic disease(s).

· 606 unduplicated clients improved their knowledge of their disease(s) and general health and wellness issues—272 clients attended health promotion sessions held at the Community Centers.  266 clients received individual health related counseling and 180 clients attended health promotion sessions held at the senior living sites.
Financial Impact of Donations  -- (i.e., $3/week provides…; $5/week provides…; $10/week provides…; $20/week provides….) 

$3/week ($156) provides:  Seven hours of training for family caregivers of members attending Adult Care Centers, providing support, education and counseling to ease the burden of around-the- clock caregiving.
$5/week ($260) provides:  One hour a month of disease prevention education at one of JABA’s eight senior Community Centers and five senior living sites, benefiting all of the clients who attend.

$10/week ($520) provides:  Two hours a month of nursing services in one of JABA’s senior  Community Centers or senior living sites to monitor the health of the clients attending the Center.
$20/week ($1040 per year) provides:  Thirty-two days of scholarship for care at JABA’s Adult Care Centers, which directly benefits the individual attending and one or more family members and/or caregivers.
$30/week ($1560 per year) provides:  One hour a week to clients who need follow-up by a nurse practitioner in their homes.  This can be a result of a primary care physician referral or a condition identified by the nurse or other staff member while the client is attending the senior Community Center.

