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Course Outline 

Who We Serve:  A Look at Disability and Aging Groups
Draft of lesson descriptions, objectives, outline and definitions

Course Description:  
This course is designed for learners who serve all populations in need of long-term services and supports (LTSS) at every level of the No Wrong Door (NWD) system. Learners will be introduced to the quality of life needs common to the different populations they serve in the No Wrong Door system including older adults, persons of all ages with disabilities, and individuals with behavioral health challenges. Workers will learn how diversity and multi-cultural considerations, both of the individuals they serve and themselves, impact their work. They will be introduced to a variety of tools and strategies that will help them to communicate effectively with those they serve and their support systems and understand the person as an individual, while maintaining the focus on consumer direction throughout the process. The course will introduce learners to the signs and symptoms of abuse and neglect among the populations they serve and how to address it when they encounter it; however this topic will be addressed more fully in a future course (Protection and Advocacy). The course will introduce learners on how to link individuals to services and the impact transitions in care can have on an individual. 
Lesson List: (Nine 15-minute lessons)
Lesson #1:  Quality of Life Needs Common to Disability and Aging Groups

Lesson #2:  Quality of Life Needs Common to Populations with Behavioral Health Issues

Lesson #3:  Understanding the Person as an Individual 

Lesson #4:  Diversity and Multi-Cultural Considerations
Lesson #5:  Communicating Effectively
Lesson #6:  Respecting Consumer Control     
Lesson #7:  Linking Individuals to Services  
Lesson #8:  Recognizing and Addressing Abuse and Neglect
Lesson #9:  The Impact of Care Transitions  
Our Target Group of Learners:   
This course is targeted to all workers, regardless of title, who work in the No Wrong Door (NWD) System and who work directly with people who need long-term services and supports (LTSS). There are many titles now (Options Counselors, Independent Living Specialists, Community Living Specialists, etc), the focus is on the development of person centered thinking/planning/practice (PCC) skills in serving those individuals with LTSS needs in the NWD system who serve all populations. Staff will need competencies to understand who we serve in this system regardless of the complexity of their situation.   
The primary audience(s) for this course is:

· Any person who works in the No Wrong Door System
· Any staff member that works with people who are in need of long-term services and supports
· Any person who works with people of all ages with disabilities and/or older adults
The secondary audience(s) for this course is:
· Options counselors

· LTC Assessors

· Peer Support Specialists 
· Independent Living Specialists/Coordinators
· Transition planners 
· Social workers

· Information and Referral Specialists

· Case Managers/Support Navigators/Care Coordinators

· Advocates

· Support Agency leaders

· Frontline Supervisor

· Direct Support Professional (comprehensive, broad support roles and skill sets) 

· Personal Care Assistant or Home Health Aide (limited work roles and skill set)

· Family members of person with support needs

· Persons with support needs

· Medical and service professionals 

· Other (please describe):_____

Why is this course important to the learner and audience:
Long-term services and supports are often complex, fragmented, and difficult to navigate. This can make accessing the right services a daunting task for individuals and their family members. The No Wrong Door (NWD) system supports state efforts to streamline access to long-term services and supports for older adults and individuals of all ages with disabilities. Workers in the NWD system work with older adults and individuals with physical disabilities of all ages. As workers increasingly work with diverse populations of all ages it is critical that they understand the unique quality of life needs of the multitude of populations with whom they work, but also that each person is unique. Workers must also understand how to engage individuals in a manner that is in line with the practice of person-centered counseling; with an empowering and consumer controlled approach; supporting informed choice and tailoring of choices based on an individual’s preference, strengths, and desires.
This course will provide information and resources that apply to people receiving support in the following age groups:

(  Birth to early childhood
( School-age
( School to work transition ( Adult (18-60) ( Adult (60+)

This course will provide information and resources that apply to people receiving support in the following settings:

(   Vocational/Employment
( School/education
( Home
( Community/recreational

( Medical/Health care homes and/or Behavioral health homes       ( Long-term care facilities 
This course will provide information, illustration, and resources that apply to providing support to people with the following needs:

(    Mental Illness
 
     ( Intellectual Disabilities & DD

( Physical Disabilities

(    Significant Physical Disabilities
( Aging Related Disabilities
          ( Dementia



(    Attention Deficit Disorder    ( Traumatic Brain Injury
                    ( Emotional & Behavioral (   Brain and Processing Disorders
( Autism & Spectrum Disorders   ( Substance Abuse or addiction
  

(  Visual/Auditory Impairments
( Other (list) _____Any person________________________
 




Describe in what ways the information in this course might be influenced by diversity issues related to the learner and/or consumer of services (reflect on: culture, race, ethnicity, gender, sexual orientation, age, etc.)
This course is about the multitude of different people who are served by the No Wrong Door (NWD) system, including older adults and people of all ages with disabilities. Awareness of the common quality of life needs and of the cultural and diversity issues of the many populations served by the No Wrong Door (NWD) system is very important for all workers. Learners must also be aware or personal biases, linguistic patterns, and cultural views that may be a barrier to their work. A good understanding of the influences of poverty, race, ethnicity/culture, immigration history, sexual orientation, and concurrent trauma experiences will be helpful. In addition, accessibility efforts, universal design approaches and access to translation services are critical to ensuring access and understanding for all people. Being person-centered and embodying a consumer controlled philosophy in working with all populations will require continual learning in these areas and a willingness to seek specific information and resources as needed to best work with individuals. 

The content of the course will use multiple examples that support an understanding of how these situations can influence the learner’s interactions with others. The content will demonstrate best practices and common challenges that support incidental learning of these core diversity and resources issues while engaging the basic principles and learning outcomes of person-centered thinking content. (For example, explicitly varying examples so that people have different needs, background, education, cultures, sexual orientations and gender expression, methods of communication, etc. Use examples of everyday learning skills that highlight “missing” these critical aspects and the learner correcting course when this happens.) Resources that support further learning and action in these areas will be included. 

If a concept is important to your course and is comprehensively covered in another course identify the other course and how you will handle the overlap: (For example, you may state in one of your lessons that a learner should review the course before starting your course.)

This course is one of the six courses to be developed in the National Training Program, along with a blended learning program that includes a day of classroom/facilitated learning on person-centered plan development and implementation. The learner must complete all six courses: Introduction to Person Centered Thinking and Practice, Person Centered Plan Development & Implementation, Introduction to the No Wrong Door System; Who We Serve: A Look at Disability and Aging Groups; Coordination of LTSS Across Programs and Settings; and Protection and Advocacy.  

Effective person-centered support often requires specific knowledge of medical or developmental conditions, system and services, and local community resources. In addition, advance and ongoing learning in cultural competence and diversity issues is fundamental to being able to support people in ways that are meaningful to them. Learners are urged to continue their growth and knowledge in areas of interest and relevance to their specific positions.  

OUTLINE OF LESSONS

(brief description of each lesson, learning objective, and draft content based on initial research and planning sessions)
Lesson #1:  Quality of Life Needs Common to Disability and Aging Groups     
Lesson #1 Description:

While disability and age are not defining characteristics, they impact an individual's functioning and quality of life. This lesson provides an overview of common quality of life needs that are associated with specific disability and aging groups.   
Lesson #1 Learner Objective: 
State the common quality of life needs for the populations we serve: older adults; veterans; LGBTIQ; and persons with physical disabilities, intellectual or developmental disabilities, Alzheimer's disease, and cognitive impairment. 

Lesson #1 Content Outline:

1. Common issues associated with disabilities
a. Discussion of Disability Culture - what it is, why it is important?
People with disabilities have forged a group identity. They share a common history of oppression and a common bond of resilience. They are proud of their identities as people with disabilities.
Source:  http://www.independentliving.org/newsletter/12-01.html 
b. The quality of life needs of individuals born with a disability, who have always been a part of a community and a culture of disability, may be quite different and those who were once high functioning and have developed a disability. The latter typically go through a period of transition and adjustment as they adapt to living with a disability.   

c. Don't assume there will be outward signs of disability. Invisible disabilities may be present even if there aren't visible indications and assistive devices are not used. Examples are multiple sclerosis and cognitive impairment. Do not attempt to judge the presence or nature of a disability just by looking at an individual.  
Source:  http://www.diversityinc.com/diversity-and-inclusion/but-you-look-so-good-and-7-other-things-not-to-say-to-a-person-with-a-non-visible-disability/
d. The need for services and supports can occur at any time and for any length of time.   These things are not predictable, and workers must be responsive and flexible.
2. Physical disabilities

a. Motor

It is apparent from a CDC (2014) report that the majority of concerns reported by people with disabilities have to do with mobility issues. These can occur as a result of diseases such as arthritis, Parkinson's disease, multiple sclerosis, spine injury, stroke, and nerve damage to the extremities caused by diabetes. Many of the conditions associated with mobility are chronic (they last indefinitely) and have no cure.
Nearly half of all adults with disabilities are inactive and such inactivity has been linked to chronic diseases such as coronary artery disease, stroke, type 2 diabetes and some types of cancer. Inactive adults with disabilities are 50% more likely than those who are active to report one or more chronic diseases. Appropriate supports and accommodations should be made to enable adults with disabilities to get the recommended amounts of physical activity.   

Source: http://www.cdc.gov/mmwr/preview/mmwrhtml/mm63e0506a1.htm?s_cid=mm63e0506a1_w 
b. Sensory

Often occur in advanced age; present at birth or develop later due to disease or accidents;  depending upon severity, may be corrected and improve with aids; examples of aids for vision and hearing impaired; peoples' need for supports will vary based on severity of disability and/or personal factors such as support system, life experience, and individual personality.    

Source:  BU CADER course - Core Issues in Aging and Disability
3. Intellectual and developmental disabilities

a. Intellectual disabilities – this could be characterized as having difficulty in learning and process information; may not understand  abstract concepts - money, time, etc.; communication difficulties - both receptive and expressive; may be unable to read.  

b. Developmental disabilities - including cerebral palsy, autism, may accompany intellectual disability and may limit motor control, social interaction and sensory input. 

c. Severity typically based on IQ score, but level of supports needed may depend on other factors, such as history of family supports; level of self-confidence from prior experiences, etc.      
Sources:

http://www.cddh.monash.org/assets/documents/working-with-people-with-intellectual-disabilities-in-health-care.pdf 
 http://apt.rcpsych.org/content/8/2/138.full 
4. Veterans  

a. Post-traumatic stress disorder - more prevalent due to increased military service, greater numbers of natural or man-made disasters. Briefly describe causes and symptoms. Onset of symptoms may be years after the traumatic event.

b. Physical disabilities associated with service - motor, sensory. 

c. Traumatic Brain Injury - definition, symptoms, many different types; more prevalent recently due to service in Middle East.  

Traumatic Brain Injury (TBI) is defined as, "an injury to the brain caused by the head being hit by something or shaken violently. This injury can change how the person acts, moves and thinks. The term traumatic brain injury is used for head injuries that can cause changes in one or more areas, such as: thinking and reasoning, understanding words, remembering things, paying attention, solving problems, thinking abstractly, talking, behaving, walking and other physical activities, seeing and/or hearing, and learning. (The term traumatic brain injury is not used for brain injuries that happen during birth.)" (NINDS, 2010c).
Source:  BU CADER course - Core Issues in Aging and Disability
5. Common issues associated with aging 

a. As people age, some may develop chronic conditions that impact their ability to perform one or more of the activities of daily living. As a result, they may need services and supports.  

b. Disabilities increase with advancing age. Per the World Health Organization, 10% of  the world population has a disability; that number jumps to 20% among those age 70+ and 50% among those 85 +.  
Source:

Chappell NL, Cooke HA. 2010. Age Related Disabilities - Aging and Quality of Life. In: JH Stone, M Blouin, editors. International Encyclopedia of Rehabilitation. Available online: http://cirrie.buffalo.edu/encyclopedia/en/article/189/

c. Physiological changes - declining heart, lung, kidney, urinary function. Changes in bone health, muscles, balance - falls and serious consequences from falls. Poor digestive function and lack of appetite - inadequate nutrients and calories- declining health. Acute health needs and chronic conditions to be managed. Concerns - living alone when in need of caregiver; lack of ongoing medical care.
d. Sensory changes common - may need to compensate for vision and hearing loss with assistive devices. If not addressed, may lead to social withdrawal and increased functional decline.

e. Cognitive changes - inability to reason and remember - due to Alzheimer's and other types of dementia. Alzheimer's follows specific course, degenerative over 10-15 years. Impacts ability to live independently. Need for help with activities of daily living increases significantly.  
f. Psychological changes are prevalent but under-diagnosed. Depression, a mood disorder, may result from loss of intimacy, diminished productivity, decreased quality of life, and worries about losing independence. Major depression and anxiety are not part of normal aging. Anxiety - definition, symptoms. Anxiety expressed as OCD and hoarding. Phobias common in later life. 

g. Substance abuse - problem drinking or marijuana use; polypharmacy - side effects and intentional or unintentional misuse. 

Source:  BU CADER course - Core Issues in Aging and Disability
6. Issues for Lesbian, Gay, Bi-Sexual, Transgender, Intersexual and Questioning (LGBTIQ) Older Adults and People with Disabilities 
a. Aging in isolation at home; unequal and poor treatment in institutional settings

b. Access to employment has been impeded so they may lack financial security in retirement; more commonly single, childless and estranged from biological family so more dependent on friends and community; continue to receive unequal treatment under laws for some programs and services

Sources: Improving the Lives of LGBT Older Adults: Full Report (2010) http://www.lgbtmap.org/file/improving-the-lives-of-lgbt-older-adults.pdf 
 http://www.lgbtagingcenter.org/resources
http://www.reachoutusa.org/ 

Lesson # 1 Suggested Learner Activities and Interactions:   

1. Read, Analyze and Reflect  
Story of a LGBTIQ veteran with a physical disability that illustrates some of the quality of life needs of this person.
2. Objective questions

Examples
Some of the people you serve will have "invisible" disabilities. T,F  

An individual with a developmental disability will need services and supports that are largely determined by his/her IQ.  T, F 
Needs of elders may be related to:     


A.  Substance abuse     B.  Loss of vision     C. Anxiety disorders   D. All 3
Lesson #2: Glossary of Terms
Alzheimer's Disease

Arthritis

Assistive devices

Autism

Cerebral palsy

Cognitive Impairment

Dementia

Diabetes

Gay

Intellectual and Developmental Disability

Intersexual

Lesbian

Multiple Sclerosis

Parkinson’s Disease

Physical Disability

Polypharmacy

Post Traumatic Stress Disorder

Questioning

Spinal cord injury

Stroke

Transgender
Traumatic Brain Injury
Lesson #2:  Quality of Life Needs Common to Populations with Behavioral Health Issues
Lesson #2: Description:

While having a behavioral health issue is not a defining characteristic, it can impact an individual's functioning and quality of life. This lesson provides an overview of common quality of life needs that are associated with mental health and substance abuse problems.  

Lesson #2: Learner Objective: 
Describe the common quality of life issues of people with behavioral health issues.    
Lesson #2: Content Outline:

1. Behavioral health includes both mental health and substance abuse. Begin with description of mental health issues as well as signs and symptoms that can indicate a problem exists.
a. Sometimes, individual, his/her family members and friends, may notice mild to severe disturbances in thought and/or behavior, resulting in an inability to cope with life’s ordinary demands and routines. 
b. There are more than 200 classified forms of mental illness. Some of the more common disorders are depression, bipolar disorder, schizophrenia and anxiety disorders.  Symptoms may include changes in mood, personality, personal habits and/or social withdrawal.
c. The outward signs of a mental illness are often behavioral. A person may be extremely quiet or withdrawn. Conversely, he or she may burst into tears, have great anxiety or have outbursts of anger.  
d. If you have just met a person, it may be difficult for you to judge whether the behavior you're seeing is typical or atypical, especially if the signs are mild. 
e. If you suspect a behavioral health issue, attempt to have the person communicate how s/he's feeling. Use active listening techniques (covered in the next lesson) to build trust and encourage open dialogue. 
f. Be alert to a description of:
· Confused thinking

· Prolonged sadness or irritability

· Feelings of extreme highs and lows

· Excessive fears, worries and anxieties

· Social withdrawal

· Dramatic changes in eating or sleeping habits

· Strong feelings of anger

· Delusions or hallucinations

· Growing inability to cope with daily problems and activities

· Suicidal thoughts

· Denial of obvious problems

· Numerous unexplained physical ailments

· Substance abuse
Source: http://www.mentalhealthamerica.net/recognizing-warning-signs 
g. Sometimes symptoms of a mental health disorder appear as physical problems, such as stomach pain, back pain, headache, or other unexplained aches and pains.                        

Source:  http://www.mayoclinic.org/diseases-conditions/mental-illness/basics/symptoms/con-20033813 
2. Substance Abuse - Using alcohol or drugs does not mean that a person has a substance use disorder; abuse or dependence may be indicated when a person’s use leads to problems at work or at home, or causes damage to his or her health.
3. Alcohol Abuse
a. Discussion of alcohol abuse vs. dependence (alcoholism).
b. Abuse - unhealthy or dangerous drinking habits, such as drinking every day or drinking too much at a time. Alcohol abuse can harm relationships; lead to absenteeism at work; and driving drunk can create legal problems. Person continues to drink even though they are aware their drinking is causing problems.
c. Dependence - abuse can lead to dependence; physical and mental addiction to alcohol; must drink to get by. Some signs that it has turned into dependence - can't stop drinking even if trying; anxiety and physical withdrawal symptoms when stopping; have to drink more to get same effect; giving up other activities to drink; spend a great deal of time drinking or recovering from drinking.
d. State that alcoholism is a chronic long-term disease with known symptoms and course. Genetics and life situation can be influences.

Sources: 
http://www.ncbi.nlm.nih.gov/books/NBK44358/                                                                      National Council on Alcoholism and Drug Dependence, Inc.- http://www.ncadd.org/index.php/learn-about-alcohol/signs-and-symptoms http://www.webmd.com/mental-health/addiction/alcohol-abuse-and-dependence-topic-overview                                                                  
4. List common symptoms of alcoholism to watch for -  physical, behavioral, and psychological  
a. If you suspect a behavioral health issue involving alcohol, attempt to have the person communicate how s/he's feeling and how things are going at work, in relationships and during leisure time. Use active listening techniques (covered in the next lesson) to build trust and encourage open dialogue. 

Sources:  http://www.helpguide.org/mental/drug_substance_abuse_addiction_signs_effects_treatment.htm                                                                                                                                        National Council on Alcoholism and Drug Dependence, Inc.- http://www.ncadd.org/index.php/learn-about-alcohol/signs-and-symptoms 
5. Drug Abuse
a. Distinction between the characteristics of drug abuse vs. addiction.  
b. Abuse - problems in relationships, missing work, getting into legal troubles, driving and taking risks while under the influence of drugs.  
c. Addiction - withdrawal symptoms; increased drug tolerance; life revolves around drugs; loss of interest in other activities; loss of control - feel powerless to stop 
Sources:                                                                                                                                           National Institute on Drug Abuse, National Institute of Health http://www.drugabuse.gov/publications/drugfacts/understanding-drug-abuse-addiction 

http://www.helpguide.org/mental/drug_substance_abuse_addiction_signs_effects_treatment.htm 
6. Common symptoms and warning signs of drug abuse - physical, behavioral, psychological 
a. If you suspect a behavioral health issue involving drugs, attempt to have the person communicate how s/he's feeling and how things are going at work, in relationships and during leisure time.  Use active listening techniques (covered in the next lesson) to build trust and encourage open dialogue. Clues to listen for are included.

Source:                                                                                                                                                National Council on Alcoholism and Drug Dependence, Inc.- http://www.ncadd.org/index.php/learn-about-drugs/signs-and-symptoms 

http://www.helpguide.org/mental/drug_substance_abuse_addiction_signs_effects_treatment.htm 
Lesson # 2 Suggested Learner Activities and Interactions:   

Objective questions

Focus is on behavioral health issues covered in the lesson
Examples
Shaking and tremors may be a physical sign of dependence on alcohol.  T, F  

If an individual displays signs of behavioral health issues and tells you that s/he's been missing a lot of work, it may be symptomatic of:

A. Alcohol abuse      B. Drug addiction     C. Depression       D. All of the above  

Lesson #2 Glossary Terms

Alcohol Abuse

Alcohol Dependence

Anxiety disorders

Behavioral health

Bipolar disorder

Depression

Drug Abuse

Drug Addiction 
Lesson #3: Understanding the Person as an Individual 

Lesson #3 Description:

Helping individuals connect to appropriate services and supports starts with forming a relationship built on trust where the individual feels comfortable expressing themselves, their goals and their needs. This lesson is designed to help learners recognize that the people they serve are individuals whose disability or age is merely one of many influences on their wants and needs. It introduces core skills the learner can use for getting to know each person and building a partnership with them that encourages their expression of ideas and acknowledges their right to decide. 

Lesson #3 Learner Objective: 
Introduce the populations served in the No Wrong Door (NWD) system who are in need of long-term services and supports (LTSS). Explain ways motivational interviewing and active listening can be used to build a trusting relationship where individuals communicate their life goals and quality of life needs.  

Lesson #3 Content Outline:

1. Introduction to the populations served in the NWD system who are in need of LTSS. Every individual is unique. Their disability may influence who they are, but it does not define them.
2. Understanding each person as an individual involves understanding what they want from life and what they feel they need to achieve it. Understanding who the person is, what they want to achieve, and what services they need is paramount to facilitating their connection to services and supports.
3. Helping an individual communicate his/her personal life goals and quality of life needs is a first step in aiding connections with appropriate services and supports.
4. Use motivational interviewing techniques to help individuals explore and strengthen their commitment to goals. Explain the spirit of motivational interviewing: partnership, acceptance, compassion and evocation. Describe and define the goal of the four processes: engaging, focusing, evoking and planning 
5. Use active listening to build understanding and trust. Define active listening. Provide description and examples of 3 primary skills: restating, summarizing, and reflecting.
6. Highlight the difference between open-ended vs. closed-ended questions:  Are you in pain?  vs. Tell me about how you are feeling? Do you want to move?  vs.  What are the advantages of moving?  
Lesson # 3 Suggested Learner Activities and Interactions:  
1.  Read and reflect  
In getting to know Anya, David asks how she likes to spend her time and what she enjoys most. Anya explains she loves to take classes in watercolor painting. Before her recent accident, art had been an important part of her life. Since then, she explains that using a wheelchair has greatly impacted her ability to continue with art instruction. David uses best practices in motivational interviewing and active listening skills to understand Anya as an individual and encourage her to articulate what she wants to do and what limitations prevent that. He helps to facilitate her connection to the appropriate services and supports. But David is not only able to help Anya sort through options involving transportation and accessibility; he helps her acknowledge her feelings of anxiety about reconnecting with her class and she begins to consider ways she can accept and manage these feelings.
Sample questions for learner:   

What did David ask to get to know Anya as an individual?  Did David define Anya by her disability?  Why or why not? What active listening techniques did you notice? What motivational interviewing techniques? How does the conversation reflect the spirit of motivational interviewing? 

2.  Objective questions
Examples

Which question is open-ended?

A.  Are things going better at home?

B.  Tell me how things are going at home?

Which question better reflects the spirit of motivational interviewing?

A.  Were you able to make a decision after our last conversation?

B.  Have you had any more thoughts about what we discussed last time?
Lesson #3 Glossary Terms

Active Listening

Disability

Quality of Life Need

Motivational Interviewing

Open-ended question

Closed-ended question

Lesson #4: Diversity and Multi-Cultural Considerations  

Lesson #4 Description:

The American population continues to become increasingly diverse and multi-cultural. This lesson is designed to help learners understand the role that culture and socio-economic status play in shaping the beliefs, practices, and values of the people they serve. It also offers strategies for communicating with non-English speaking individuals and individuals who communicate non-verbally. To achieve positive outcomes for the individuals they serve, learners are encouraged to assess, and then eliminate their own biases in favor of open, respectful communication.  
Lesson #4 Learner Objective: 
Explain ways in which cultural humility can be demonstrated in serving disability and aging groups.
Lesson #4 Content Outline:
1. Introduce the concept of culture. Stress that individuals are not defined by their culture, just as they are not defined by their age or disability (addressed in prior lessons). Define culture, cultural competence, and cultural humility. Explain that cultural humility is a process of continual self-examination, self-reflection and education that allows for respect and responsiveness to the beliefs practices, cultural, linguistic and individual needs of others. The goal of cultural competence can never be fully achieved. Provide examples of cultural differences and humility.   
Competence implies having the capacity to function effectively as an individual and an organization within the context of the cultural beliefs, behaviors, and needs presented by consumers and their communities (Adapted from Cross, 1989).

See more at:

http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlid=11#sthash.GaOCdtBt.dpuf 
Sources: BU CADER course - Substance Abuse among Older Adults - Diversity and Multicultural Considerations                                                                                                                      Hunt, Linda M. (2001). Beyond Cultural Competence: Applying Humility to Cultural Settings. http://www.med.unc.edu/pedclerk/files/hunthumility.pdf 
2. Culture has an impact on how information is received; how rights and protections are exercised; what is considered to be a problem; how symptoms and concerns about the problem are expressed; where to seek help and advice; what follow-up action to take. Examples - attitudes about use and dependence of substances; feelings toward treatment for substance dependence and abuse; end of life practices; beliefs about death; beliefs and feelings about disability. 
Sources:                                                                                                                                                        U.S Department of Health & Human Services, Office of Minority Health. What is Cultural Competency?http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlid=11                     BU-CADER course: Substance Abuse among Older Adults - Diversity and Multicultural Considerations

3. Strategies for communication with people who have limited English proficiency or who don't speak English; using qualified translators; define qualified translators; the consequences of using unqualified (informal) translators; communicate the availability of translators; interpreter can play any of three roles - conduit (define and illustrate), culture broker (define and illustrate), clarifier (define and illustrate); your role - use body language, eye contact, touch. 

https://www.thinkculturalhealth.hhs.gov/pdfs/WorkingWithAnInterpreter.pdf 
4. Practice cultural awareness and become aware of your own biases and pre-conceptions about individuals who come from other cultural or socio-economic backgrounds. You want to be sensitive to differences without imposing your own beliefs and values on others. Through honest self-reflection, identify and eliminate negative attitudes and stereotyping. Approach others with openness and respect to minimize the negative impact of differences and maximize positive outcomes.  
Cultural competence is defined as an awareness of how individual beliefs intersect and affect understanding and communication (Hallenbeck and Goldstein, 1999). Cultural competence and cultural humility are essential for health care and social service professionals who work with people from diverse cultural, ethnic, and religious backgrounds. It facilitates communication and rapport between worker and consumer, and it promotes more targeted and effective service.
Source: 
Campinha-Bacote, Josepha (2003). Many Faces: Addressing Diversity in Health Care. Online Journal of Issues in Nursing, 8(1). http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/Volume82003/No1Jan2003/AddressingDiversityinHealthCare.html
The process of achieving cultural competence and cultural humility begins with an awareness of one's own cultural preconceptions and biases. The older adult client has a history of behavior and beliefs that is grounded in his or her culture, and that may be very different from the experience of the clinician. 

All cultures have traditions, which we may or may not fully understand or even approve of, but if we approach consumers with openness and respect, we can minimize any possible negative impact from these differences. Achieving cultural competence is an ongoing process of self-examination and education.  
Source: BU CADER courses                                                    

5. Deaf culture - don't think of themselves as having a disability, but as being culturally different with specific ways of approaching things and their own language (American sign language); deaf individuals have a culture that is uniquely their own and differs from other cultures of disability.
a. List primary characteristics of deaf culture. 
b. American Sign Language (ASL) is a visual/gestural language that has no vocal component. ASL is a complete, grammatically complex language. It differs from a communication code designed to represent English directly. ASL is not a universal language, however. There are signed languages in other countries.
c. Deaf culture - centers on use of ASL, vision as the primary sense used for communication and ultimately, independence, bi-lingual competency in both ASL and English; inclusion of specific rules of behavior in communication in addition to the conventional rules of turn taking. For example, consistent eye contact and visual attention during a conversation is expected; its own artistic expression in film, music, poetry, literature, dance, etc.; strategies for gaining a person's attention when they are not in a line of sight. 

Source:  
Gallaudet University. About American Deaf Culture.
http://www.gallaudet.edu/clerc_center/information_and_resources/info_to_go/educate_children_%283_to_21%29/resources_for_mainstream_programs/effective_inclusion/including_deaf_culture/about_american_deaf_culture.html 
6. LGBTIQ - Sexual and gender identity are only two aspects of identity; you cannot identify LGBTIQ by appearances, experiences or external characteristics; as is the case for any sensitive conversations, discussions about sexual orientation and gender identity should be held in a safe and confidential manner; don't treat everyone the same; language is important: say partner, life partner, significant other rather than spouse/husband/wife. 
7. Socio-economic diversity - this may play a role in a person's ability to be able to change with help of recommended services and supports - such as unable to afford co-pays, no phone or computer services, unable to read, etc. People may be reluctant to express relevant socio-economic issues. Signs to look for. Check your own bias and provide a non-judgmental atmosphere where people feel free to be truthful.   

Lesson # 4 Suggested Learner Activities and Interactions:   

1.  Video - watch and reflect  

Culturally Appropriate Practice video from NERI/BU series titled, "Working with Older Adults"
The video demonstrates how a worker uses culturally appropriate practices in meeting with an elderly, Spanish-speaking man and his adult, bi-lingual daughter (both Latino).  Worker appeals to the father to try out the adult day care center in lieu of having his daughter care for him on a full-time basis. Shows respect for close Latino family relationships and parent/child obligations. Shows proper use of a translator.    

Guiding questions for reflection
How did the worker show his respect for the individual? How did he show his respect for and understanding of the individual's culture? Whom did he address during the interview? Did he choose a qualified or unqualified interpreter? How do you know? What role did the interpreter play? What impact did culture have on the gentleman's initial resistance to the worker’s ideas? What role did culture play in his decision to focus on the daughter's well-being to persuade the father?    
2.  Case - read and reflect
Case study illustrates cultural insensitivity and resulting negative outcomes. Worker looks down on the individual's educational level and financial situation. The insinuation is that she is true to her culture since she is "lazy." Individual becomes uncomfortable and begins to withhold information and "stretch" the truth. Results in inaccurate understanding and inappropriate service linkage.  
Guiding questions:  

What negative stereotypes and attitudes did the worker display? How did this impact the quality of their dialogue? How did it impact the outcomes?  What might the worker do to prevent this from happening again? 
Lesson #4 Glossary Terms
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Lesson #5: Communicating Effectively 
Lesson #5 Description: 
This lesson presents practical strategies and tactics for communicating effectively with different disability and aging groups, particularly those with intellectual, cognitive or sensory disabilities. Expressive and receptive communication is defined and examples of each are presented. The basic features of respectful communication are highlighted. Learners discover that speaking is merely one way of communicating: gesturing, body language, using pictures, adaptive devices, and vocalizing are among many alternatives mentioned as common. Good communication is presented as empowering, enabling people to exert important control over their environment.   
Lesson #5: Learner Objective: 
Explain communication strategies and tactics that may be effective when individuals have sensory impairments, such as vision and hearing loss; a cognitive impairment, and/or an intellectual or developmental disability.
Lesson #5 Content Outline:

1. Communication can take place in-person or over the phone. If in-person, pick the location with respect for the individual. For example, make sure the location is accessible for the individual with mobility limitations; quiet for the individual with hearing impairment; adequately lit for those with vision impairment, etc.

2. Communication is giving and receiving information. Differentiate between expressive and receptive communication. Some people with intellectual disabilities or cognitive impairment may have difficulty understanding you. Avoid abstractions, jargon, technical words.  Speak in short sentences.  Ask one question at a time. For the hearing impaired, speak clearly and raise your voice somewhat, but don't use an exaggerated tone. Use a communication or adaptive device if it’s needed. Examples. If there is a communications triad - interpreter, service animal, family member (esp. for Alzheimer's and dementia) - be sure to focus on the person with the disability through your eye contact, body language, or touch.  Describe best practices when working with interpreters and service animals.    
· Best practices when working with persons with disabilities, including when working with interpreters and service animals.

Sources:

BU CADER Course – Mental Health Training in Options Counseling

Georgia State Financing and Investment Commission State ADA Coordinator’s Office. Best Practices when Interacting with Persons with Disabilities. http://web02.spo.ga.gov/ADA/Best%20Practices%20when%20Interacting%20with%20People%20with%20Disabilities.htm
3. Intellectual disability may limit expressive communication. Individuals with an intellectual disability may have difficulty identifying and verbalizing thoughts and feelings. A physical condition may impact their speech. Not everyone uses speech (words and sounds) to communicate. Other means involve gestures, eye movements, facial expressions, drawings, sign language and vocalizations. Provide examples of how specific disability and aging groups may choose to communicate.   
4. Give the person time to formulate their thoughts and questions. See if they have a communication aid to help you understand. If they can say or indicate "yes" or "no", ask them yes/no questions to clarify what they are saying. Get clues from objects, pictures, facial expression and body language. Ask them to repeat themselves or say/communicate it another way. Ask a family member to help you understand. If that fails, apologize for not understanding. Do not pretend to understand, as that is disrespectful.       
5. Once you learn to communicate effectively with an individual, share your understanding of their communication style with other individuals (staff and family members) they will be interacting with. Pave the way for more effective communication down the road. Clear up wrong assumptions others have made. 
6. Use active listening. Revisit primary skills from earlier lesson: restating, summarizing, and reflecting. 

7. "Learned helplessness": individuals with a disability may not believe s/he can impact the world and achieve goals due to inability to communicate effectively. The give and take you can offer is empowering. Communication gives the person a sense of control over their environment.

   
Source: UMinn's Intro to Communications course 
Source of info in #1-3 above is Centre for Developmental Disability Health Victoria

CDDH Fact Sheet.  Working with people with intellectual disabilities in healthcare settings.

Lesson # 5 Suggested Learner Activities and Interactions:   

Very short descriptive scenarios followed by multiple choice questions. Scenarios pertain to need for expressive or receptive communication and questions require learner to select appropriate strategies and tactics.
Lesson #5 Glossary Terms
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Lesson #6: Respecting Consumer Control  
Lesson #6 Description: 
This lesson teaches the learner to use consumer control as a guiding philosophy when working with the consumer and when involving people who know or represent the individual, including informal supports, legal guardians, health care agents, colleagues or others. Behavioral health need not be a barrier to consumer control, as is illustrated by the discussion of Psychiatric Advanced Directives and Recovery.       

Lesson #6 Learner Objective: 

State how and why consumer control should be preserved when working with the consumer and involving others who know or represent the individual.

Lesson #6 Content Outline:

1. Define consumer control and choice. Mention that the terms may mean different things to different groups of people and that terminology tends to change over time.  
a. Consumer control -- overarching philosophy that individuals with and without disabilities have control over their own lives and services. 
b. The key elements of consumer control are:

· Choice

· Significant participation in society

· Authoritative influence and a role in decision-making

· The right to take risks

· Having personal control over life choices, services, and activities

· And the exercise of that power

Sources:  

BU CADER course - Consumer Control, Choice and Direction in Options Counseling 

Independent Living Center of the North Shore and Cape Ann, Inc. Core Principles.
http://ilcnsca.org/principles.php 

c. Consumer choice - refers to a consumer's right to choose if they want services, and if so what services they want, how they want them delivered, by whom, and in what context. Ideally, a consumer would have several options to choose from that best meet their needs and wants.  
2. Meet the individual where he/she is. Discover and act on what's important to the person. Do not assume what his or her quality of life needs are until s/he expresses them. Example: someone with a bipolar disorder may not be seeking medical services, but wants help finding transportation to a family gathering. Honor his request and find transportation.  
3. Informal supports - partners, family members, and friends - have critical information that may impact services. Provide examples of the information. Informal supports are particularly important if someone has an intellectual disability or dementia. If friend or family member initiates contact, you may speak to them, but let them know that you will need to speak to the individual in order to understand the situation and gain permission to speak to the informal support person. 
4. Cite situations when it's typically necessary to work with a guardian, ex. incompetence. Every state has different rules relating to guardians. Provide link to state resources. Guardians should be able to communicate what individuals truly want, make decisions as the individual would, even though it may conflict with what they, personally, think is best.       
5. Family members may disagree with the person about what should be done - what services are desirable, what goals to pursue - and attempt to intervene. To deflect this, workers may wish to redirect the conversation to focus on a description of their own role in the process. If the worker is clear about addressing the consumer and restating the individual's and the consumer's roles, the process will most likely move forward rather than getting mired in family conflict.
Source:  BU CADER course - Consumer Choice, Control and Direction in Options Counseling
6. Individuals still have consumer control even if they experience fluctuations in capacity. Only when they are declared incompetent in court can a legally-appointed guardian make decisions on their behalf.  
7. Individuals with behavioral health problems should be encouraged to use Psychiatric Advance Directives to state their care preferences and designate a health care agent for use during time of crisis when they are not competent to make decisions. Exemplifies the exercise of consumer control. Particularly useful for individuals with bi-polar disorder or schizophrenia whose symptoms worsen significantly when they stop medication. There are state specific advance directive laws. Consult your state's Protection and Advocacy Agency.    


Source: Fisher, D. Making Advance Directives work for you. National Empowerment Center. http://www.power2u.org/articles/selfhelp/directives_work.html 
8. Working with team members - keep individual's concerns central. Let individuals speak for their own needs in team meetings. Be an advocate for the individual and have medically-minded team members focus on subjective factors - environment, psychological issues of aging, level of functioning, etc.  
Source:  BU CADER - Team Approach   

9. Wellness Recovery Action Planning
a. People recovering from mental illness should have the same opportunity for personal goals and choices as others. Underscores consumer control. 
Source: National Empowerment Center  
http://power2u.org/search.html?cx=011662346335850149708%3Amcpohe2q6yy&cof=FORID%3A11&q=recovery&sa=Search&siteurl=power2u.org%2F&ref=&ss=910j183570j8
b. Wellness Recovery Action Planning is the process in which a person builds a life of wellness, or a life beyond a diagnosis of mental illness that has been assigned to that person's lived experiences. Recovery is what a person does, as opposed to what is done to or for him or her. There are many different definitions of recovery, because each journey or process is unique to an individual. 

Source:  BU-CADER: Mental Health Options Counseling, p. 18   

c. When people have mental health issues, they may not identify accommodation needs themselves. Sensitivity to the diagnosis of mental illness can keep people from self-identifying and make them reluctant to communicate what their needs are.       

Lesson # 6 Suggested Learner Activities and Interactions:   

Objective questions

Questions focus on the definition and features of consumer control, advance directives, determination of competence, and role of guardians. 
Lesson #6 Glossary Terms
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Lesson #7: Linking Individuals to Services
Lesson #7 Description:

This lesson explores common reasons to link individuals to services along with best practices in doing so. Learners are presented with options for exploring service and support options, including reaching out to supervisors and colleagues, using an informational database, or building relationships of their own in the local community. This lesson reminds learners that they are not required to be experts on all topics and can turn to others to assist them. The No Wrong Door (NWD) system is presented as requiring referrals across settings whenever services aren't provided internally. The lesson also covers the need for immediate linking to a professional when a behavioral health crisis is suspected. Warning signs are presented and the decision to refer with or without consent is explored.              
Lesson #7: Learner Objective:
Describe the process to follow when linking people to services.    
Lesson #7 Content Outline:

1. Individuals need help linking or connecting to services and supports such as housing, transportation, mental health services, medical services, insurance, food assistance, homecare services, and legal services. Two ways to identify service needs - people can tell you exactly what they want OR use active listening to uncover (Example: It sounds as though you'd like to speak to a lawyer and settle the legal matter.  Is that correct?  Is finding a legal service something you'd like me to help you with? I can connect you to...). The emphasis is on helping the individual explore needs and solutions. Get individual's permission to link - respect consumer control.  
2. Ways to identify services - ask colleague, speak to supervisor, search a database.  Build relationships in your community - know who to go to at a local level to ask for help. Don't go it alone. You are not expected to know everything. Call on colleagues and supervisors. Ask what they would do. If they don't have the answers, refer them across settings, redirect them to a more appropriate place. Follow the "No Wrong Door" philosophy.         
3. Be aware of symptoms of behavioral health issues. Reference the most significant physical, behavioral, and psychological symptoms covered in an earlier lesson of the course. There is a stigma associated with treatment that exists among different cultures and older adults, which may prevent them from self-identifying and seeking help. Some individuals may develop side effects or worsening symptoms when starting or stopping medications. Example: depression meds and suicidal thoughts and actions. 

4. Always attempt to refer someone for behavioral health services with their consent. Represents consumer control and reflects a trusting relationship. If individual refuses and is a danger to him/herself or others, referrals may be made without consent, as a last resort. 

5. Your goal is to help the individual help themselves, not fix their problem. You want to lead them to tools and resources so they can do it themselves. 
6. Mandated reporting. Define it and explain its purpose. When you must use it. Rules and resources are available at the state level.  
Lesson # 7 Suggested Learner Activities and Interactions:   

1. Read and reflect

Based on case study #9, submitted by MA 
An elderly couple, who needs no help with ADLs, is experiencing financial problems and needs help digging out of debt. In seeking help, the worker makes referrals. The couple accepts certain ones, but declines the most important and potentially impactful, such as pursuing the use of a reverse mortgage or participating in a money management program. The worker told them it was entirely their decision. She noticed the gentleman displayed moderate symptoms of dementia, including deficiencies in short-term memory along with significant anxiety and paranoia. Time was short, and she suspected that like most elderly men, he would be reluctant to discuss his cognitive and mental health. She wished the couple well and said she would follow up in a few weeks to see how the financial and legal referrals were going. 
Sample questions to guide reflection:

What may have led the couple to get into such financial trouble? Why do you suppose he rejected some of the most important financial referrals? Was she right not to push the point further? Given her suspicions of dementia, should she have insisted he take financial action or offer to help him?    
Did you agree with the practitioner's decision not to use the meeting time to further investigate suspicions of declining cognitive function? What alternatives did she have?
2.  Objective questions 
Multiple choice and T/F questions pertain to: NWD linkage, mental health referrals without consent, symptoms of significant behavioral health issues and the need for mandated reporting.  
Lesson #7  Glossary Terms

Mandated reporting

No Wrong Door philosophy
Lesson #8: Recognizing and Addressing Abuse and Neglect
Lesson #8 Description: 

This lesson defines different forms of abuse and describes the ways learners may recognize abuse is occurring. The prevalence of elder abuse and abuse of persons with disabilities is highlighted. Learners are introduced to the reasons that people may be reluctant to report abuse or take action to address it. Consumer rights in denying intervention and/or treatment are presented. The worker’s obligations for mandatory reporting are explained and a link to state requirements is included. 
Lesson #8 Learner Objective: 
Describe the worker’s role in identifying, substantiating and reporting different forms of abuse. 
Lesson #8 Content Outline: 

1. Definition of abuse - the legal definition and the entity overseeing abuse will vary by state. 
a. Abuse can occur both at home and in institutional settings; more prevalent at home. 
Source:  
Fitzsimons, Nancy M. Understanding Violence and Abuse of People with Disabilities: Busting Myths and Breaking Down Barriers. https://www.arcgreatertwincities.org/pdf/AbusePrevention/UnderstandingViolenceAndAbuseOfPeopleWithDisabilities.pdf 
2. Description of typical perpetrators of abuse:    
Abusers are often people who have ongoing relationships with the victim, and whose behavior is expected to be trustworthy. They can be family members, partners, and friends. Anyone who has the authority to assist an older person or person with a disability with financial, health, or legal decisions, or who is responsible for providing care, such as the staff in a nursing home, can be an abuser. Some victims are aware that they are being abused, but lack the capability or resources to escape the situation, or are overcome with fear of their abusers. Other victims may be unaware that they are being mistreated or financially exploited, or may have been led to believe that the abuser is acting with good intentions.  
Source BU CADER, Elder Abuse, Neglect.... p. 25

3. Definition and signs to look for: physical abuse, emotional abuse, sexual abuse.
a. Physical abuse - acts of violence or physical force that inflicts pain or injury. Signs include:

· Cuts, lacerations, punctures, wounds, burns

· Bruises, welts, discolorations, grip marks. 

· Any unexplained injury that doesn't fit with the given explanation of the injury. 

· Any injury which has not been properly cared for (sometimes injuries are hidden on areas of the body normally covered by clothing).

b. Emotional abuse - verbal and non-verbal acts that inflict emotional pain, distress or intimidation.  Signs include:  

· Being emotionally upset or agitated 

· Being extremely withdrawn and non communicative or non responsive 
· Unusual behavior usually attributed to dementia e.g., sucking, biting, rocking  

· A report of being verbally or emotionally mistreated 

c. Sexual abuse - non-consensual acts, contact or harassment; non-consensual = person may not make or may not be capable of making an informed choice.  Signs include: 

· Unexplained vaginal or anal bleeding 
· Torn or bloody underwear  

· Bruised breasts  

· Venereal diseases or vaginal infections 
· Sudden changes in the emotional or psychological state of the person 
4. Older adults and people with disabilities may be victims of physical abuse.

a. Older adults may be victims of domestic violence. The perpetrator may be spouse, family member, a caregiver, etc. Older adult’s dependence on others can make them especially vulnerable and fearful of the consequences of reporting abuse.

b. Adults with disabilities are at a higher risk of violence than non-disabled adults.  Those with mental illness (Cognitive impairment, intellectual disabilities) are particularly vulnerable. Abuse of people with disabilities may be ignored due to their devalued status.
Sources:                                                                 http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2811%2961851-5/abstract                                                                                                                                                   Fitzsimons, Nancy M. Understanding Violence and Abuse of People with Disabilities: Busting Myths and Breaking Down Barriers. https://www.arcgreatertwincities.org/pdf/AbusePrevention/UnderstandingViolenceAndAbuseOfPeopleWithDisabilities.pdf 
c. In 2010, the age-adjusted violent victimization rate for persons with disabilities (28 violent victimizations per 1,000) was almost twice the rate among persons without disabilities (15 violent victimizations per 1,000) 

Source: Harrell, Erika. (2011). National Crime Victimization Survey: Crime Against   

Persons with Disabilities, 2008-2013 – Statistical Tables. 
https://www.arcgreatertwincities.org/pdf/AbusePrevention/Harrell_2011.pdf 
5. Definition and signs to looks for:  Financial exploitation, neglect, self-neglect, abandonment

a. Financial exploitation: demanding money, items, or favors in return for providing care; borrowing cars or other property; "loans" that aren't paid back; individual doesn't have to have a lot of money or possessions to be victimized.  Signs include:

· Unusual or inappropriate activity or in bank accounts, including the use of ATM cards, to make large or repeated withdrawals.
· Signatures on checks, etc. that do not resemble the person's signature, or signatures when the person cannot write. 
· Power of attorney given, or recent changes in or creation of a will or trust, when the person is incapable of making such decisions. 
· Unpaid bills, overdue rent, utility shut-off notices.
· Missing personal belongings - jewelry, silverware, etc. 

b. Neglect: failure to provide care or services that result in risk of harm and loss of dignity. Signs may be apparent from clothing, personal grooming, or home environment; get information by talking with the person about the type of care they are receiving.  Signs may include:

· The person being cared for is not given the opportunity to speak for themselves without the presence of the caregiver. 
· The caregiver has an attitude of indifference or anger toward the person they are caring for.
· The caregiver isolates family members from the person being cared for. 
· The caregiver is unwilling to work with other care providers on a care plan for the person being cared for.
· Dirt, fecal/urine smell or other health and safety hazards in living environment.
· Leaving a person in an unsafe or isolated place. 
· Rashes, sores, lice on the person. 
· Malnourishment or dehydration and/or sudden weight loss.

c. Self-neglect - discussion of self-neglect includes hoarding. Hoarding is presented as resulting from anxiety and difficulty letting go of the past. Viewed as a mental health problem, especially in older adults. May result in unsanitary conditions which impact physical health and well-being.    

d. Abandonment - a specific form of neglect; desertion by a caregiver that puts person at serious risk of harm.  Signs:
· Desertion in a public place - ex: shopping mall

· Person's own report

 Sources: http://www.oregon.gov/dhs/spwpd/pages/abuse/definitions.aspx#financial 
                http://www.oregon.gov/dhs/spwpd/pages/abuse/signs.aspx               
6. How abuse is usually reported - may be a neighbor, the mail carrier, a concerned family member;  victims may be reluctant to report abuse due to fear and/or shame factor; cultural differences - in Asian and Latino families, abuse may not occur as often OR it may be significantly under-reported
a. Intervention - interviewing for details when abuse is suspected - explain the 5 P's to be followed when interviewing:  privacy, pacing, planning, pitch, punctuality

7. Informed Consent - every individual has the right to refuse treatment and intervention and to remain in abusive relationships. Their decision may be based on fears associated with harm and loss. Lack of interest in treatment and intervention may also be the result of cognitive impairment and intellectual and developmental disabilities.
8. Fear of harm is real and includes fear of retaliation, desertion, institutionalization, deprivation, abandonment. Fear of loss is real. Relationships may be negatively impacted when cultural norms are violated and family secrets are revealed.  
9. Individual's decision to refuse treatment and intervention must be respected UNLESS they are declared legally incompetent. Choice of lifestyle or living arrangement is not in and of itself proof of mental incapacity.







      

Source: BU CADER course - Elder Abuse
10. Mandatory Reporting

a. Required reporting to Adult Protective Services (APS) in all states and DC when abuse is substantiated. 43 states require it when abuse is suspected. Each state has requirements and procedures for reporting. Link provided to state-by-state requirements.  

b. APS was created to provide services to (1) vulnerable adults age 18−59 who are reported to be victims of abuse, neglect, self-neglect, or exploitation, and (2) adults over age 60 who are alleged victims of abuse or self-neglect. 
c. Although legal definitions of abuse vary by state, APS programs in all states perform the following primary functions:
· Respond within 24–72 hours of a report of abuse
· Assess risk
· Investigate and substantiate any reports of abuse
· Develop a case plan
· Provide short-term management and counseling
· Make referrals to appropriate medical and other needed services
· Link to other service groups
· Assist with obtaining health care or other benefits
· Obtain temporary guardianships if appropriate
· Testify in civil and criminal court actions

Source:  BU CADER course - Elder abuse

d. Retain material evidence: when possible, collect relevant logs, schedules, correspondence, etc.; prevent loss or destruction of known evidence.

Source: Massachusetts Disabled Persons Protection Commission. What to Do When Abuse is Suspected. http://www.mass.gov/dppc/abuse-recognize/do-and-dont/what-to-do-when-abuse-is-suspected.html 
Lesson # 8 Suggested Learner Activities and Interactions:   

1.  Video - watch and reflect  

Legal and Ethical Practice - Mandatory Reporting video from NERI/BU series titled,
"Working with Older Adults"
The video demonstrates how a worker identifies the emotional abuse (criticism, threats and financial abuse) of an elderly woman has experienced since her divorced son has moved back in with her. Conversation demonstrates the following best practices: interviewing for details when abuse is suspected and the victim wants to protect the perpetrator; respecting the victim's concerns regarding confidentiality; taking action by reporting the situation to APS.     

Questions for blog or reflection:

How does the worker suspect the abuse? How does he confirm his suspicions? Why is Emma so reluctant to talk about the abuse and blame her son? How does the worker address her concerns about confidentiality? Should he be reporting the situation? Why or why not?   
2.  Objective questions 

Multiple choice and T/F questions pertain to: definitions and signs of different forms of abuse  

Lesson #8 Glossary Terms

Abuse

Abandonment

Adult Protective Services

Domestic Violence

Elder abuse

Emotional Abuse

Financial Exploitation

Hoarding

Informed Consent

Mandated Reporting

Neglect

Physical Abuse

Self-neglect

Sexual Abuse
Lesson #9: The Impact of Care Transitions
Lesson #9 Description: 

This lesson focuses on the transition from institutional care to community living and the impact of such a transition on the individual's physical and psychological health as well as social relationships.
Learners discover what services and supports are commonly needed by individuals to make smooth transitions. Particular attention is paid to the housing needs of individuals with behavioral health issues after in- or-out-patient treatment or prison.  
Lesson #9 Learner Objective: 

Describe supports and services individuals typically need when making care transitions from institutional to community living.

Lesson #9 Content Outline: 

1. Definition of care transitions as movement of consumers from one health care practitioner or setting to another as their condition and care needs change. These may include transitions from hospitals to nursing homes or home care after an acute illness, or transitions from nursing homes to home care or home without care. The homeless face transitions too, with a move from institutional care to the streets and shelters. Transitions for behavioral health patients may involve a transition from prison back to the community. 
2. Impact on people - People experienced transitions on a number of different levels: 1) physical- including bodily changes as well as use of services; 2) psychological- with changes in their identity or sense of self; and 3) social- with changes in their relationships with partners, family and friends. 

“Whilst the physical aspects of transition are often a priority for service providers, the importance of the psychological and social aspects was frequently overlooked. People sought to make sense of what was happening to them, in order to cope with and adjust to their experience. They wanted to be seen as a human being, rather than a problem to be solved   People have the need to feel safe and connected in a "foreign land."

Source: Ellins, et al. (2012). Understanding and improving transitions of older people: a user and carer centered approach. National Institute for Health Research.
http://www.nets.nihr.ac.uk/__data/assets/pdf_file/0007/85075/ES-08-1809-228.pdf 
3. Transition support is needed - People often leave institutions following an acute care episode with a chronic condition to manage or a disabling injury, have little to no information on how to care for themselves, when to resume activities, what medication side effects  to look out for, and how to get answers to questions. As a result, the conditions of many patients worsen and they may end up being readmitted to the hospital. 
In addition, little to no support is provided regarding housing needs, meals and nutrition, assistive devices, affordability of medication, transportation, family and other social relationships, and ability to find or return to work.
Family members, who often act as temporary or permanent caregivers, are important to the transition, but can be confused about their roles and responsibilities and overwhelmed by them. They often are provided with inadequate information about required care, medication, follow-up with physicians, etc., as they were not involved in the discharge conversation or the development of the plan of care. They can be ill-prepared for the demands of their new role.
4. The role of consumer control in transition support - linking people to the appropriate supports and services - should be based on what the individual says s/he needs. Empower consumers to activate community health self-management resources so they can become an equal partner in health care delivery. Cultural values play a part in what services and supports individuals want, so cultural competence is critical. Provide examples.
Source: 
Administration on Aging. The Aging Network and Care Transitions: Preparing your Organization Toolkit. http://www.aoa.gov/AoA_programs/HCLTC/ADRC_CareTransitions/Toolkit/chapters/CareTransitionsToolkitChap4.pdf 
5. Challenges in linkage - linked services should offer immediate assistance whenever possible. Waiting lists and eligibility determinations can pose challenges. Some services have rapid access plans to accommodate this. Lack of guardianship arrangements or guardians living far away also pose challenges.
6. Care transitions for individuals with behavioral health issues - individuals recently released from treatment or prison may have significant needs related to housing. People who remain homeless or lack adequate housing face a significantly higher risk of relapse. 

Housing stability is key for long-term recovery from substance use and mental disorders; providing housing with treatment and other services reduces relapse (Kertesz, Horton, Friedmann, Saitz, & Samet, 2003) and improves outcomes (Milby et al., 2008; Sosin, Bruni, & Reidy, 1995).
The removal of institutional supports (e.g., deinstitutionalization) has resulted in fewer housing options for people diagnosed with SMI (Burt, 2001). It is critical that housing issues be addressed in disposition planning when individuals are discharged from inpatient or outpatient mental health or substance abuse treatment settings. Clients leaving intensive treatment settings who do not have adequate housing to support their recovery have a significantly higher risk of relapse. 
Housing options exist to address different needs: emergency, temporary, transitional, permanent supportive.  Describe what each offers, what conditions for entry may exist, availability, waiting lists, etc.
Your community may offer a variety of housing options to behavioral health clients who are homeless or are at high risk for homelessness. Some of these options are for emergencies only or are short term, whereas others are ongoing. Some have special restrictions, such as serving only persons with a major mental illness or requiring participation in programs to build employment, money management, and daily living skills. Some programs that primarily serve clients with substance use disorders have rules about drug use either in the residence or while a client is in the program. However, the permanent supportive housing approach, a major focus of Federal housing assistance today, does not mandate mental health, substance abuse, or other care or social services as a condition of participation.  
Source:
SAMHSA. (2013). Behavioral Health Services for People Who Are Homeless. Treatment Improvement Protocol (TIP) Series, No. 55. http://www.ncbi.nlm.nih.gov/books/NBK138719/ 
Lesson # 9 Suggested Learner Activities and Interactions: 

1. Read and reflect
Taken from case example #5, submitted by MA

Susan was living in a Nursing and Rehab Center for two years, when she was given a discharge date without a home or place to be discharged.  She had multiple disabilities and no family or friends to assist her with a discharge from the Center. Her intention and wishes were to remain at the facility until a safe discharge plan could be developed, then consider returning to the community.  

Guiding questions for reflection:

How would you describe Susan's care transitions plan?  What would have been a better plan?  Given the situation, do you think anything can be done to assist Susan with her immediate problem?  
2.  Objective questions 
Questions relate to:  the impact of care transitions on the individual; supports and services commonly needed.
Lesson #9   Glossary Terms  
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Permanent supportive housing
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