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Al/NA Elders Unmet Needs?




Historical

A Congressional MandatesOlder American Act of
1965

A Indian Health Elder Care Initiativé 990
A Elder Law and Elder Care Law
A Medicaid/Medicare Program July 30, 1965

A Program of All Inclusive Care for the Elderly (PACE)
1997 (BBA)

A Medicaid¢ Community Based Long Term Care
Services 1997



Background

A Continuum of careconcept developed as a
result of provisions in the Older American Act
of 1965



Indian Health Services Elder Care Initiative

Al d t€tSFHad aaAyoOoS SINIeé& mddbdnQa
health issues in the Indian Health System

A 1999 Dr. Michael Trujillo announced
aLiO Aad GKS @Grairzy GKIFG 6S A
very best possible care to American Indians and Alaska Nativ
elders. We do this because so muwdpends on the elders.
The only way we can provide the very best possible care is
by using all available resources, developing new and

Innovative models of care, and avidly seeking out A
O2ftF02NrGA2Y YR LI NIYSNAK,;



My vision for the | ndi
must also include the active participation of
patients and the entire Indian health system in
our common vision of health care access to
"medical homes."

A "medical home" is a patient -centered,
compassionate, comprehensive, and culturally
appropriate model of care.

Robert G. Mc Swai n Director | HS
IHS Home Page 4/09
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NFirst and foremost, t he
population need to be comprehensively

addressed, and care needs to be patient-
centered. o



nNSecond: Providers at al
trained to work In interdisciplinary teams.

é. de very systems need
' er scl pli nary appr oa



Retooling for an Aging America:
Building the Health Care Workforce

Committee on the Future Health Care Workforce for
Older Americans

National Academy of Science Institute of Medicine
2008. Washington, DC.

The National Academies Press.


http://www.nap.edu/catalog/12089.html

NINE QUESTIONS TO ASK YOURSELF ABC
ELDER CARE IN YOUR COMMUNITY

Preventive Care

Focus on Function

Long Term Care

Geriatric Assessment

Palliative Care and Care at End of Life
Knowledge Base

Focus on Quality of Care

Resources

Networking

ORI T O N =

The Elder Care Initiative in 2002
Bruce Finke, MD, Coordinator, IHSS Elder Care Initiative, Zuni, NM




Map of Navajo Area Indian Health Services
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/8-million baby boomers born between 1946 and
1964 begin turning 65 in 2011.

More than 75 % over age 65 suffer from at least one
chronic medical condition.

20% of Medicare beneficiaries have 5 or more
chronic conditions.

Between 2005-2030 the population over 65 will
double.
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Facts

1. Many rural Navajo homdsdganhave special hazards and
challenges; hauling water to isolated home sites is
common.

2. Fuel fire wood burning stoves are the usual form of heat in
rural houses.

3. Few adapted houses have been built by housing
development programs.

4. Housing plus personal care is only available in care homes.
5. Only 16.8% of Navajo Elders poled by the Center on Native

American Aging, reported having respite care available to
them.

6. Families are still the primary care givers.



Aging In place Is the aspiration of most
Navajo Elders

A Of Navajo Nation elders poled by the National
Resource Center on Native American Aging,
98.10% reported that a nursing home is not
avallable to them;

A 98.5% said assisted living services are not avai
to them.



TargetPopulationc At Risk Elders

Functionallympaired olderadults
riskof abuse, neglect, agxploitation
complexcare needs

complexity ofservices

unableto acceshiome/personal care



LargeGap In Needed Services Throughout The
NavajoNation

23% to 30% of Navajelderdacked acces®
basicsupportserviceg nutrition, home makeiservices

Arizona side of the Navajo Nation, some beds are certified
with AZ State Walver program for a low level of caret
skilled nursing care

No avalilable facilities have specialized care for dementia
an estimated 72 to 400 persons in FDSU will require
dementia treatment in comingears
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October 1999 First Case

A 76 year old elderly man
malnutrition

dressed inappropriate for cold weather adequate
shelter

supervised home/personal care
need eye glasses

poor dental care

repeated ER Visits.

Elder Case Management
Coordinated Home Care Support



1.

2.

3.

4.

6.

1999 September Challenges

Report Elder/Abuse Problem
UnreportedElder Abuse, Neglect, Abandoned and Exploitation.

Improvecommunication, partnershipnd workingrelationship with
tribal, state andfederal programs.

Advocacy for elder legal righbenefits, serviceandentitiements.
Limited CBLTCS community resources to support heare

1 Home Care Agency
AHCCGALTCS hired home care provider



o o Po Po o Po  To o Do I

Patient Referrakk At High Risk Criteria

Over 60 Age:
Demential f | KSAYSNRAS tIFNJAyazyQasz {al
Little or no family support (lives alone)

Caregiver stress (caregiver/family overwhelmed and unable to provide
adequate care for patient)

Inability to perform activities of daily living without help (bathing, eating,
cooking, dressing, unable to move around in the home, incontinent)

Malnutrition or unable to get enough food

Unsafe home environment:

Frequent emergency room visits/hospitalization

Multiple chronic ilinesses i.e. diabetes, heart failure, stroke, cancer
Polypharmacyon many medications or unable to take all the medications




why FDIH
Elder Care

Task Force

DINE TS’6SI, GANADO MUCHO, MARIANO
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Fort Defiance Elder Care Task Force formed
1999 1 present (more than ten years)

- build culturally sensitive partnerships and team
work among public, Tribal and private care
providers, local (legal) agencies, community

groups, families, elders and advocates of elders
living on the Navajo Nation.

One Medicaid i funded in-home care company



Vision Statement for Elder Care Task Forc

U Create and deliver a continuum of care for
elders to keep them in their homes and within
their community.

U Requires assistance from a interdisciplinary,
team of specially trained personnel.

U Continue to share knowledge on elder long
term care needsnf{arketing



Annual Goals
Hder Long Term Care Issues

A Monthly Meeting

A Advocacy for elder rightgntitlements, service&
benefits

A Develop/Coordinate Communifgesources
A Community Resource Handbook
A Home Care Services
A Education Conference afttaining(marketing
I Elder Long Term Calssues
I Elder Laws
I Community Resources
I Tribal Leaders



Series of Educations/Conferences

A Raise awareness

A Share knowledge, skills and abilities

A Elders needs and support

A Develop CBHPCS community resources
A Marketing




CONFERENCE/EDUCATION

1st Basic Training 2000:

CHRs, ALTCS Care Providers: Basic Lifting/moving,
Fall Prevention, Nutrition, Home Safety

Dec. 2008

Half Day Training for 10 Home Health Agencies,
CHRs T held in the PT/Rehab Dept.



1st Conference 2004 hLear ni ng Mor e
Di ned El der Care Respons.|
Y5 day - 110 participants, 8 Home Care Companies

2"d 2005 Alzheimer ConferencefiLear ni ng,
Addressing and Respondi nc
bi 0oh heel

3d2006ADi ne® EIl der Abuse, N
Expl ol tation 20060

4t 2007 Housing Conferenceii Res pect , ¢
& Embrace Our El derso




5th July 20081 nDi neo El der Car e
Term Basi s Conferenceo

13 Home Health Care Agencies

Navajo Nation Area Agency on Aging
Apache County Social Services

DNA Legal Aid Services, Inc.

Navajo Tribal Judges

Office of Chief Justices

Executive Director of DNA Legal Aid Services
Department of Youth Community Services
NM State AARP

Three Days attendance: 1,039



2010 Navajo Nation Home Care Agencies (present 37)

Quality Home Care, Gallup, New Mexico

Shi Heart Home Health, Window Rock, Arizona
Home Care Solution, Window Rock, Arizona
Nizhoni Home Health, Chinle, Arizona

Special Care at Home, Inc.

Native American Home Care Window Rock AZ
Soaring Eagles Home Care, Gallup, NM

ZHON Home Care Corporation, Gallup, NM

Circle of Life Home Health, Gallup, NM

Di ned0 EIl der Chihle,A2 Car e,
Hozho Nahasdlii Health Care at Home, Ft. D, Az
Nizhoni Professional Home Care Services, WR, Az
Helping Hands Home Care, LLC (February 2009), WR, Az
Traditional Home Care St. Michaels AZ

Sacred Mountain Home Care Window Rock AZ



MODELS

Patient Care



ELDER CASE MANAGEMENT
Medical Social Work Model

A November 2000

A For at high risk elders for fall, neglect, abuse
and exploitation

A Continuum of Care Plans
A Monitor care plans
A Team review with ALTCS, CHRs



Case Management

A Case Management involves working with multiple agencies
and coordinating services. The concerns are not to
duplicate services and to watch for any gaps in services.
Promotes a strengthbasedpractice effective helping
0N 0S3Ieé OKI G o0daAaf Ra dzLl2y

A Case management encompasses:

I Assessment

| Planning

I Coordinating

I Faclilitating

I Links community resources

i Monitoring of services

i Advocates for multiple services



Interdisciplinary team care.

Collaborative, patient-centered care.
Primary care physicians, nurses, SWs, PT/OT,
pharm.,in-home-care providers, drivers, other

disciplines.

Regular communication i scheduled and
unscheduled.

Fosters culture of shared responsibility, openness
and team.



Interdisciplinary team care.
Improved survival

Better QOL- improved well being, less anxiety and
dyspnea

Higher quality of care - better outcome scores

Higher patient satisfaction. (Patient keeps appointment.
Pt/family involved in care plans)

Lower total costs, fewer hospital admissions,
physician visits, ED visits, and x-rays.



Chronic Care management.

Nurse or social worker - assessment, planning,
education, counseling, care coordination.

Example - management of CHF
Improved satisfaction
Appropriate medication use

QOL and survival

Fewer hospital admissions and days.



Transitional care i hospital to home

Preparation begins before discharge. ( RN, CcHs,
Inpt and Outpt case managers involved in medical rounds, MDT)

RN or NP visits the patient at home:

- medication, equipment, supplies
- teach self-monitoring and who to call.

Continues to pre-admission status or another plan
IS In place.



nNnCare transitions I s a team s|
know who our teammates are o
The Care Transitions Program - Eric Coleman MD

Five questions:

1. Who is involved?

2. What do you know?

3. What is happening now?
4. What should happen next?
5. Questions?

Improved QOL and survival.
Lower total costs, fewer hospital readmissions.


http://www.caretransitions.org/

Programs of All-Inclusive Care for the Elderly (PACE) 1
since 1997

Comprehensive interdisciplinary team care

PACE center I adult daycare, activities, rehab., transportation
Each team member performs an assessment

Group creates a single care plan.

Regular care-planning meetings 1 plan reassessed.

Goal T to keep community dwelling elders at risk for placement
living safely in the community.


http://www.cms.gov/PACE/
http://www.medicare.gov/nursing/Alternatives/PACE.asp

Medicare Hospice Benefit T since 1982

Interdisciplinary team care at end-of-life

Physician medical director
Nurse

Social Worker

Chaplain (Spiritual councilor)
Home Health Aide
Bereavement services

Other- PT/OT/Speech/nutrition


http://www.medicareadvocacy.org/FAQ_Hospice.htm

FDIH Model
Home Based Care Program June
2006

Interdisciplinary
Medical Social Work
Nursing
Diabetes Program



HOME BASED CARE PROGRA

A In summer of 2005sipatient was admitted

A Grew out of the need to provide
C Post acutehospital care
C Subacute
C Chronic care of certain high risk outpatients
C Hospice and palliative care in the home



HBC GOAL

A Provide direct care services to the highest risk
patients in their homes and through the Home
Based Care Clinic

A Intervention is reduce or eliminate
nospitalizations in this high risk patient
population.




NO FORMAL HOME CARE OR HOSPICE PROGR

C Patients requiring these services were either
kept in the hospital for long periods

C Were transferred far from home
C Or did not receive these necessary services
C Services kept patient and family together.



NFirst and foremost, t he
population need to be comprehensively

addressed, and care needs to be patient-
centered. o



FDIH Home Based Care/Medical Care
Management Programs

Home Based Care/palliative care Nursing
Medical Social Services
Diabetes Program

(8) MSWs, (6) nurses, ( 2 1/2) physicians,
psychologist, coder, biller/bus. manger, Pt.
Reg./Benefits Coordinator and (2) secretaries.

(3) supervisors 1 MSW, HBC Nursing , DM



Comprehensive Elder Assessmen

A Comprehensive means a lot of different
medical services provided at one
appointment.

A Elders are over the age 80

A Assessment means cheuak for all health,
medical, dental, eye, hearing needs are met.



Too Joo To oo Joo Too To o Too To To o To o T I

EHR; COMPREHENSIVE ELDER ASSESSME
66 YO Navajo Male, referred from INPT

Current Pat. Status: Inpatient
Ward: MSU

Order Information

To Service: COMPREHENSIVE ELDER CARE
Attention: MARTIN,LUCINDA R
From Service;: MSU

Requesting Provider: CHONG,CHRISTINA M
Service is to be rendered on an INPATIENT basis

Place: Bedside

Urgency: Routine

Orderable Item: COMPREHENSIVE ELDER CARE
Consult: Consult Request

Provisional Diagnosis: colon cancer

Reason For Request:

pt admitted withmetasticcolon ca s/p resectiorxrt, and currently on
chemo



Prioritization- Full/Mini CEA

A Palliative and Respite care
AMSU and ER Referral

A Newpcp

A Other



o o Po Po o Po  To o Do I

Patient Referrakk At High Risk Criteria

Over80 Age:
Demential f | KSAYSNRAS tIFNJAyazyQasz {al
Little or no family support (lives alone)

Caregiver stress (caregiver/family overwhelmed and unable to provide
adequate care for patient)

Inability to perform activities of daily living without help (bathing, eating,
cooking, dressing, unable to move around in the home, incontinent)

Malnutrition or unable to get enough food

Unsafe home environment:

Frequent emergency room visits/hospitalization

Multiple chronic ilinesses i.e. diabetes, heart failure, stroke, cancer
Polypharmacyon many medications or unable to take all the medications




o To o Do o Do I Ix

Initial Phase CEA

At Risk Criteria
Screen/intake/assessment
Weekly case discussion
MSW to contact pt and family
Does and does not consent
CEA appointment

Elder Case Manager complet@spsychosocial
assessment

Pt and family confirmsg transportation arranged



nNSecond: Providers at all
trained to work In interdisciplinary teams.

é. de very systems need
' er scliplinary appr oa



Second Phase

Comprehensive Elder Assessment (CEA)
Same day services provided on Tuesday I 4 pts and
Wednesday 1 2 (total 820 patients since 2006)

Social Services 1 biopsychosocial , family
Rehabilitation/PT - gait, falls prevention
Dental - partial and dentures

Audiology

Benefits T PBC enrolls in M/M, LTCS
Physician T H and P/medication review

Other T Navajo Interpreter

Family meeting

Navajo Traditional Ceremony (new hogan )



Comprehensive Elder Assessment

A Health Care Needs:

Medical exams/treatment
Psychology MSE
Dental/denture

Hearing Test hearing aids

Medical equipmentwalker,
cane, wheelchairs, portable,
oxygen tank, eye glasses

Medication
Transportation

State Medicaid Eligibility
Home/Personal Care,
transportation Services

A Home Care Needs:

Wheelchair ramps

- Safety Rails

T
|
I  Shower Bench
:
|
|

Adequate housing
Bedside commodes

Home Oxygen
tanks/concentrator

Hospital Bed
Transportation



Activities of Dally Living (ADL)

Feeding
Dressing
Bathing
Tolleting
Transferring



Instrumental ADL (IADL)

Cooking
Housekeeping/cleaning
Finances

Shopping

Transportation

Laundry

Selfadministering medications
Using telephone



14/05/2008
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Third Phase CEA

A Lunch provided to pt, family, caregiver
A Medical Provider sees patient

A At 2:00 pm the interdisciplinary team meets
with patient and family

A Interdisciplinary team shares their summary
on findings and recommendations



INTEGRATE CULTURAL & TRADITIOBRXCHINGS

A Use patient/family traditional/cultural knowledge to
develop relationship andareplans

A Issues:

I Learn from patient/family/caregiver
| Family roles and responsibility

| Family Meetings

I Translation/interpretation

|

|

|

I Psychosociahssessmentamily hx, dysfunctional)
I Traditional/Cultural Practices
I Spiritual Belief



Elder Care Issues

Alzheimer
Dementia
Chronic Condition
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HOME BASED CARE PROGRAM
End of Life

The Fort Defiance Indian Hospital, Home Based
Care Program would like to help you make a
choice regarding your wish to die naturally with
dignity and respect.

In signing below, | acknowledge that when that
time comes, when my last breath leaves me, |
choose to die I n peace t



ToTo PoTo  To o PoTo Do To Do o Do o Do o Do o Do o Do To I o

EHR; MCM- HOME BASED CARE

REASON FOR REQUEST:
LOCCurreriat. Status: Outpatient

Order Information

To Service: HOME BASED CARE
Attention: RN SUPERVISOR
From Service: MGNDME BASED CARE

Requesting Provider: DOMER,TIMOTHY
Service is to be rendered on an OUTPATIENT basis

Place: Consultant's choice
Urgency: Routine

Orderable Item: HOME BASED CARE
Consult: Consult Request

Provisional Diagnosis: Medication checks.

Reason For Request:

LOCATION OF PATIENT HOME:
Hunter's Point

TYPE OF NURSING SERVICES REQUESTED
Weekly medication checksee note from today.

REQUESTED FREQUENCY OF VISITS BY HOME BASED CARE NURSE:
weekly for the next several weeks then € 2veeks.

SIGNIFICANT PAST MEDICAL HISTORY
RA, DM, CHF.

Frequent falling



Causes of death US vs
US top 11 (CDC 2005):

Heart Disease
Malignancies

CVA

COPD

Unintentional injuries
Diabetes

Al zheil mer 0s
Acute resp. iliness
Renal disease
Septicemia

Suicide

.. Native Americans
Al/AN (2000)

Heart disease
Malignancies
Unintentional injuries
Diabetes

CVA

Liver disease

COPD

Suicide

Acute resp. iliness
Renal disease
Homicide
Al

15 Z hel

mer O0S



Dementia

109/224 ( 48%) diagnosed with dementia at CEA.

Only 27/109 (25%) had previous dementia code.

75% of community-dwelling elders with
dementia are undiagnhosed.

Effective interventions for patients, families and
the system depend on early recognition.



Patient Self Determination ACT of
1990

At FGASYGQa wAa3dIKG G2 |
I Medical care

I And to execute Advance Directive

ALiving Wills; a person specifies if he/she does not wish
to prolong his/her life: DNR or DNI

ADurable Power of Attorney for Health Categ K2 & A
speak for patient, when patient can speak for
0 KSYaSt gSa dé

A FOCUS ON QUALITY OF LIFE, dignity and
respect



DMPOA and Advance Directives:
(Current Quarterly PI-QA Report)

CEA September 2009-March 2010:
DMPOA and AD recommended: 67/75 (89%)
DMPOA established: 65/67 (97%)

AD: 57/67 (85%)



Followed at home by HBC nurses: 286
50-70 followed at any one time.
Patients followed until death: 94

Deaths at home: 16 (17%)



Coding, billing, collecting

In FY 2007 and 2008 a total of $1.8
million billed for services provided directly
through the HBC/MCM programs.

$1 million has been collected.



Historical

A Congressional MandatesOlder American Act of
1965

A Indian Health Elder Care Initiativé 990
A Elder Law and Elder Care Law
A Medicaid/Medicare Program July 30, 1965

A Program of All Inclusive Care for the Elderly (PACE)
1997 (BBA)

A Medicaid¢ Community Based Long Term Care
Services 1997



Indian Health Services Elder Care Initiative

Al d t€tSFHad aaAyoOoS SINIeé& mddbdnQa
health issues in the Indian Health System

A 1999 Dr. Michael Trujillo announced
aLiO Aad GKS @Grairzy GKIFG 6S A
very best possible care to American Indians and Alaska Nativ
elders. We do this because so muwdpends on the elders.
The only way we can provide the very best possible care is
by using all available resources, developing new and

Innovative models of care, and avidly seeking out A
O2ftF02NrGA2Y YR LI NIYSNAK,;



My vision for the | ndi
must also include the active participation of
patients and the entire Indian health system in
our common vision of health care access to
"medical homes."

A "medical home" is a patient -centered,
compassionate, comprehensive, and culturally
appropriate model of care.

Robert G. Mc Swai n Director | HS
IHS Home Page 4/09
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VISION STATEMENT

X Create a continuum of care for our
elders to keep them in their
homes and within their
community ©ct. 1999






