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KITSAP COUNTY DIVISION OF  
AGING AND  LONG TERM CARE 

 

201 6 -201 9  AREA PLAN  
 
 

INTRODUCTION  
 

 
elcome to the 2016-2019 Area Plan for Kitsap County.  
 

Kitsap County Division of Aging and Long Term Care (ALTC) - a Division of Kitsap 
County Department of Human Services- and the designated Area Agency on 
Aging for Kitsap County, is responsible for the planning, development, 
coordination, and delivery of a comprehensive system of services to promote 
healthy aging and choices that support aging and older adults with disabilities to 
live as independently and with as much dignity as possible.  
 
In 1965, the United States Congress enacted the Older Americans Act, and in 
1973 the Older Americans Act Comprehensive Services Amendments established 
the Area Agencies on Aging (AAA). The purpose of the act is to provide 
assistance in the development of new or improved programs to assure the 
dignity and worth of older persons. AAAs are responsible to plan, coordinate and 
advocate for the development of a comprehensive service delivery system at 
local levels to meet both the short and long term  needs of older persons in their 
planning and service area. There are 618 Area Agencies on Aging across the 
country, and 13 Area Agencies on Aging in Washington State.  
 
For further information on the history of programs for older Americans, please 
visit the Administration on Aging website at: 
http://www.aoa.gov/AOA_programs/OAA/resources/History.aspx . This link is   
also available through the Kitsap County Aging and Long Term Care website 
www.agingkitsap.com.  
 
The Older Americans Act (OAA) requires the development of the four-year Area 
Plan, which serves as the strategic overview of the direction, activities and 
accomplishments of ALTC. The Area Plan describes the Planning and Service 
Area (PSA) in terms of demographics, geography, economy, profile of services 
and service infrastructure. The needs and service preferences of older adults and 
adults with disabilities are discussed, and planning objectives and accompanying 
budgets are outlined.  

W 

http://www.aoa.gov/AOA_programs/OAA/resources/History.aspx
http://www.agingkitsap.com/
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The Older Americans Act (OAA) requires the Area Agency on Aging to establish a 
volunteer Advisory Council to assist in identifying unmet needs, provide advice 
on needed services, and advocate for policies and programs to promote quality 
of life. Our plan incorporates suggestions from the Advisory Council as well as 
other partners in the community.  
 
In essence, the Area Plan reflects our needs as a community and highlights our 
goals for developing age-friendly communities. Our major goals are to:  

¶ Address basic needs of older adults and individuals with disabilities  

¶ Improve health and well -being   

¶ Improve health care quality for older adults and adults with disabilities  

¶ Promote civic and social engagement of all residents of Kitsap County  

¶ Increase the independence for older adults and people with disabilities 

¶ Promote aging readiness and healthy aging 

As we work to meet these goals, services and advocacy activities are provided to 
adults age 18 and older with functional disabilities and adults age 60 and older 
(Title V Senior Community Service Employment Program and services to Tribal 
Elders begin at age 55). Services provided through subcontracts with local 
agencies include: adult day health, legal assistance, nutrition including group 
(congregate) and home-delivered meals, nutrition education and senior farmers 
market programs, kinship care, mental health and substance abuse counseling 
and support, in-home personal or household care and assistance with act ivities 
of daily living and respite. More recent services include the evidence based 
Chronic Disease Self-Management Program and the Chronic Pain Self-
Management Program.  
 
Additional services are provided directly by ALTC staff, with participation by 
volunteers. Services include: information, referral and assistance, case 
management and nurse oversight for individuals receiving Medicaid-funded in-
home care, family caregiver support assistance and senior employment and 
training. ALTC also sponsors the Regional Long-Term Care Ombudsman 
program, which receives, investigates, and resolves complaints from residents of 
long-term care facilities, and is the SHIBA (Statewide Health Insurance Benefits 
Advisors) program sponsor for Kitsap County.   
 
Revenue for both administration and services received through grants and 
contracts is administered by ALTC. Federal funding sources are the Older 
Americans Act and Title XIX of the Social Security Act.  
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State funding includes the Long Term Care Ombudsman Program, Senior Citizens 
Services Act, Respite Care, Family Caregiver Support and the Office of Insurance 
Commissioner Statewide Health Insurance Benefits Advisors program. In 
addition, Kitsap County general fund provides partial support of the Long Term 
Care Ombudsman program.  
 
The total 2016 budget is approximately $3.8 million. However, the community 
fiscal impact ï which includes AAA non-budgeted services such as in-home care 
by agencies and individual providers, and ancillary services ï brings the total to 
approximately $14,700,000. 
 

This Area Plan, as developed by ALTC staff with valuable input from target 
populations, providers, clients and the general public, has been recommended by 
both the Area Agency on Aging Advisory Council and the Kitsap County Board of 
Commissioners. Questions or comments may be made in care of: 

 
Tawnya Weintraub, Human Services Planner 
Email: tweintra@co.kitsap.wa.us 

 Mail: 614 Division Street, MS-5 
 Office: 1026 Sidney Avenue, Suite 105 
 Port Orchard, WA 98366 
 Phone: 360-337-5690 or 1-800-562-6418 
 Fax: 360-337-5746 
 
 

mailto:tweintra@co.kitsap.wa.us
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Kitsap County  

Our Mission  . . .  Kitsap County government exists to 
promote the health, safety and welfare of our citizens 

in an efficient, accessible and effective manner. 

Aging and Long Term Care  

Our Mission . . . is to work independently and through community partnerships to 
promote the well -being of older adults and adults with disabi lities.  

 

Our Objectives are to . . .  

¶ Assist citizens in securing and maintaining maximum independence and dignity in 
their living environment of choice with appropriate support services;  

¶ Remove individual and social barriers to economic and personal independence; 

¶ Prevent unnecessary or premature institutionalization; 

¶ Help older and disabled adults become involved with other people, reducing isolation 
and loneliness;  

¶ Help older persons enjoy better health through improved nutrition and health 
promotion and disease prevention education and activities;  

¶ Partner with other county departments, community agencies and non -profit 
organizations to further develop positive, healthy aging opportunities in Kitsap 
County; 

¶ Provide excellent customer service to the community by acknowledging, listening and 
valuing each member. 

Department of Human S ervices  

Our Mission . . .  serve the community by 
providing superior and responsive services to 
develop, fund, coordinate, and/or deliver 
essential and effective human services that 
address individual and community needs, 
preserve the rights and dignity of those they 
serve, and promote the health and well -being of 
all Kitsap area residents.  

MISSION, VALUES, VISION  
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THE PLANNING AND REV IEW PROCESS 
 

The Kitsap County Aging and Long Term Care (Division) 2016-2019 Area Plan was 
developed as the combined product of earlier Area Plans, years of on-going delivery and 
coordination of local services, and a needs-analysis based on community survey 
responses, current trends and identified needs in the aging network and specifically, 
Kitsap County. A central theme of previous Area Plans, that of the revitalization and 
reaffirmation of Senior Information & Assistance, was the starting point for the  
community planning process. This involved not only Kitsap County, but all 13 Area 
Agencies on Aging in Washington State. Although this theme continues under 
Community Living Connections in the development of the 201 6-2019 Area Plan, focus 
areas also include:  

¶ Long Term Services and Supports;  
¶ Health Promotion, Disease Prevention and Delay of Medicaid-funded Long Term 

Services and Supports;  

¶ Service Integration and Systems Coordination; 
¶ Older Native Americans and 7.01 plans. 

 
In the previous Area Plan, developing Elder-Friendly communities was identified as the 
primary goal of the Aging Network. An Elder-Friendly community is a community that is 
supportive of the needs of older adults and can provide elders with safe, healthy and 
productive environment. This kind of  an environment meets basic needs, assures 
physical and mental health and well-being, supports the independence of frail and older 
adults with disabilities, and fosters social and civic engagement. Such communities are 
likely to be supportive of people of all ages with disabilities. In Kitsap County, a multi -
phased planning process was developed to assure valuable input from the community , 
aging network service providers and other interested parties.  A survey, jointly 
developed by all the AAAs in Washington, was revised for Kitsap County and then 
distributed to service providers for distribution to th eir clients, congregate and home-
delivered meal recipients, senior farmerôs market program participants, community 
organizations and the general public by way of community events.  
 
As part of the development of the 2012 -2015 Area Plan, public presentations and 
community events were attended by older adults and older adults with disabilities, 
caregivers, community service providers and the general public. Responses, comments 
and suggestions of those in attendance were taken under advisement by ALTC staff. 
Several of the subject issues were deemed of strategic importance to the PSA and were 
included in the objectives for the  plan. 
 
Please see Appendix E for details about the 2015 public process for the 2016-2019 Area 
Plan. 
Aging and Long Term Care also uses a computerized client tracking system that 
provides detailed demographic and service statistics regarding those persons who 
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already use aging and disability services in Kitsap County. This data, combined with 
additional service information from Department of Social and Health Services (DSHS) 
such as 1519 measures and Research and Data Analysis supplemental information, 
population data provided by the Washington State Office of  Financial Management and 
the United States Census of Population, and additional information from several other 
sources, provide the basis for planning assumptions and statistics included in the plan.  
ALTC staff analyzed the combined body of knowledge and developed recommendations 
for planning issues and objectives. These results were presented for review and 
comment to the Aging Advisory Council in a public meeting conducted by that body. 
Incorporating the Councilôs recommendations, ALTC staff then drafted the final text for 
the planning objectives in Section C of the 2016-2019 Area Plan.  
 
The 2016-2019 Area Plan includes accomplishments for 2014-2015 as well as 
information on new er programs such as the Chronic Disease Self-Management Program, 
the Chronic Pain Self-Management Program, and the stateôs ongoing implementation of 
Health Homes, Care Transitions Intervention Program, Community Living Connections, 
and Person-Centered Options Counseling. These were either implemented or are in the 
planning stage(s) in conjunction with Department of Social & Health Services/Aging and 
Long-Term Support Administration ( DSHS/ALTSA) and other partners. The 2016-2019 
Area Plan work also includes progress reports with any pertinent changes and 
achievements to the 7.01 plan for the Port Gamble SôKlallam Tribe and the Suquamish 
Tribe. It also includes the  2016 annual Area Plan budget and cost allocation plan. The 
plan was presented at the formal public hearing on Monday, September 14 during 
which it was presented in final draft format. Opportunity for questions and comment 
was offered to all in attendance.  Anyone not able to attend the public hearing could 
request a copy of the draft and offer comments by mail and email.  It was also available 
on the ALTC website. 
 
Recommendations for modifications to the Area Plan were evaluated and those 
modifications accepted by the Advisory Council were made on September 27, 2015 prior 
to submission to DSHS/ALTSA for final approval.  
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PRIORITIZATION OF DISCRETIONARY 
FUNDING  

 

 

As the Area Agency on Aging for Kitsap County, Aging and Long Term Care administers 
federal, state, and local funds for services for older adults and adults with disabilities.  
Aging and Long Term Care receives funding in two broad categories:   
 

¶ Non-discretionary or targeted funding : These dollars, sometimes referred to as 
pass-through dollars, must be used for a specific, named program and may not 
be applied to any other project. The Area Agencyôs decision-making authority for 
funds is confined to the specific program for which the funds are received.  
 

¶ Discretionary funding: Defined as those resources the Area Agency on Aging has 
the authority to decide locally the purpose for which the funds should be used.  

 
Of the annual ALTC budget, approximately 71% is considered ñnondiscretionaryò and is 
designated for specific services such as Medicaid Title XIX Case Management and Home 
Care, the Nutrition Services Incentive Program (Senior Nutrition), the Title V Senior 
Community Services Employment Program, and the state-funded Respite Care Program.  
 
The annual budget also includes about 29% in ñdiscretionary fundingò from the Federal 
Older Americans Act (OAA) and the Washington State Senior Citizens Act (SCSA). 
ñDiscretionaryò funding is more flexible in nature, and can be used to meet local priority 
needs within a range of allowable services within Kitsap County. 
 
Although Kitsap County traditionally has had adequate discretionary resources to 
address services that have been identified through the planning process as being 
essential to the safety and well being of older  adults and persons with disabilities, in 
recent years - even with good planning and coordination with other entities over the 
use of funds administered by them for a mutually shared target population, funding 
shortfalls have occurred.  
 
Reductions to SCSA experienced in 2010 have not been tot ally recovered. Additionally, 
due to Federal sequestration impacts in 2013, many programs faced reductions to 
services. Decreases in available Older Americans Act dollars (a major fund source and 
one which provides for some local discretion), placed an undue burden on SCSA (a 
funding source which grants us a higher degree of discretionary authority ). The 
projected revenue decrease impacted Senior Nutrition Services, including both 
congregate and home-delivered meals, Older Adult Counseling, and Senior Legal 
Services. While these resources are declining, Kitsap County is experiencing increased 
needs of the older adult population.  
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Therefore, between funding reductions that are continuing in both OAA and SCSA 
resources, this agency continues to have contingency plans for reducing individual 
programs. These could include 1) waiting lists, 2) reducing services, 3) raising eligibility 
requirements, 4) eliminating  or subcontracting direct services and/or staff. Projected 
administrative costs that cannot be covered by SCSA or any other applicable fund 
source would require staff reduction in hours (furloughs) or elimination of positions with 
a consequential re-assignment of work load. 
 
With all these considerations, Older Americans Act (OAA) services will continue at 2015 
service levels due to funding levels as well as funding formula changes experienced in 
2014. Therefore, service levels for 2016 are currently predicted to be relatively flat with 
no new fund sources on the horizon. 
 
This plan identifies all currently funded discretionary services and rates them according 
to a formula. Resources are allocated to those services deemed most critical before 
those that score lower in priority.  
 
There are three components in the formula under which services are prioritized.   

¶ The first is Community Life Support. This category addresses how critical a given 
service may be in helping to maintain an o lder person with care or support needs 
to live independently in the community. This category may be thought of as a 
ñbasic-survivalò category, wherein food, medical care and income maintenance 
would score higher than socialization, recreation or minor supportive services. 
The primary question addressed in this category is ñhow well could they get 
along without this service?ò 

 

¶ The second category is Service to the Target Population. This category classifies 
how well a given service reaches those persons in the greatest social and 
economic need. Services that screen individuals on indicators identifying these 
needs will rank highest in this category. 

 

¶ The final category is Scarcity of Alternative Resources. This category asks the 
question ñif we do not fund this service, are there reasonable, accessible 
alternatives that may substitute?ò 

 
In the event of a funding shortfall and if there is a tie between services, the Aging and 
Long Term Care Advisory Council, after careful consideration, shall recommend service 
funding priority levels and program services to older adults with greatest economic 
need, greatest social need, or disabilities, low-income minority older adults, older adults 
with limited English proficiency and older adults residing in rural areas.
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KITSAP COUNTY POPULATION PROFILE 

Kitsap County occupies a unique portion of the State of Washington, directly 
between the urban areas of Seattle and Tacoma and the wilderness of the 
Olympic Mountains. It is bounded by the Hood Canal on the west, Puget Sound 
on the east, and Mason and Pierce Counties to the south. The Kitsap Peninsula is 
bound by water on three sides, and includes two islands. There are two main 
bridges, the Tacoma Narrows and Hood Canal floating bridge, that link Kitsap to 
the surrounding land masses. There are four distinct ferry terminals that connect 
Kitsap by water directly to King and Snohomish Counties. The County seat is 
located in the town of Port Orchard. Kitsap County is situated along the western 
shore of the central Puget Sound region. It comprises a total land mass of 393 
square miles (or 0.6 percent of the state's total land mass ). As such, Kitsap 
County ranks 36th in size among Washington counties and is the 3rd most densely 
populated county in the state. Kitsap County is also noted for the ñmost 
waterfrontò among all the Counties. According to the U.S. Census Bureau 2010 
data, the current population of Kitsap County is 251,133. Data was considered 
from a variety of sources. Some of these sources are based upon projections and 
there may be variation between the estimates. All data sources are referenced.  

Like many areas in Western Washington, Kitsap County continues to experience 
significant population growth for the aging population. The 2010 census data 
indicate that the 60+ population is 49,674 ( Chart 1), representing an increase of 
51% from 2000  and 84% from 1990 . These data also indicated that the 85+ 
population is 4,510 (Chart 1), representing an increase of 46% from 2000 and 
137% from 1990.   There is a distinctive military presence, active and retired, 
throughout the County.  The retired milit ary community typically includes 
individuals 45 years of age and older.  A large majority of retired military typically 
begin second careers in fields that support the federal government and military .        
 
While the growth of the total Kitsap County population and the 60+ population  
remained essentially even from 1990 to 2000 (22% and 21%,  respectively) , the 
number of residents 60+  as a percentage of total County population increased 
significantly between 2000 and 2010. In 2010 20% of all people living in Kitsap 
County comprised of older adults. It is projected in 2020, 25% (1:4) of all 
County residents will be 60 years or older.  
 
It is important to note that while net  County growth has historically been 
accompanied by increased economic activity, the aging of our adult population 
will be characterized by fixed and falling incomes.  
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76%

24%

60+ in Total 
Population Est. 2020 

The government resources for social and health programs serving older persons, 
which had been relatively stagnant leading up to the economic downturn , have 
since experienced significant reductions while simultaneously being stretched 
across a rapidly expanding older population.  
 

Chart1. Kitsap County Population Trends 1990-2020 

 
 

Referencing Chart 1, we see an even more challenging trend. Using midpoint 
projections (neither the highest nor the lowest estimates) from the Washington 
Office of Financial Management (2000 data), growth projection for total Kitsap 
County is 22 percent by 2020, while the 60+ population is anticipated to grow by 
46 percent. And within that statisti c is the equally challenging fact that the 
population 85+ is already larger than current data projections for 2020 . These 
trends will continue to have severe implications for the County as a community, 
as well as for the shrinking service dollar.  
 
 

Chart 2. Kitsap County Age 60+ Population Percentage 1990-2020 
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By 2020, it is estimated that the rate will rise to one in every four County residents will 
be over the age of 60, as is shown in Table 2, whereas today, one in every five Kitsap 
County residents is 60 or older.  
 
These shifting demographics are not unique to Kitsap County, however. As a result of 
the remarkable improvements in health education, medicine, nutrition and general living   
standards over the last century, people who reach age 60 can now expect to live almost 
25 more years. Further, as life expectancy rises, the number of ñoldest oldò (age 85+) 
also increases. For this reason, programs and policies directed to the 60+ population 
must take into account the needs of at least  two generations of older adults .  
 

Table1. 2010 Kitsap County Population Age 55+ 

 

Age Population % of total  
County 

population  

Male %  
total  

Female %  
total  

55 to 59 years 18,878 7.5 9,249 3.7 9,629 3.8 

60 to 69 years 28,114 11 13,699 5 14,415 5.7 

70 to 79 years 12,881 5 6,138 2 6,743 2.7 

80 and older  8,769 3.5 3,335 1 5,434 2 

Total age 60+ 49,764 20 32,421 13 36,221 14.5 

 
Diversity  

Along with the general 60+ population growth, Kitsapôs elder community continues to 
become more ethnically diverse as well. While the growth in persons of color slowed 
somewhat from the decade 1980/1990, according to Census 2000, the growth of 
ethnically diverse elders increased by over 65%, to 5.8% of the 60+ population.  2010 
Census data shows even greater growth of ethnically diverse elders of 82% since 2000, 
to 6.91% of the 60+ population . 
 

Chart3. Kitsap County Ethnic Diversity 1980-2010 
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This growth is attributable to growth within the Asian, Native Hawaiian and 
Pacific Island communities. In 1990, there were 899 elders in these groups and 
by 2000; the number had grown to 1,578; and in 2010 almost doubled to 2,935 . 
 
Chart 4, below, shows that the predominant ethnic/minority group among 
Kitsapôs elders is Asian, followed by African American, Native American and then 
Native Hawaiian and other Pacific Islanders. 
 

Chart 4. Kitsap County Population 60+ by Race ð 2010  
 

 

 
The following pages present a map and other demographic information to further 
illustrate the population of older adults and persons with disabilities within Kitsap 
County. 

Kitsap County Population 60+ by Race

White 93.09%

Persons of Color 6.91%
African American 
1.01%

Asian 4.55%

Native American 0.90%

Native Hawaiian/ 
Other P. I. 0.45%
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B-1 DEMOGRAPHIC CHARACTERISTIC 
TABLE 
 

 
Demographic Characteristics 

 

DEMOGRAPHIC  2010  ALTSA 

FORECAST 
2016  ALTSA 

FORECAST 

60+ 47,151  65,142  

60+ Minority  4,570  7,808  

60+ Low Income  1,664  2,063  

60+ Low Income Minority  624  564  

60+ in Rural Areas 888  *  

Adults with Disabilities 16,892  19,670  

60+ Limited English Proficiency 1,217  2,221  

Native American Elders 554  710  

Native American Tribes 2 2 

Tribes with Title VI  2 2 

              *unavailable 

 

KITSAP COUNTY  
2000 CENSUS TRACTS 

KITSAP COUNTY  
2000 CENSUS TRACTS 

KITSAP COUNTY  
2000 CENSUS TRACTS 

KITSAP COUNTY  
2000 CENSUS TRACTS 

KITSAP COUNTY  
2000 CENSUS TRACTS 
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TARGET POPULATION 
 

Aging and Long Term Care considers it important to provide services to eligible 
individuals, including those from traditionally underserved populations. These 
individuals face barriers for a variety of reasons and a primary goal is to find and 
serve them. The Older Americans Act requires programs to target individuals 
with the greatest need. These targeted populations include individuals with the 
greatest economic and social needs, who live in a rural location, are members of 
an ethnic minority group , and those who are at risk of institutional placement.  
In addition to Older Am erican Act requirements, ALTC recognizes the need for 
engagement strategies for people under 60 with disabilities and for older Gay, 
Lesbian, Bisexual and Transgender (GLBT) individuals and families.  
 
Therefore, in an effort to reach populations at risk, and interact sensitively, 
effectively, and professionally with people from diverse cultural, socioeconomic, 
educational, racial, ethnic, age, gender, sexual orientation, faith community and  
professional backgrounds, ALTC utilizes a variety of methods. Service population 
goals are included in every sub-recipient contract with non -discrimination 
language included. These contracts are monitored to help assure that each 
target group  tracked and served at a level, which at a minimum, equals the 
percentage of population in the contract area.  
 
In order to help assure appropriate service to these groups, ALTC monitors 
contractor service provision, includes demographic targets in contracts and 
provides training for contractors and staff about the specific needs of these 
target groups.  
 
ALTC also adds targeting requirements to provider contracts. The targeting 
requirements require service to the following target populations in a percentage 
equal to the presence within the population at large: low -income, age 60+, 
limited-English proficiency, rural, and minority. Provider contracts include specific 
actions providers will complete to ensure services to targeted populations.  
 
In addition to these contract ing requirements and training opportunities, the 
Advisory Council to ALTC has ñat-largeò members to assure representation of 
people in these target groups. These ñat largeò seats are used to fill diversity 
gaps and provide a broad representation of members. ALTC staff and providers 
are encouraged to provide technical assistance to minority service providers, 
clinics, and clients in our area to help assure that the needs of these important 
community members are adequately met. 
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ALTC staff attends County-sponsored orientations that include  topics of inclusion 
and diversity. Staff have attended development training opportunities and 
materials specific to serving the GLBTQ population and have expressed an 
interest in further developing expertise in this area. Monthly training for staff 
includes serving people with disabilities, training about disabilities and chronic 
disease, community resources for underserved and socially isolated populations 
and appropriate services to meet target population needs. Quarterly all staff 
meetings include training devoted to topics such as customer service, HIPAA, 
disaster preparedness, and outreach to the community.      
 
Our office and the offices of every contractor are accessible to people with 
disabilities. We have access to assistive devices and other accommodations for 
public meetings and encourage members of the disability community to attend 
meetings and join our Advisory Council. Assessments of contractor sites include 
assurance of accessibility for clients and staff. Senior Information & Assistance 
staff uses a variety of community resources (formal and informal) to meet client 
needs. 
 
The Advisory Council for Aging and Long Term Care includes representatives 
from target groups. We also seek membership from individuals with special 
interest areas and expertise such as public health, low income health care, 
affordable housing, regional library systems, disability rights, and Tribal 
representation. Further information on the council is provided in Appendix C.  
 
ALTC participates in planning efforts, committees, consortiums, and coalitions 
that represent target populations .  Some of the issue areas include homeless, 
healthy aging, elder abuse, Tribal and health care access. Staff has been directly 
involved in planning or presenting at a variety of symposiums, summits, and 
conferences related to the needs of the target populations. Finally, staff 
continues to participate in planning and advocacy efforts for local, regional, 
state, and national efforts to establish policy and plan  effective services for 
target populations.  ALTC identifies, engages, and serves targeted clients in a 
variety of ways. As noted in the 2015 Survey, the general population may not be 
familiar with our services, but still rank Information and Assistance as  a top 
need. Therefore, outreach and marketing/ branding continue to be  a top priority 
for the 2016-2019 Plan.   
 
ALTC staff participates on and sponsors local committees, task force groups, and 
meetings that target traditionally underserved populations su ch as the Vulnerable 
Adult Task Force, Vulnerable Populations Emergency Planning Committee and 
Functional Assessment Service Team Committee, Regional Resource Team and 
care transition initiatives (Kitsap County Cross Continuum Care Transitions 
Project and Care Transitions Intervention). Participation provides staff with 
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insight into locating, providing outreach to and serving targeted groups in the 
area, with the assistance of other local concerned entities. 
 
In addition, Senior Information & Assistance and Family Caregiver Support staff 
regularly present to various groups, agencies, organizations, senior centers and 
employers regarding available resources and services for older adults and 
caregivers. Many of the presentations are for organizations that serve targeted 
populations, thereby increasing the number of entities who can refer targeted 
populations to available services. 
 
ALTC staff also meets with members of the Port Gamble SôKlallam Tribe and 
Suquamish Tribe, both of which are federally recognized Tribes in the region. 
The staff provides Information & Assistance, Family Caregiver Support, direct 
case management to individuals on Medicaid Long Term Care Services, and 
facilitates service coordination directly with Native American clients, and 
enhances cultural sensitivity with non -Indian staff. Staff also plays a strong role 
in identifying, engaging and serving Native Americans. We share a long and 
strong relationship as a result of the common goals to serve community 
members.  
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AAA SERVICES 
 

THE AGING  AND LONG TERM CARE PROVIDES SERVICES , EITHER THROUGH CONTR ACTS WITH 

QUALIFIED AGENCIES , OR IN LIMITED PROGRA M AREAS, BY DIRECT SERVICES P ERFORMED BY 

DIVISION PERSONNEL . THE FOLLOWING IS A BR IEF DESCRIPTION OF T HE SERVICES AND THE 

TARGET CLIENT POPULA TION . 
 

A DULT DAY SERVICES: 

ADULT DAY CARE: 

Social day care services enable the families of older persons to obtain relief from 
constant care and provide isolated persons with opportunities for socialization. Services 
are designed to address the social needs of participants and the need of families for a 
safe, comfortable place to leave an older person on a regular or irregular basis. ALTC is 
currently seeking additional local service options.  

ADULT DAY HEALTH: 

Adult Day Health services are provided to eligible individuals in a group setting and in 
order to prevent or delay entrance into 24 -hour care or reduce the length of stay in   
24-hour care. Services are designed to provide professional evaluation and address the 
physical, emotional and cognitive needs of participants and include rehabilitative 
nursing, health monitoring, occupational therapy, personal care, social services, activity 
therapy, a noon meal and transportation to and from the day health center.  
 

CHRONIC D ISEASE SELF-M ANAGEMENT PROGRAM: 

The Chronic Disease Self Management Program (CDSMP) serves adults age 18 and older 
who suffer from a chronic disease. This evidenced-based education program is designed to 
assist participants in the self-management of their chronic conditions and to increase their 
levels of confidence with health related problem-solving   through participation in a series of 
workshops.  
 

CHRONIC PAIN SELF-M ANAGEMENT PROGRAM: 

The Chronic Pain Self Management Program (CPSMP) serves adults age 18 years and older 
who suffer from chronic  pain. This evidenced-based education program      is designed to 
assist participants in the self-management of their chronic       conditions to increase their 
levels of confidence with health related problem -      solving through participation in a serie s 
of workshops.  
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FAMILY CAREGIVER AND K INSHIP SUPPORT SERVICES: 

Trained Case Managers and Assistance Specialists provide multifaceted systems of 
support services for: (1) unpaid Family caregivers and (2) grandparents or older 
individuals who are relative caregivers. Services provided include: information to 
caregivers about available services; assistance in gaining access to the services; 
individual counseling, and caregiver training to caregivers to assist the caregivers in 
making decisions and solving problems relating to their caregiving roles; respite care to 
enable caregivers to be temporarily relieved from their caregiving responsibilities; assist 
target communities with developing and maintaining family caregiver and kinship 
caregiver support groups; and supplemental services, including limited financial 
assistance for kinship caregivers to complement the care provided by caregivers.  
 

INFORMATION &  A SSISTANCE/C OMMUNITY LIVING CONNECTIONS : 

Information & Assistance (I&A) is an integrated system of fu nctions designed to locate 
and identify older persons who need service(s) and link them with the most appropriate 
resource(s). Program functions may range from simple provision of information to 
individualized assistance and follow-up. The I&A program is a  key element in 
implementation of the Department of Social and Health Services  Long-Term Care 
policy, which promotes the utilization of in -home and nonmedical residential care as 
consumer-preferred alternatives to nursing home placement for vulnerable adu lts. 

The I&A program is a publicly recognized access point for receiving referrals, services, 
and consultation. Functions of the I&A program include information giving, service 
referral, assistance, client advocacy and screening to determine whether an older 
person should be referred to other services and supports.  

I&A assists older adults to access necessary support services. Services are designed to 
achieve and maintain the maximum level of health and independence of which the adult 
is capable. The I&A program is also responsible for I&A program publicity and 
developing and maintaining information about community resources that serve older 
people. 
 

LEGAL A SSISTANCE PROGRAM SERVICES: 

The Legal Assistance program assists older persons in advocating for their rights, 
benefits, and entitlements. Services in noncriminal matters are provided by attorneys, 
paralegals and appropriate professionals and range from advice and drafting of simple 
legal documents to representation in complex litigation. Services include disseminating 
information about legal issues to older persons, family caregivers, service groups and 
bar associations through lectures, group discussions, and the media. 
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LONG TERM CARE O MBUDSMAN : 

The Long Term Care Ombudsman Program is a coordinated system of services designed 
to improve the quality of life for residents of nursing homes, boarding homes, 
congregate care facilities and adult family homes. Services provided by state and local 
ombudsmen include investigating and resolving complaints made on behalf of residents 
or by residents; identifying problems which affect a substantial number of residents; 
recommending changes in federal, state and local legislation, regulations and policies to 
correct identified problems; identify and seek resolution f or issues related to safety and 
quality of facility -based care and assisting in the development of resident councils, 
family councils, and citizen organizations concerned about the quality of life in long -
term care facilities.  
 

M EDICAID CASE M ANAGEMENT : 

Professionally-trained case managers assist functionally impaired disabled adults at risk 
of institutionalization in accessing, obtaining and effectively utilizing the necessary 
services which will enable them to maintain the highest level of independence i n the 
least restrictive setting.  

Case managers assess need, plan for, coordinate, and monitor services provided to 
clients. The objectives of case management are to support client independence; match 
services to clientôs needs as they change over time and within the limitations of the 
program to meet those needs; be a custodian of the stateôs resources; provide a 
continuity of care through coordination with others; assist clients to access needed 
services; develop a plan to overcome barriers to accessing necessary services; authorize 
appropriate services in a timely manner; advocate for client and support client self -
advocacy. 
 

M EDICAID PERSONAL CARE CASE M ANAGEMENT :  

Assists recipients of Department of Social and Health Services Community First Choice 
(CFC), Community Options Program Entry System (COPES) and Medicaid Personal Care 
(MPC) programs with assessment, service plan development, follow-up and periodic 
review of service needs and suitability of service plans. 
 

M EDICARE IMPROVEMENTS FOR PATIENTS AND PROVIDERS A CT: 

The Medicare Improvements for Patients and Providers Act (MIPPA) provides Medicare 
and Medicare Part D outreach and assistance to Medicare beneficiaries to enroll in 
Medicare Part D or to apply for Medicare Low-income Subsidy (LIS) and Medicare 
Savings Plans (MSPôs). Staff also encourages beneficiaries to participate in disease 
prevention and wellness activities; and coordinates these activities to include local 
sponsor work for the SHIBA program. 
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M ENTAL H EALTH SERVICES: 

OLDER ADULT AND FAMILY CAREGIVER SUPPORT COUNSELING: 

The Mental Health program offers outpatient  counseling, consultation and education 
services designed to evaluate the need for mental health intervention, determine the 
type of intervention needed, provide appropriate  evidence based treatment and 
disseminate information to help older persons gain access to needed mental health and 
other community services. Specialized training, consultation and education are made 
available to community organizations to improve services and increase public awareness 
of mental health issues. 
 

N URSING SERVICES:  

The Medicaid-funded in-home care programs include the services of a Registered Nurse 
Consultant (RNC). The RNC role is to provide nursing expertise to a team of case 
managers. The RNC collaborates with the case managers and community partners on 
client-related medical issues that might impact their plan of care. The RNC visits clients 
who are referred by case managers; evaluates the effectiveness of the plan of care in 
relation to any changes in the clientôs condition or environment; observes the 
performance of authorized tasks by the personal care service provider; provides task-
specific training for the provider when necessary; directs further formal training for the 
service provider when necessary; and recommends changes to the existing service plan. 
In addition, the RNC may also provide short term case management for the most 
medically-complex cases. 
 

N UTRITION SERVICES: 

HOME DELIVERED MEALS: 

The Home-Delivered Nutrition Services program provides nutritious meals and other 
nutrition services to older persons who are homebound by reason of illness, disability, 
or are otherwise isolated. Services are intended to maintain or improve the health 
status of these individuals, support their indepe ndence, prevent premature 
institutionalization and allow earlier discharge from hospitals, nursing homes, or other 
residential care facilities.  
 
CONGREGATE NUTRITION SERVICES:  

The Congregate Nutrition Services program helps meet the complex nutritional needs of 
older persons by providing nutritionally balanced meals and other nutrition services, 
including nutrition outreach and nutrition education in a group setting. There are eleven 
meal sites, with ethnic-specific food provided at three of the eleven meal sites located 
across Kitsap County in Native American and Asian/Pacific Islander communities: Port 
Gamble SôKlallam Tribal Elders, Silverdale Asian/Pacific Islander and Port Orchard 
Asian/Pacific Islander sites. These sites all provide a healthy meal and socialization for 
all local seniors. 
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SENIOR FARMERõS MARKET:  

Low-income seniors, 60 years or older, can qualify for farmerôs market checks, worth a 
total of $40, that can be used to buy locally -grown fresh fruits and vegetables at many 
farmerôs markets and some roadside farm stands across the state from July through 
October. Additionally, with support from other funding sources, homebound seniors 
may receive home delivered produce baskets of similar content through the Home 
Delivered Meals program.  
 
NUTRITION EDUCATION:  

Nutrition Education Services provides education to promote better health by providing 
accurate and culturally sensitive nutrition, physical fitness, or health information (as it 
relates to nutrition) and instruction to participants or p articipants and caregivers in a 
group or individual setting overseen by a dietitian.  

PERSONAL CARE SERVICES: 

Personal care services are medically-oriented tasks, directed at the client or the clientôs 
immediate environment, that are necessitated by his or  her medical condition. Provides 
personal assistance, standby assistance, supervision or cues for persons having 
difficulties with one or more of the following activities of daily living: eating, dressing, 
bathing, walking, toileting, and transferring in a nd out of bed or chair. Services are 
available to both Medicaid and non-Medicaid eligible persons.  
 

RESPITE CARE SERVICES: 

IN-HOME AND OUT-OF-HOME RESPITE SERVICES: 

The purpose of respite care is to provide relief for families or other caregivers of 
disabled adults. Both in-home and out-of-home respite care is available and is provided 
on an hourly and daily basis, including 24-hour care for several consecutive days. 
Respite care workers provide supervision, companionship and personal care services 
usually provided by the primary caregiver of the disabled adult. Services appropriate to 
the needs of the individuals with dementia are also provided. Medically-related services, 
such as administration of medication or injections, may only be provided by a licens ed 
health practitioner.  

Tailored Caregiver Assessment and Referral TCARE® protocol is used to determine 
eligibility for respite services which are authorized by ALTC case managers. This 
includes the following tasks: caregiver screening and assessment for eligibility, 
developing a TCARE®  service plan, authorizing the level and amount of respite care 
services to be provided, arranging for care with the respite service program, and 
maintaining contact with client/participant for reassessment and referral to ot her 
programs and services. 
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STATEWIDE HEALTH INSURANCE BENEFITS A DVISORS: 

The Statewide Health Insurance Benefits Advisors program is a network of volunteers 
who receive orientation, on-going training, consultation and support from the Office of 
Insurance Commissioner. The volunteers educate, assist and advocate for consumers 
about their rights and options regarding health insurance issues so they can make 
informed choices. 
  

SUBSTANCE ABUSE SERVICES:  

Specialized consultation for professional ALTC staff and assessments for persons age 60 
and above which include individualized treatment recommendations. Provides for 
assistance in obtaining treatment at whatever level available and the client is willing to 
accept. Also includes community planning efforts to provide enhanced services for 
persons in need of substance abuse services, both in and out-patient. 
 

TITLE V  SENIOR EMPLOYMENT: 

The Senior Community Service Employment program is designed to provide and 
promote useful part -time opportunities in community service employment for low-
income persons who are 55 years of age or older, assist and promote the transition of 
program enrollees to unsubsidized employment, and enable communities to improve or 
establish human service activities that could not be improved or established with 
existing community resources.  
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TARGET POPULATIONS - PREFERENCE TO PERSONS IN THE GREATEST 

SOCIAL /E CONOMIC N EED: 

Under mandate from the Older Americans Act, it is the intention of Aging and Long 
Term Care to assure equal access to services for eligible residents of Kitsap County. In 
addition, special emphasis is made to reach those persons who are in the greatest 
social and economic need or who are low-income minority persons.   

To accomplish this, each contractor receiving funding fro m ALTC is required to develop 
and implement a plan to reach such individuals. This plan is included in the service 
contract and the annual monitoring. Additionally, demographic data regarding recipients 
of services is collected from each program receiving funds from ALTC. This data is 
analyzed locally as part of the desk monitoring of contracts.  

Finally, subcontractors and Division staff provide outreach in places frequented by older 
adults, their families and their support persons, for the purpose of reac hing individuals 
unknown to the aging network and providing them with information about services. 
This is accomplished through print and electronic distribution of resource lists, guides, 
brochures, event fliers, and the annual ñTime of Your Lifeò publication and other 
publications distributed to approximately 80,000 homes by Sound Publishing and/or 
Kitsap Sun newspapers and other media sources, as well as dissemination of other 
program-specific brochures and information materials.  
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NON -AAA SERVICES 
 

This section describes services which are available in Kitsap County, not provided or 
under contract by the Division of Aging & Long Term Care, but which play an important 
part in the lives of older or disabled persons in our community. Although some of these  
programs are provided by for-profit or non -governmental agencies, we identify them as 
important to the service needs of the population we serve. This list is not all -inclusive 
but rather provides an overview of the types of services available to Kitsap County 
residents. 
 
For further information regarding a specific service, please call Senior Information & 
Assistance at 360-337-5700 or 1-800-562-6418 or visit our website at 
www.agingkitsap.com. 
 

Service/Resource  North  
Kitsap 

Central  
Kitsap 

South  
Kitsap 

Adult Day or Respite Day Services  X X X 

Advocacy & Complaints X X X 

Case Management X X X 

Community Action Agencies X X X 

Counseling & Education X X X 

Crime prevention/victim support  X X X 

Crisis lines X X X 

Dementia Care/Services X X X 

Department of Social & Health Services    

 Adult Protective Services X X X 

 Home & Community Services X X X 

         Community Services Offices X X X 

Developmental Disabilities 

 Activities/Recreation X X X 

 Employment X X X 

 Housing/Living Assistance X X X 

 Information & Referral  X X X 

 Legal X X X 

 Medical/Dental X X X 

 Personal Care/Respite X X X 

 Transportation X X X 

Disability Related Services (hearing/vision/TBI-
disease/diagnosis specific) 

X X X 

Disaster/Emergency Services X X X 

Education Opportunities X X X 

http://www.agingkitsap.com/
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Service/Resource  North  
Kitsap 

Central  
Kitsap 

South  
Kitsap 

Elder Abuse Services X X X 

Employment Services X X X 

Financial counseling/education X X X 

Minority Special Population Services 

 Asian Pacific Islander X X X 

 Native American X X X 

 Hispanic X X X 

 African American X X X 

 Lesbian, Gay, Bisexual, Transgender,    
Questioning (LGBTQ)  

X X X 

Health Care X X X 

 Kitsap Public Health District X X X 

 Community Health Clinics X X X 

Dental Care X X X 

Equipment/Supplies     

 Medical Equipment and Supplies Providers X X X 

 Home Health Agencies X X X 

 Hospice X X X 

 Hospitals X X X 

         Equipment Loan Programs X X X 

Homeless Programs X X X 

Housing 

 Public Housing Authorities X X X 

 Public Housing Facilities X X X 

Information & Assistance/Referral  X X X 

Legal Services X X X 

Mental Health    

 Counseling X X X 

 Geriatric Counseling & Substance Abuse X X X 

 Mental Health Services  X X X 

Nutrition    

 Counseling/Weight Loss Programs X X X 

 Food Banks X X X 

 Support Groups X X X 

Residential Long Term Care Services 

 Retirement Homes X X X 

 Adult Family Homes X X X 

 Assisted Living Facilities X X X 

 Skilled Nursing Facilities X X X 

Senior Centers X X X 

Social Security Administration X X X 
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Service/Resource  North  
Kitsap 

Central  
Kitsap 

South  
Kitsap 

Socialization  X X X 

Support Groups X X X 

Transportation X X X 

Utilities Assistance X X X 

Veterans Services X X X 

       Housing and Energy Assistance X X X 

       Food and Clothing Assistance  X X X 

       Transportation Assistance X X X 

       Medical & Prescription Coverage X X X 

       Auto and Appliance Repair X X X 

       Assistance to obtain State ID and reinstate                       
Drivers License  

X X X 

       Burial and Cremation Assistance  X X X 

Volunteer Programs/Opportunities X X X 

 
 

Please note that although services may be available to individuals countywide, 
accessing those services based on office or service location and transportation needs, or 
ability to meet eligibility criteria or to privately -pay can still present barriers for some of 
Kitsap Countyôs older adults and persons with disabilities.  
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LONG TERM SERVICES AND SUPPORTS:  
CARE MANAGEMENT 
 
PROFILE OF THE ISSUE 

  
Kitsap County Aging and Long Term Careôs care coordination program has two main 
goals: 

1. To provide person-centered in-home long-term services and supports (LTSS) that 

are well integrated with the health care services for seniors and adults with 

disabilities in a manner that allows them to stay independent and safe.  

2. To provide person-centered coordination of health and community supports for 

people who face significant health challenges in a manner that improves their 

health and reduces avoidable health care costs. 

However: 
a) The number of people 65 and older (who use 75% of LTSS) is growing.   

b) People of all ages are living longer with disabilities, chronic conditions and 

treatment options.  

c) The healthcare system provides fragmented care and is confusing, particularly 

for those with complex conditions.  

d) Individuals in Kitsap County who need LTSS are accessing community-based in-

home and residential options at a lower rate than the comparable Washington 

State average. 

e) The rate of emergency room use and hospital readmission rate among LTSS 

recipients in Kitsap County is higher than the comparable Washington State 

average.  

f)  Funding for the care management program Kitsap County uses to achieve its 

goals --- case management for in-home recipients of LTSS, is approximately 20% 

short of what is necessary to adequately maintain those critical services.  

BACKGROUND: 
Washington is a national leader in offering home and community -based LTSS for people 
with significant disabilities under the Medicaid program.  Washington residents can 
choose to receive support in adult family homes, assisted living, their own homes, or in 
a nursing home.  As would be expected, about 75% choose to receive care in their 
homes, either from an agency or an individual provider of their choosing.  To make that 
choice viable it has been essential that Washingtonôs in-home program has grown in its 
capacity to support people with moderate to severe physical limitations as well as those 
who are medically complex, often accompanied by significant behavioral and cognitive 
challenges. 
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Not only is in-home care the preferred LTSS option, it is the most cost -effective.  It 
costs less than $2,000 per month, on average, for in -home care compared to over 
$5,000 per month for care in a nursing home.  In -home care makes efficient use of 
funding rather than assuming the cost of full, 24/7 complete  care, it supplements what 
individuals and families can do for themselves with intermittent, paid, gap filling 
services supports.  To ensure success and safety, plans of care must be tailored to each 
situation because each individual and family differs widely in what they can do for 
themselves.

Supporting people of all acuity levels in community-based 
settings is key to accommodating the growing population

Long-Term Care Assessment by Setting and Acuity
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GROUP 5.Moderately limited ADL

 

 

As the chart above demonstrates, statewide there are approximately 38,000 people in 
the home and community-based portion of Washingtonôs LTSS system who face a broad 
range of challenges to their health and independence.  All need assistance to 
accomplish daily activities such as bathing, dressing, preparing meals, personal hygiene 
and moving about.  With a combination of cognitive limitations and extremely limited 
mobility, about 30% (11 , 300) of those individuals have very little ability to accomplish 
their daily activities. That is roughly equal to the number of Washingtonôs nursing home 
residents with similar conditions who are covered by Medicaid.  Another 30% are 
slightly more able to accomplish daily activities but are challenged by a complex 
combination of difficult to manage diagnoses and health conditions.                      

Home-Based Services Residential Services 
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Those levels of acuity have continually increased over the past decades and require 
increasingly sophisticated service planning, coordination, and monitoring to maintain 
independence, health, and safety. 
 
Beyond the effect of disability on the need for LTSS, for all people the average per 
capita cost for medical care is significantly higher for individuals wi th one or more 
chronic conditions. Care for people with chronic conditions accounts for 77% of 
Medicaid spending for beneficiaries living in the community.  Among the Medicaid 
population the costs per capita are more than double the average and for people age 
65 and older the costs are more than five times higher (Mollica and Gillespie, 2003).  
Medicare spending also increases with the number of chronic conditions, for those with 
6 or more chronic conditions the average Medicare spending was over 3 times greater 
than the average. Beneficiaries with multiple chronic conditions account for a 
disproportionate share of Medicare spending: 14% of beneficiaries accounted for 46% 
of the total Medicare spending. 
 
Fragmented care escalates medical cost for adults with complex, chronic medical 
conditions who must rely on a cross sector mix of medical, long-term care, behavioral 
health and social service supports. Multiple physicians, pharmacies, and other 
healthcare professionals can result in a lack of coordination across systems and a loss 
of continuity in communication and care. A lack of awareness of availability of supports 
or involved professionals can at times result in duplication of services. At other times, 
result in gaps in delivery of services that negatively  impact health outcomes. These 
issues can all impact successful transitions from home to care, facility to hospital, or 
hospital to home and result in re -hospitalizations or poor health outcomes. In 2013 
Washingtonôs Health Care Authority launched the Health Home program to improve 
cross-sector care coordination, modeled on a pilot that was shown to have positive 
effect on health (including mortality) while at the same time lowering inpatient hospital 
costs and overall health costs in general. The pilot provided frequent face-to-face 
contact with high cost/high risk clients, facilitated exchange of information among the 
wide range of their providers, connected them to community social service supports, 
and used patient education and behavior changing techniques such as motivational 
interviewing to empower clients to take better charge of their health and use of 
healthcare services. 
 
The Health Home program is targeted statewide to over 50,000 individuals enrolled in 
Medicaid or dually eligible for Medicare and Medicaid in Washington State who 
constitute the top 20% of high -health risk, high-cost clients who could benefit from care 
coordination services across multiple provider types. That includes approximately 64% 
of the people who receive in-home long-term services and supports.  
 
The chart below demonstrates the complexity of need among Health Home clients who 
received services solely funded by Medicaid during the first year of statewide 
implementation. All are among the top 20% in terms of overall Medical c ost.         
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Almost half have evidence of serious mental illness and a quarter have an underlying 
substance abuse disorder --- which underscores the importance of engagement in and 
close integration of supports from the medical, mental health and substance  abuse 
providers.  Data for seniors and people with disabilities who are dually eligible for 
Medicare and Medicaid is not yet available, but it is expected to show 80% of high 
cost/high risk duals also have need for LTSS.

 
 

EXISTING EFFORTS: 
§ Case Managemen t of In -home LTSS:  In any given month, Kitsap County ALTC 

manages around 915 in-home LTSS cases. Through a combination of case 
turnover and changes in needs, Kitsap County ALTC provided over 1,200 
assessments in 2014. Services for LTSS cases are provided through Community 
First Choice Options (CFCO), Medicaid Personal Care (MPC), and Community 
Options Program Entry System (COPES). Services are designed to prevent 
individuals from needing a higher level of care in an institutional setting, such as 
a nursing home. Financially eligible clients receive a comprehensive assessment 
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of their functional and health support needs.  After assessment they receive an 
individual service plan that authorizes assistance with personal care tasks such as 
bathing, personal hygiene, ambulation and meal preparation.  In addition, the 
case manager can authorize other supportive services such as home delivered 
meals, adult day health, personal emergency response systems, medication 
management devices, environmental modifications such as wheelchair ramps or 
stair-lifts, durable medical equipment and supplies not otherwise covered.  On 
average, Case Managers authorize about $950 per month in supportive services.   
 
Beyond what is directly authorized for payment, the case management te am 
(which includes nursing and social services professionals) helps people access 
healthcare and other services in the community. To monitor care and maintain 
safety of this very vulnerable population the case manager does home visits and 
maintains contact with family and providers to monitor the effectiveness of the 
plan of care.   
 

§ Health Home Care Coordination :  Between 2005 and 2012, the Washington 

State Chronic Care Management (CCM) pilot program resulted in statewide 
savings of $2.5 million in medical costs with an intervention cost of only $1.7 
million (DSHS Research and Data Analysis Division, February 2014). The current 
Health Homes program model builds on the success of the CCM pilot and 

expands access to all high-risk Medicaid beneficiaries.   

The Health Home program emphasizes person-centered care that places the 
beneficiary in a pivotal role. The beneficiary is involved in improving their health 
through the development of an individualized Health Action Plan (HAP). 
Beneficiaries may choose include their families, caregivers, or others as part of 
their Health Home team. Each beneficiary is assigned a Care Coordinator (CC) 
who provides health coaching, community and health care service referral 
assistance, and care coordination to link efforts of th e medial, mental health, 
substance abuse, long-term services and supports, and community social service 
delivery systems together to meet the beneficiaryôs identified healthcare needs in 
a coordinated manner. CCôs help the beneficiary to establish health goals and 
then work with them to assume greater levels of responsibility and confidence in 
the management of their own health care conditions, which is critically important 
to individuals with chronic illness. 
 
The Health Home program is a key building block in Washington State for 
innovation models promoting health, preventing and managing chronic disease, 
and controlling health care costs.  Kitsap County ALTC partners with local Health 
Home network providers in serving a broad population of clients.                  
This network of providers includes mental health specialists, local community-
based providers, and community health centers.   
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GOAL  

 

ALTCôs goal is to allow an increasingly greater number and proportion of people  who 
need long-term services and support to get them in their home or in a  community-
based setting (HCBS).  
 

OBJECTIVES 

 
1. Increase individual and family member awareness, education and 

understanding of community-based LTSS options. 

2. Increase the number of eligible individuals who apply for  community-based 

LTSS through provider education, community outreach efforts and 

coordination with DSHS Home and Community Services.  

Measured by: 

§ 17% more people will receive LTSS with sufficient funding to achieve a 

1:75 case manager to client ratio. (Current service utilization rate in 

Kitsap County is 64%, statewide average is 81%. Current caseload 

ratio is 1:95). This equates to an additional 155 more cases on 

average monthly caseload by end of 12/2019. 

 

3. Continuous improvement of LTSS case management services, demonstrated 

by positive client satisfaction surveys. 

Measured by: 

§ Client Satisfaction Surveys will be analyzed for implementation of 

applicable recommendations.  Review will occur at 6-mos intervals to 

identify traini ng or system improvement needs through 12/2019.  

 

4. Achieve full funding to maintain quality in -home case management so that 

individuals receive stabilized care that allows them to stay in home services 

as long as that is their choice.  (Note: At current levels of funding, in -home 

monitoring of care, inclusion of nurse expertise on the care team, supervisory 

quality control and quality of care planning have suffered.  If not rectified by 

FY2017 it will be necessary to reduce or eliminate related quality assurance 

benchmarks).  

Measured by: 

§ The rate will be increased to cover costs. Completion date:  12/2017 
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GOAL  

 

To provide person-centered coordination of health and community supports for 
increasing numbers of people who face significant health challenges in a manner 
that improves their health and reduces avoidable health care costs. 
 

OBJECTIVES 

 

Specific to potential Health Home clients who are also in community-based LTSS: 
 

1. Increase availability of care coordination throughout the county.  

2. Increase engagement and effectiveness of care coordination services. 

3. Increase awareness of local health care options including Urgent Care Centers.   

4. Increase awareness of palliative care options and support for people at the end 

of life.  

5. Initiate and sustain partnerships with other care providers.  

6. Achieve full funding to maintain quality care coordination . (Note: At current 

levels of funding it will not be possible to accomplish the above activities).  

Measured by: 

§ Minutes and records of coordinated meeting and training opportunities among 

existing Health Home providers to improve communication and coordination, 

understanding of roles and appropriate referrals and to develop partnership 

opportunities. At least one every six months through 12/2017. 

§ The ñall causeò readmission rate (22% in Kitsap) will be closer to the statewide 

average of 16% by 12/2019. 

§ The Emergency Department visit rate will decrease by at least 10% towards of 

goal of getting closer to the statewide a verage of 89.2 per 1000 members. 

Completion date: 12/2019. 

(Note: Dependent upon continued Health Home funding). 
 

RESOURCES: 

¶ Washington State Health Care Authority: Health Homes website 

¶ DSHS Research and Data Analysis Division: 5732/1519 Measures, June 2015. 

¶ Centers for Medicare and Medicaid Services. Chronic Conditions among Medicare 

Beneficiaries, Chart-book 2012. 

 

http://www.hca.wa.gov/medicaid/health_homes/Pages/index.aspx
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SUPPORTING THE COMMUNITY: DELAY OF 
MEDICAID -FUNDED LONG TERM SERVICES 
AND SUPPORTS, HEALTH PROMOTION AND 
DISEASE PREVENTION 
This section is about responding to the identified needs of community members, providing options 

and working on alternatives to Medicaid-funded long-term services and supports. This is 

accomplished by connecting services and support options to meet local needs and encouraging 

health promotion and disease prevention. 

 

C-2.1:  COMMUNITY LIVING CONNECTIONS  

PROFILE OF THE ISSUE 

Community Living  Connections                                           
INFORMATION & ASSISTANCE SERVICES 

Community Living Connections (CLC) is an expansion of the 
existing Senior Information and Assistance (I&A) program.    
 
Kitsap County ALTC made a major commitment to increase visibility and expand 
services through the Information & Assistance Program (I&A) over the last 16 years.  A 
separate service unit with a dedicated supervisor and program-specific staff was 
created to ensure the necessary resources and program structure to attain these 
objectives. Additionally, with the expansion of the Family Caregiver Support program, a 
program integrated into I& A operations, the unit has further developed to respond to 
the fact that more people are opting for care in the home over institutional services, 
and that for many, Medicaid is not a viable option.   

         
This prior work is in line with goals and the statewide vi sion of CLC. CLC is not just a 
physical location, but a service delivery framework, serving older adults and people with 
disabilities. This model builds on existing infrastructure and resources to provide 
seamless and efficient access to services. The CLC integrates established service areas 
(Information & Assistance and Family Caregiver Support) into one integrated model 
with multiple components .  
 
Person-Centered Options Counseling, a model of service intervention ALTC direct 
services staff received trained in, is offered through CLC. This interactive process 
provides guidance to individuals needing supports and services. Through a personal 
interview, staff helps people identify what is important to them and for them, so they 
are able to create an action plan to help them live independently in the community . 
 

To help facilitate seamless service delivery, Aging and Long Term Support 
Administration of Department of Social and Health Services, worked with AAAôs in 
developing a client management and resource directory information system called 

http://www.waclc.org/
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GetCare. The system is a platform to create seamless linkages between clients needing 
information and the services needed. This statewide effort maintains the goal to get 
resource list maintenance and referral processes streamlined. To improve referrals, 
Area Agencies on Aging programs across the state that utilize GetCare are able to 
transfer clients to each other.  To assist with consumer choice and independent 
involvement, people are able to search for resource information, complete an 
assessment, and self-refer to programs and services. Based on current practice, local 
data will be updated by local staff for statewide accessibility and consumer self -service. 
Those services not appropriate for self-service or requiring specific interventions or 
referral processes will either remain at the local level or that information will be added 
to the statewide database information.  Although the public can search the web-based 
system for resource information, community members may need assistance in 
navigating the maze of information available. I&A is available but many people do not 
know of its existence.  
 
It remains a challenge to increase community awareness and to get useful information 
to older people and caregivers so they can make informed choices. In community 
surveys related to the previous Area Plan periods, responders indicated that the most 
important sources of long term care information were friends and family followed by 
church- underscoring the traditional belief that mo st people turn to known, familiar 
sources for assistance when major life choices are to be made. However, in the 2015 
survey for Area Plan period 2016-2019, the highest number of responses indicated the 
top source of information was the Internet, followed by friends or neighbors.  AARP, 
Senior or community centers, newspapers and Senior I&A & ALTC and then family were 
the next top sources.   
 
While the majority of satisfaction surveys and other feedback concerning I&A are highly 
positive, it remains that ma ny community members simply continue to be unaware of 
Information & Assistance as a service. We know that a lack of information results in 
interventions not occurring in a timely manner or being less effective than if consumers 
have access to information prior to a crisis and/or when they are preparing to make 
decisions. Therefore, ongoing access to information and support is critically important.  
Kitsap ALTC plans to develop an outreach and marketing plan with new (and sometimes 
revisited) components to implement communication strategies so that older adults and 
caregivers know where to go or who to call to find information.  
 
The Statewide Health Insurance Benefits Advisors (SHIBA) is another program within 
the Senior I&A unit and with the Medicare Improve ment Patients and Providers Act 
(MIPPA) program, staff can assist seniors who need help beyond the scope of SHIBA 
with Medicare Savings Programs and Low Income Subsidy application support. With 
MIPPAôs added emphasis on Medicareôs preventive benefits, its funding supports Senior 
I&A with education and outreach activities and referral coordination on these issues 
impacting our consumers. 
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Reduced and/or stagnant funding creates a tension between capacity and demand. 
While the program continues to be quite im portant to our consumers, funding will need 
to increase to adequately meet the demands.  
 
Additionally, the availability of on -line information is changing the way many consumers 
seek information. Given that many elders are online more and those who may not be 
rely upon family and friends to assist with critical choices for care, the use of websites , 
on-line resource databases and self-help materials have and will continue to be needed 
to provide improved access to information about choices and resources for seniors and 
their family members. These new efforts should complement the traditional approaches 
to information distribution (telephone directories, newspapers, simple brochures and 
directories) to fully address this changing environment.  
 
Finally, with the trend to grow and streamline I&A services in the form of Community 
Living Connections, and with surveys of the public and the aging network validating the 
imperative to continue providing Senior Information & Assistance services, funding this 
program is an ongoing challenge. It is important that as we work to improve service 
delivery ï plus expand upon the existing program by serving a wider pop ulation ï that 
adequate funds are provided for these services.  
 
Currently, Information & Assistance services available in Kitsap County include:                                           

    
1. The Senior Information & Assistance (I&A) program    including the Family 

Caregiver Support and Respite Care programs, is an integrated system designed 
to locate and identify persons who need services and link them with the most 
appropriate resources. These programs are key elements in a long-term care 
system that promotes in-home care. The I&A program provides information, 
screening for program eligibility, service referral, a ssistance, and advocacy. The 
I&A program is also responsible for taking a lead role in coordinating public 
education efforts and maintaining a directory of community resources.  
 

2. Medicare Improvements for Patients and Providers Act (MIPPA) for 
Beneficiary Outreach and Assistance offers Medicare and Medicare Part D 
outreach and assistance services that Senior I&A staff provide, including 
assistance to Medicare beneficiaries to enroll in Medicare Part D or to apply for 
Medicare Low-income Subsidy (LIS) and Medicare Savings Plans (MSPs). MIPPA 
outreach includes coordination activities and education efforts to encourage 
beneficiaries to participate in disease prevention and wellness activities. 
 

3. BenefitsCheckUp  through the National Council on Aging involves the entry of 
consumer information on needs and resources into an internet-based application 
that suggests appropriate local services and assistance for which the consumer 
appears qualified. It is available through the Senior I&A office in person or by 
telephone, as a link on the Aging and Long Term Care website or an individual 
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can simply access the main site via the internet. For those who do not have 
internet access or would have difficulty getting to the office, a questionnaire in 
printed format is available which can be filled out and sent to Senior I&A. The 
information is entered on behalf of the consumer and a report and information 
on services are provided to the consumer at no cost. With the MIPPA program, 
online applications for MSP and LIS can be submitted through the 
BenefitsCheckUp links.  

 
4. Statewide Health Insurance Benefits Assistance (SHIBA)  continues to be 

sponsored by Senior I&A. This service provides free, unbiased information about 
health care coverage and access, assists with the determination of health care 
coverage options, determines general eligibility for programs, reports fraud 
concerns, and provides referrals to other agencies and programs. Services are 
available over the phone, and at outreach sites and presentations around the 
county, and if requested, through in -person appointments at neutral meeting 
locations. SHIBA volunteers refer to Senior I&A MIPPA staff for complex cases, 
requests for enrollment in the Medicare Savings Programs and Low Income 
Subsidy and for consumers who need a home visit. 
 

5. Kitsap County Aging and  Long Term Care contractors , public agencies, 
and other groups develop easy-to-read program materials and, through 
distribution to the public, they become gateways into the continuum of services. 
Additionally, public information is disseminated through the monthly provider 
breakfast targeted to service providers, and through the annual Older Americanôs 
Month Long Term Care Consumer conference held each May. Many other public 
information activities also occur through the y ear. 

 

I&A/CLC  CORE COMPONENTS  

(AS DEFINED BY THE ADMINISTRATION FOR COMMUNITY LIVING)  
 

INFORMATION, REFERRAL, AND AWARENESS 

Strategies are in place to include surveys, inquiries when individuals RSVP to events, 
direct inquiry as to how individuals hear a bout services, and post-event evaluations. 
Technical assistance would be beneficial in the development of evidence-based tools 
and processes for improvements in the area of assessing outreach and marketing 
effectiveness. 
  
OPTIONS COUNSELING AND ASSISTANCE 

This service is provided through I&A direct service staff. With the exception of newly 
hired staff, I&A/FCSP staff completed ALTSA-sponsored Person-centered Options 
Counseling training.  
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STREAMLINED (ACCESS TO) ELIGIBILITY FOR PUBLIC PROGRAMS 

I&A Staff are already utilizing BenefitsCheckUp and Washington Connections online 
tools. Training on specifics related to CLC rollout and implementation is ongoing. 

 
PERSON-CENTERED TRANSITION SUPPORT 

Staff with I&A/FCSP is familiar with this model of support and s ervice. ALTC 
understanding is that additional training opportunities will be provided in the future as 
Community Living Connections continues rollout statewide. If increased staff resources 
and funding are available, Community Transition Interventions (CTI ) or other models 
and provider agreements to serve expanded consumer populations may be considered.  

 
CONSUMER POPULATIONS, PARTNERSHIPS AND STAKEHOLDER INVOLVEMENT 

In addition to Senior I&A, direct AAA services also includes FCSP and SHIBA. ADRN 
(Aging & Disability Resource Network) expansion would necessitate additional staff 
resources and funding to put in place partnership agreements and provide expanded 
services to a broader population. 

 
QUALITY ASSURANCE AND CONTINUOUS IMPROVEMENT 

AAAôs anticipate ALTSA will provide support with sustainability and all metrics based on 
standards tied to CLC and ADRN expansion. 

 
TRAINING 

Although some of the services accessed through an ADRC (Aging & Disability Resource 
Center) already exist under the purview of the AAA and/or are provided by new or 
established partners, there are gaps in services and access to resources at all levels and 
for many target population consumers that impact s service provision and outcomes. 
 
Senior I&A Staff need ongoing training opportunities  with providers serving populations 
under 60 years of age and special needs populations. And those providers may need 
additional information about the AAA and local services. Accessing training for all 
program staff while  still being able to respond to service needs is difficult due to limited 
staff resources.  
 
PARTNERSHIPS 

Kitsap County has strong partnerships and local community connections. Partnerships 
include local networking groups, cross-system referral sources, subcontractors, and 
local providers. Some examples are: Kitsap Information & Referral Network, Providerôs 
Breakfast, Long Term Care Alliance, Continuum of Care Coalition, Vulnerable Adult Task 
Force and other networking and community collaborations. VA Medical centers, the local 
VA clinic, and local Veteranôs Home (Retsil) are all referral sources that we are seeking 
additional connections with. Planning is still needed in this area but we envision 
reaching out to a variety of community partners, providing cross training opportunities 
and involving stakeholders in building a strong network.  Potential new partnerships 
could be with additional faith communities, providers of services to disability and 
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advocacy groups and programs that serve younger populations. Strategies to engage 
would include:  
¶ Coordinating cross-training opportunities for direct services staff  

¶ Coordinate on special events offering topics pertinent to broader populations 
¶ Initiate in -person meetings to build rapport and develop new partnerships  
¶ Invite potential stakeholders to p lanning and community events 

 
As noted above, the traditional Senior Information & Assistance service model has been 
evolving with the introduction of the Family Caregiver Support Program and TCARE®, 
Medicare Part D, MIPPA, and 211. Additionally, national Information & Referral (I&R) 
standards provide criteria for the development of comprehensive systems to meet the 
needs of diverse communities and consumers.  
 
The Older Americans Act (reauthorized), portions of the Affordable Care Act and the 
Lifespan Respite Bill all emphasize the importance of establishing Aging & Disability 
Resource Centers/Community Living Connections and may be a condition for many 
future funding opportunities. This presents opportunities for AAAôs like Kitsap County 
ALTC to expand their role as a trusted source of information and guidance for people of 
all ages. Along with this expanded role comes the challenge to review existing business 
models and the need for potential organization and system redesign. 
 

PROBLEM STATEMENT  

1. Many community members are not aware of Senior Inf ormation & Assistance or 
Aging and Long Term Care (ALTC) as a resource. Additionally, Community Living 
Connections is a new reference to these services. 

2. Many community members are not accessing services that may be available because 
of the perception that no -cost or low-cost services are extremely limited by eligibility 
criteria and/or are very cumbersome to access. Despite community awareness efforts, 
consumers may not use information about long-term care services until they, or a 
family member, have a need for these services. Often it is then at a point of crisis.  

3. With multiple agency names and logos, themes and branding is difficult. Some 
informational materials may be difficult to read or comprehend because of conf using 
agency jargon, designs, colors and font size. 

4. Often, consumers have difficulty navigating through the many different 
organizations providing various pieces of information or services. 

5. The ñnetworkò of options is more limited for some of the individuals who come to 
the program with the greatest social and economic need. At the same time, we have 
found an increased complexity in the family situations and needs that are presented.   
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6. Funding challenges make it difficult to maintain the quality of services developed 
during previous Area Plan timeframes. With the anticipated move by federal and 
state government toward the development of Aging and Disability Resource Centers-
Community Living Connections, it is critical that adequate funds to support this trend  
in service delivery will be allocated. This next four years may also be the time for 
consideration of doing business differently. For example, in other areas Senior I&A is 
a phone service only. 

7. Kitsap Countyôs Area Agency on Aging needs to position itself  through the 
Community Living Connections readiness assessment process to expand its role as a 
trusted source of information and guidance for people of all ages in our community.  

 

GOAL  

To assure that older adults, other persons with long term care needs, f amilies and 
community members have access to the Information & Assistance they need to meet 
the goal of many which is to continue to live in the community as independently as they 
are able. Another goal is to continue to identify program strengths, challen ges and 
needs for transitioning to Community Living Connections. 
 

O BJECTIVES  

1. Improve consumersô access to long term care and healthy aging information:  
a.  Maintain and expand the Kitsap County ALTC & Senior I&A Internet Web Site. 

Measured by: 
§ Assess opportunities for Community Living Connections (CLC) links to ALTC  

website. 

§ Expand marketing of the ALTC website.  
§ Enhance website data tracking. 
§ Enhance consumer-driven service capacities. 
§ Review and suggestions by users.  

§ Increased ñContact Usò in online referrals. 
 Completion Date: 12/2019 

 
b.  Develop and maintain a searchable computerized information-and-referral 

database system. Measured by: 

§ Data conversion meetings and outcomes.  
§ Updated resource database converted into the new CLC searchable 

database. 

§ Assessment of needs for dedicated staff support to update and 
maintain databases. 

§ Successful rollout of CLC to include all relevant programs.  
  Completion Date: 12/2016 

c. Implement locally the CLC client tracking system in coordination with the 
statewide rollout efforts . Measured by: 
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§ Planning and implementation meeting notes, records. 
§ Data conversion from existing systems into new system. 
§ Revised policy and procedures. 

§ End user (staff) training schedule. 
Completion Date: 12/2016 

 
d. Utilize Person-Centered Options Counseling strategies and tools as appropriate 

with individuals requesting this  assistance with long term support service 
planning. Measured by: 

§ Training for all I&A/FCSP/CLC staff. 
§ Planning and implementation meeting notes, records. 
Completion Date:  12/2016 

 
2. Continue ongoing coordination with established networks and other Kitsap 

Information and Referral partners; maintain the Benefits Checkup program with 
regular resource updates; participate in community meetings to educate and inform 
local residents about CLC and coordinate with WIN2-1-1 (Washington Information 
Network). Measured by: 

§ Schedule of I&R Coordination meetings. 
§ Kitsap County BenefitsCheckup reports and consumer results.   
§ Schedule of WIN2-1-1 meetings.  
§ Scheduled information and planning meetings following program launch of 

Community Living Connections to coordinate database updating processes. 
Completion Date: 12/2019 
 

3. Continue to strengthen and improve visibility of Senior Information & 
Assistance/Community Living Connections (CLC) as the primary entry point for the 
local system. Conduct a minimum of 12 Outreach events annually. 
Measured by: 
§ Visible, linked Internet presence .  
§ Updated I&A outreach materials.  

§ Records of outreach presentations and events.  
§ Samples of marketing materials and presentations. 

Complete annually through 12/2019 
 

4. Facilitate partnerships and increase coordination with community resources (i.e., 
ethnic cultural centers, faith communities, community centers, employers, non -profit 
organizations and associations) providers for medical services, military families and 
first responders such as police, sheriff, fire, EMTôs, etc., which may be appropriate 
alternative points of referral for consumers . Conduct a minimum of one coordination 
meeting with a different community  partner annually.  
Measured by: 
§ Schedule of coordination meetings and public events hosted or attended.  

Completion Date: 12/2019 
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5. Conduct Medicare and Medicare Part D outreach and education activities including 
topics of disease prevention and wellness activities and access to benefits and 
provide assistance to Medicare beneficiaries to enroll in Medicare Part D or to apply 
for Medicare Low-income Subsidy (LIS) and Medicare Savings Plans (MSPs). 
Measured by: 

§ Reports of activities assisting Medicare beneficiaries with applications and 
enrollment for LIS and MSP benefits. 

§ Records of outreach and enrollment events targeting Medicare beneficiaries.  
Completion Date: 09/2017 
 

6. Coordinate and/or participate in  training on the under 60 population and disability 
specific topics and Community Living Connections (CLC) rollout.  
Measured by: 
§ Schedule of unit trainings and meetings. 

Completion Date: 12/2019 
 

7. Advocate for sustained Senior Citizen Services Act (SCSA) funding and new funding 
opportunities to support Senior I&A services and CLC development. 
Measured by:  

§ Advisory Council Minutes. 
§ Meetings with elected officials. 
§ Public Forum(s) and other community input opportunities . 

Completion Date: 12/2019 
 
8. Conduct a comprehensive assessment of the current Senior I&A Program using the 

CLC Readiness Assessment Tool available on the CLC Technical Assistance Exchange 
website:  

§ Obtain, review, and complete CLC Readiness Assessment Tool and summarize 
assessment results;  

§ Contact state and national resources; and conduct research and review of 
potential I&A and systems change options for successful CLC realignment; 

§ Conduct staff and stakeholder forums and workgroups to develop a plan for 
implementation of CLC contingent upon funding and organizational capacity; 

§ If fu nding is available, finalize plan after public input and Advisory Council 
review and provide plan to ALTSA, upon approval, prepare implementation;  

§ Evaluate plan progress and outcomes. Adjust plan as necessary. Re-evaluate 
after the end of each year.  

Assessment conducted above as measured by: 

§ Assessment summary 
§ Work group plan and meeting minutes 
§ Report on progress and outcomes 

Completion Date: 12/19 
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C2-2:  FAMILY CAREGIVER SUPPORT PROGRAM  

PROFILE OF THE ISSUE 

FAMILY CAREGIVER SUPPORT PROGRAM:    

Estimates suggest that nearly one-quarter of all people 
aged 65 and older in the United States have a disability 
that results in their needing some kind of long -term care. 
This means they need assistance with activities of daily 
living (bathing, eating, toileting , mobility), or instrumental activities of daily living 
(transportation, laundry, cleaning). Some will need care twenty -four hours per day, others 
less often. Currently it is estimated that family or unpaid caregivers provide 80% of this 
care. Although caregiving has an effect at all ages, the aging of the population is impacting 
caregiving trends as well, with 7% of the care being provided by caregivers over the age of 
75. These caregivers spend an average of 34 hours per week on caregiving. Almost half 
report caring for a spouse; the others assist siblings and other relatives, friends or 
neighbors, most who are also 75 or older.  
 
Caregivers may need ongoing support to safely and effectively support and provide care. 
This need is recognized at both national and state levels. The Family Caregiver Support 
Program (FCSP) receives state and federal 
funding to focus on the needs of unpaid 
caregivers. FCSP staff is trained to use the 
evidenced-based Tailored Caregiver 
Assessment and Referral (TCARE®) protocol.  
One of the goals in working with families is to 
offer a diverse and responsive set of supports 
that mirrors the diversity and complexity of 
their unique caregiver situation. For example, 
adult children who are caregivers are much 
more likely to seek information about the 
disease process, availability of community 
services and legal and financial information. A caregiving spouse, on the other hand, is 
more likely to need help with coping skills and information about behavior management in 
addition to informat ion about in-home support services. Informal partners in care may 
need support setting up formal authority for decision -making or navigating access to 
benefits systems.  The evidenced-based Tailored Caregiver Assessment and Referral 
(TCARE®) protocol that includes the personal caregiver survey, screening, assessment and 
tailored one-to-one consultation combined with support services are available to help meet 
that goal with family caregivers.  
 
Since many persons providing assistance and supporting care have assumed 
responsibilities but do not necessarily call themselves ñcaregiversò, they may not look for 
services or supports targeted in that way. Understanding that, it can present a barrier 
because identifying as a caregiver opens doors to services and supports.  

Top priorities of Kitsap County 
caregivers surveyed are: 

¶ A break from caregiving  

¶ Information & Assistance 

¶ Help with caregiving role 

¶ Memory/dementia care 
support 
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Another aspect of caregiving is the economic impact of providing care. Caregivers often 
make financial sacrifices to support the care of others. They may contribute their personal 
income or savings, or may sacrifice their employment, or their emplo yment position, in 
order to ensure the care of their loved one. Many find they miss more days of work; it is 
reported that, on average, caregivers miss seventeen days of work per year due to 
caregiving responsibilities.  
 
Caregiving also takes a financial toll on employers. It is estimated that Alzheimerôs disease 
(AD) costs business in the United States billions of dollars a year due to time employees 
take off to care for a relative with the disease. When all types of caregiving are taken into 
consideration, the cost to business is even higher. 

 
To help offset these issues, one encouraging 
trend is that more employers have started 
offering flexible schedules, reduced hours, 
unpaid time off, and other creative 
approaches to their workers with caregiving 
responsibilities. With such supports, more and 
more caregivers can provide care while 
remaining productive employees.  
 
Locally, the number of families coming to the family caregiver respite program with 
higher level needs and higher complexity of caregiving and life situations is rising. 
Caregivers often have their own health problems. There is sometimes reluctance to 
accept referrals for Medicaid in-home or facility options; in part due to financial 
considerations and in part due to perceptions about caregiver responsibilities and 
avoidance of formal, government interventions. As people are living longer, there is a 
higher burden on adult children caregivers who can be either seniors themselves or 
sandwich generation caregivers with younger families at home. There is also a need for 
specialty-trained caregivers across disease/diagnosis as complexity of caring for needs 
with in -home care rises. 
 

FAMILY CAREGIVER SUPPORT SERVICES 

  
The Family Caregiver Support Program  (FCSP), associated with Senior Information & 
Assistance, provides family caregivers with information, consultation, service coordination 
and other support services including: 
 

i. Caregiver Resource Center & Library located in Silverdale offers materials for 
on-site reading and check out. These include a comprehensive selection of 
books, videos, periodicals and pamphlets, as well as an Internet connection and 
directory of caregiver-oriented sites. Many materials are also available at the 
Givens Community Center in Port Orchard. 
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ii. Caregiver Case Manager and Assistance Specialists are available to help 
caregivers decide what assistance they need, help coordinate these services,  
and provide consultation and follow-up support. TCARE®  personal caregiver 
survey, assessment and consultation are provided to interested caregivers to 
help determine caregiver needs and options. 

 
iii. Supplemental Services are available under the program, offering specialty 
assistance in mental health counseling, alcohol and substance abuse, nutritional 
services, legal assistance, acquisition of durable medical equipment, Personal 
Emergency Response Systems (PERS), and Safe Return.  

 
 

KITSAP COUNTY CAREGIVERS may receive support with the 
following FCSP Core Elements:  
§ Information Services-group activities and outreach 

activities are delivered by ALTC direct services staff. The 
ALTC website is a source of information for caregivers; 

§ Specialized family caregiver information -ALTC Case 
Managers and Assistance Specialists provide consultation 
and one-to-one support;  

§ Specialized family caregiver assistance-provided by ALTC direct service staff,  
including TCARE®  Screening and Assessment/Care Planning;  

§ Counseling-Mental health counseling services are available in Kitsap County. 
Depending on need, they are delivered in the counselorôs office, in-home, in 
ALTC offices or over the phone; 

§ Training- includes one-time classes, caregiver education series, and special 
events such as workshops or conferences. Evidence-based models that ALTC 
plans to provide or partner to provide are Powerful Tool s for Caregiving (PTC), 
Living Well with Chronic Conditions, Chronic Pain Self-Management programs; 

§ Support Groups-these groups allow caregivers an opportunity to talk about their 
roles, problems and concerns with a group that is able to understand. These 
groups usually target a specific population of caregivers or are for individuals 
with a specific diagnosis (such as Alzheimerôs, cancer, diabetes, etc.).  

§ The type of support groups supported and how they are supported by ALTC 
varies as we respond to requests for special assistance. Examples include: 
Alzheimerôs Association sponsored groups, Parkinsonôs Support Group, Caregiver 
Support Groups, Brain Injury Support, ARC ñParent to Parentò group and 
education and support series such as Powerful Tools for Caregivers, etc. 

§ Respite Care Services: Respite gives a break to the unpaid or family caregiver by 
providing substitute care. This service may be provided in or out -of-home 
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(including Adult Day Care, Adult Day Health and short-term care in a licensed 
nursing facility), and is offered on a sliding fee scale basis. 

§ Supplemental Services. Supplemental services currently includes nutrition  
consultation, home delivered meals, legal, counseling and durable medical 
equipment or supplies. The service distribution method is based on an 
authorization to the provider  who delivers the service to the caregiver or care 
receiver. No funds are provided to individuals directly.  

There are currently no set AAA service limits in effect that exceed the eligibility 
criteria associated with TCARE®  statewide policy for services and steps. However, 
for counseling services, at the point of referral we inform caregivers that the service 
is not intended to be on an ongoing basis. Counseling in a care facility is provided as 
a short-term tra nsition only service based upon service and funding availability. 
There is currently a waiting list for Respite services. 

 

KINSHIP CAREGIVER SUPPORT PROGRAM:  
Kinship Caregivers provide primary care to a relativeôs child or children. 
Often it is grandparents raising grandchildren but also includes care of 
children by non-parent relatives. Providing care to relatives also is a 
cultural and integral part of Native American life. Of particular 
significance to kinship care for Tribes is the Indian Child Welfare Act 
passed by Congress in 1978 and the role it plays in ensuring that 
Native American children are placed with Native American families 
when foster care occurs.  
 
In Washington State over 37,371 grandparents are responsible caregivers for a 
relativeôs children. 7.8% of the children in the state under age 18 live in homes where 
the householders are grandparents or other relatives. Of these, 5.6% live with 
grandparents who are the householders and 2.3% live with other relatives who are the 
householders.  
 
Kinship care may become necessary for a variety of reasons including parental 
substance abuse, death, incarceration, abandonment, domestic violence, mental health 
issues, neglect or abuse, or a teenager not ready to be a parent. Kinship caregivers are 
often faced with unanticipated expenses when assuming responsibility for minor 
grandchildren or other relatives. Costs for legal guidance, including custodial authority, 
and other, basic needs such as clothing, child-appropriate furniture and housing 
changes can add to this burden.  
 
Kinship Caregiver Support Program services are offered through a contract and include 
information and referral and support services to kinship caregivers, particularly those 
who are at the greatest risk of being unable to maintain the  caregiving role. In this 
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effort, funds are used to meet basic needs of an emergent, non -recurrent nature. 
Examples of these needs are:  
¶ Emergency financial assistance for basic needs (housing, food, clothing, supplies, and 
other items for their relativeôs children);  

¶ Supplement school supplies when other resources unavailable;  
¶ Transportation; and 

¶ Other supportive services for target population as may be identified during the 
screening process and subject to availability of funds and approval by the AAA  

 
While the needs of kinship caregivers may differ, support for kinship caregivers is 
important. An identified gap in services is support groups for kinship caregivers. 
Additionally, Kitsap County does not currently receive funding for Kinship Navigator 
Services. 
 

PROBLEM STATEMENT 

1. Caregiver Support program demands continue to expand. As more people opt for 
care in the home, the demand for more specialized services increases. 
 

2. Caregivers need support and assistance at all stages of their caregiving journey 
and for various needs. Different caregivers need different kinds of support.  

 
3. Many caregivers do not identify themselves as ñcaregivers,ò and thus fail to 

recognize that they need or may be eligible for assistance. Caregiver stress may 
result and potentially shorten or degrade the home care option without additional 
support.  

 
4. Caregivers need economic and employer support in order to maintain their 

responsibilities. Employers need support in dealing with issues related to caregiving 
and their workfor ce. Employed caregivers need to be educated about their options. 

 
5. Many caregivers donôt know what services and supports are available or how to 

access them, especially in times of emergency or severe stress. 
 
6. Individuals from ethnic minority communit ies, persons with disabilities, and LGBTQ 

and non-traditional caregivers who may not be recognized as family may need 

additional support and assistance to access caregiver support services.  
 
7. Kinship caregivers need a range of assistance particular to their role raising children 

and navigating the legal, social and economic support systems.  
 
8. Tribal kinship caregivers need assistance developing and maintaining family and         

kinship caregiver support group services. 
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9. Kinship caregivers need financial assistance for the children in their care. 
Caregivers report that the TANF child-only grant is inadequate or not available in 
their situation, and they  continue to need help providing basic necessities as well 
as accessing medical care, affordable housing, and adequate transportation.  

 
10. There continues to be a need across the Kitsap County service area to develop 

and maintain caregiver support options; including options such as community 
partnership development and research into volunteer opportun ities that may not 
receive specific funding support. 

 

GOAL S 

To raise the level of awareness of caregiving in Kitsap County, develop a continuum of 
support options for caregivers, and assess the needs of and provide resources and 
supports for family  and kinship caregivers in Kitsap County. 
 

O BJECTIVES 

1. Identify and develop an expanded array of primary and supplemental caregiver support 
services and information to assist caregiver populations. Conduct a minimum of three 
planning meetings to study the emerging issues of:  
 

a. Caregiving-related critical stress and assess the need and viable options for 
emergency relief.  
Measured by: 

§ Minutes and recommended action(s) from coordination meeting(s) 
with relevant providers . 

§ Outreach and education to emergency response and medical 
professionals.  

§ Community and partner education about the Silver Alert system and 
FCSP and I&A programs as a support to individuals and families. 

 Completion Date: 12/2019 
 
b. The need to support additional and existing support groups, with topic -

specific outreach to the groups and coordination on conference, training, and 
other FCSP opportunities to address family and kinship caregiver challenges 
as identified through Caregiver Support Center and other community 
partners. Measured by: 

§ Records of meetings, presentations and training activities. 
Completion Date: 12/2019 

 
2. Maintain support for caregiver training through participation in and/or sponsorship 

of a regional caregiver training conference and local training opportunities.  
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Conduct a minimum of one community-wide education or training event annually . 
Measured by: 
§ Schedule of caregiver education and/or training event(s) .  

§ Special efforts and outreach to include caregivers in target populations. 
Completion Date: 12/2019 
 

3. Revise Caregiver Support, local internet page to include TCARE®  resources, links to 
support groups and additional updated resources.  
Measured by:  
§ Revised Caregiver Support Web page .   

Completion Date: 12/2017  
 

4. Continue outreach to the faith and business and professional communities to provide      
information to members and employees regarding caregiver support services by 
conducting a minimum of two presentations or participation in events targeting that 
demographic annually.  
Measured by: 
§ Schedule of presentations and copies of reports. 

Completion Date: 12/2017 
 

5. Increase outreach and coordination activities on behalf of elder ethnic minority 
populations and other target populations to provide adequate information about, 
and access to, caregiver support services, while assuring recognition and respect for 
ethnic and cultural diversity in caregiver support activities. Conduct a minimum of 
six coordination meetings. Increase caregiver support services. 
Measured by: 
§ Records of meetings with Tribes, minority organizations, and other relevant 

stakeholders.   

§ Client tracking records, presentation and outreach tracking. 
§ Provision of TCARE® to underserved communities in Kitsap County.  

 Completion Date: 12/2019 
 
6. Participate in the ongoing statewide review of the Family Caregiver Support 

Program. 
Measured by: 

§ Records of relevant trainings and meetings.    
Completion Date: 12/2019 
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C-2.3:  ALZHEIMERõS, DEMENTIA AND MEMORY CARE 

PROFILE OF THE ISSUE 

 
According to a 2015 National Council on Aging survey, a top concern of older Americans 
second only to maintaining their physical health was their concern about memory loss. 
In Washington State, an estimated 110,000 individuals have Alzheimerôs disease or a 
related dementia. With the aging of the baby boom generation, the number of older 
adults with dementia is increasing. Yet services and supports are not keeping up. 
Alzheimerôs disease is the sixth leading cause of death in the United States, and the 
third leading cause of death in Washington State. For Kitsap County, Alzheimerôs 
disease is a major concern. The Centers for Disease Control rates Kitsap County 
Alzheimerôs deaths in the ñworseò quartile compared to other counties at a rate of 58.6 
per 100,000 people.  

 
As seen in the chart below, over the next 30 years, it is projected that in W ashington State, 
the total number of people age 65 and older with Alzheimerôs and dementia will increase by 
181 percent. For those ages 65 and older with serious cognition, the number is likely to 
increase by 152 percent. While the number of people with de mentia who are age 70 years 
and older, is expected to increase by 179 percent.   
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Dementia is being diagnosed earlier than in previous years and consumers are often aware 
of their dementia diagnosis in the early stages of the disease. Alzheimerôs disease is the 
most common form of dementia, accounting for 60 -80% of cases, and vascular dementia   
is the next most common at around 17%  of cases (Plassman, et al. 2007). Other causes 
include: Lewy body dementia, mixed dementia, Parkinsonôs disease dementia, 
frontotemporal dementia and  Creutzfeld-Jakob disease. The needs of someone with an 
early diagnosis of dementia are much different from one diagnosed later on. For example, 
a senior center may not be appropriate for someone with a later stage  diagnosis but 
neither is a dementia adult day health service for those in early  stages. Programs that 
focus on abilities, strengths, and bringing together individuals with early stage diagnosis 
are vital. Additional supports for dementia-specific services addressing needs at all stages 
of diagnosis are critical as well. 
 
It is important to realize that for many caregivers, especially caregivers who deal with 
dementia, providing care is more than helping  with daily living activities . Providing care 
means all of that plus learning about different behaviors  and communication changes of 
the person they care for , struggling with role changes in relationships, living with the 
isolation that can result, and sometimes includes trying to deal with  feelings of anxiety and 
depression of both the person they care for and themselves . Caregivers dealing with these 
issues often benefit from information, counseling and consultation with trained 
professionals and may also benefit from phone or online support or local support groups  
and workshops. Dementia support consultation and referral is available through the Senior 
Information & Assistance/Community Living Connections and Family Caregiver Support 
staff at ALTC. Counseling services to assist caregivers is available on a limited basis also 
through the Kitsap Mental Health Services Older Adult Counseling contract.  
 
WASHINGTON STATE ALZHEIMERõS DISEASE PLAN 

In 2011, President Barack Obama signed the National Alzheimerôs Project Act into law.  
This was followed by the first National Plan to  Address Alzheimerôs Disease, released in 
2012. States are working to develop and implement plans to guide state governments 
on critical dementia issues and possible solutions, while improving services and 
supports for families affected by the disease. Washington State has convened an 
Alzheimerôs Disease Working Group (ADWG) to examine the needs of individuals with 
Alzheimerôs disease, the services available to meet these needs, and the capacity of the 
state and providers to meet current and future challeng es. The ADWG is also to make 
recommendations on needed policies and responses and develop a state plan.  
 

The ADWG comprises people with dementia, caregivers of people with dementia, state 
agency leadership, legislators, health care providers, home and residential care 
providers, health policy advocates, and researchers. In 2014, the ADWG engaged 
essential stakeholders statewide to gather input to shape the plan. The plan will define 
the scope of the economic and social impact of Alzheimerôs disease and set the 
direction for the state to become dementia capable .  
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Current goals of the draft plan include :  
 
¶ Increase Public Awareness, Engagement and Education about Dementia  

¶ Prepare Communities for Significant Growth in Dementia Population 
¶ Ensure Well-Being and Safety of People Living with Dementia and their Family 

Caregivers 

¶ Ensure Access to Comprehensive Supports for Family Caregivers 
¶ Identify Dementia Early and Provide Dementia-Capable Evidence-Based Health Care 
¶ Ensure dementia-capable long-term services and supports available in the setting of 

choice 

¶ Promote research and innovation into the causes and effective interventions for 
dementia.  
 

The completed plan is due to the governor on January 1, 2016.  At the local level, Kitsap 
County Aging and Long Term Care is looking forward to finalization  of this plan and 
incorporation of findings in our future work.  
 

GOAL S 

Increase awareness about Alzheimerôs disease, memory care and wellness; increase access 
to existing services earlier in the disease process and enhance service options to offer more 
dementia-specific education, counseling, training, and respite options for individuals with 
memory loss and their caregivers. 
 

O BJECTIVES 

1. Develop dementia and memory care out-of-home respite and support services 
service options as feasible.  
Measured by: 
§ Minutes and recommended action(s) from coordination meeting(s) with 
health care providers and Alzheimerôs Association, Adult Day health, social 
day services and caregiver support groups, etc. 

§ Formal referral and authorization options developed with local providers 
which may include both specific dementia-services contracts, respite and 
support services. 

§ Documented outcomes of research and work with Adult Day programs or 
local care facilities offering day-respite as a care and socialization 
opportunity for individuals with dementia and memory care needs and as 
a break to their primary caregivers.  

§ Coordination with state FCSP policy team regarding exploration of flexible 
authorization options and contracting.  
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2. Promote brain health and the importance of early detection .  
Measured by: 
§ Dissemination of brain health and early detection information at outreach 

events. 
§ Cross-promotion of local memory screening events. 
§ Celebration and promotion of proactive health activities and volunteer 

opportunities. 
 

3. Continue supporting local development of dementia-specific support groups and 
creative approaches to local partnership development to enhance options to 
meet the needs of this population.  
Measured by: 

§ Coordination with Alzheimerôs Association and other professional 
organizations and local first responders. 

§ Promotion of Silver Alert and other safety options for this population.  
 

4. Coordinate to provide Early Stage Memory Loss (ESML) or other workshops such 
as ñLetôs Talk Dementiaò to caregivers caring for someone with Alzheimerôs 
disease or dementia. Provide conference opportunities or workshops for 
individuals with memory loss.  
Measured by: 
§ One dementia-specific or memory loss workshop offered at least bi-

annually over the next four yea rs. 

§ Provide evidenced-based Powerful Tools for Caregivers training or other 
training opportunities  to caregivers to help caregivers manage behavioral 
symptoms of their care recipient with Alzheimerôs disease or dementia.  

 
5. Coordinate with local partner organizations on implementing the Alzheimerôs 

state plan with a focus on communities of color.   
Measured by: 

§ Minutes and recommended action(s) from coordination meetings. 

Completion Date: 12/2019  
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RESOURCES: 
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Care Services through 2020 in Washington State, David Mancuso, PhD, August 
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November 12, 2014. Accessed at 

www.dshs.wa.gov/sites/default/files/ALTSA/stakeholders/documents/AD/Forecas

ting%20Dementia%20%20ADWG%20Meeting%20Presentation%20Nov%2012%

202014.pdf 

¶ Washington State Plan to Address Alzheimerôs Disease- Preparing Washington for 

the Impacts of Alzheimerôs Disease and Other Dementias(Draft) , developed by 

the Alzheimer's Disease Working Group convened by Washington State 

Department of Social and Health Services, (ADWG Report Draft 9-3-2015 v3) 

Accessed at https://www.dshs.wa.gov/altsa/stakeholders/developing -state-plan-

address-alzheimers-disease 

¶ Valuing the Invaluable: Putting a Dollar Value to Family Caregiving, AARP Public 
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C-2.4: ELDER READINESS & PLANNING FOR AGE -FRIENDLY 

COMM UNITIES 

PROFILE OF THE ISSUE 

 

Globally, we are experiencing an enormous rise in the age of the worldôs populations. 
The percentage of individuals living beyond 60 years is increasing at levels never before 
seen in human history. According to Richard Jackson, Director, Global Aging Initiative, 
Center for Strategic & International Studies,  no challenge "is as certain as global aging, 
and none is as likely to have as large and enduring an effect ï on the size and shape of 
government budgets, on the future grow th in living standards, and on the stability of 
the global economy and even the world order." Our economy is still recovering from the 
recession and we live with technology and medical advances that rapidly change. 
 
In the United States the ñbaby boomò generation, the largest ever born (78 million 
Americans), is also in the process of transforming American society as it moves into its 
senior years. Baby boomers are changing the expectations of aging, and by necessity, 
highlighting the importance of communit ies that provide affordable and accessible 
opportunities for people to age in place. This, of course, is also reflected at the local 
level.  
 
According to the Washington Office of Financial Management projections, Washingtonôs 
Census 2000 population will increase 26% by the year 2020, reaching 7.4 million. The 
aging of this population will be the most important demographic phenomenon the next 
few decades.  
 
In 2010, 27.33% (68,642) of the total population (251,133) in Kitsap County were 
persons age 55 and older; 19.82% (49,764) were persons age 60 and older; 5.63% 
(14,144) were persons age 75 and older; 3.49% (8,769) were persons age 80 and 
older.  
 
The most recent projections available indicate that, by 
the year 2020, 32.41% (96,939) of the Kitsap County 
population will be age 55 and older; 26.69% (79,823) 
will be persons age 60 and older; 8.47% (25,338) will be 
persons age 75 and older; and 4.32% will be persons 
age 85 and older.  
 
These changes in the population present opportunities as well as challenges in meeting 
the needs of county residents. Preparation is needed in all areas. It will take time to 
advocate for and develop the kind of community services, programs, housing options 
and environment needed to respond to these changes.  

The percentage of 
individuals living 

beyond 60 years is 
increasing at levels 

never before seen in 
human history.   
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In order to accompli sh this, there is a need for a comprehensive approach to planning. 
We need to bring ñelder awarenessò and issues relevant to an age and disability friendly 
community to government leaders, business leaders, civic leaders, and the larger 
community. By looking at this issue in a holistic manner, we can impact changes 
affecting the community.  
 
This vision of an Age-Friendly Community:  

1. Encourages people of all ages to prepare for retirement and life beyond 60 years.   

2. Develops ñage sensitiveò service infrastructures that support people as they age.  

3. Establishes and adapts existing services to recognize and accommodate the needs 
of older adults and adults with disabilities.  

4. Builds and adapts physical infrastructures that support people as they age.  

5. Promotes creative ways for the Countyôs aging 
population to utilize their talents, skills, and 
experiences in both paid and un-paid roles for the 
benefit of both the individual and the community 
at large.  

6. Promotes flexibility in the workplace to 
accommodate and support the vital role played by 
family caregivers.  

7. Promotes flexibility in the workplace to accommodate and support the vital role 
played by an increasingly aging pool of workers.  

Change that enhances older adultsô quality of life will improve conditions for everyone 
because elder-friendly communities are good places for people of all ages to live. Elder-
friendly communities become communities of choice for everyone.  

With this information in mind, Aging and Long Term Care surveyed local seniors, providers, 
community groups, nutrition program participants and caregivers with the goal of preparing 
Kitsap County to respond to these growing demands. The objective was to identify the 
most critical issues necessary to creating and maintaining a community that would respond 
to these needs and be socially enriching in the process. As a result of the 2011 survey, and 
surveys completed for prior area plans, several commonly identified issues consistently 
surfaced. Though issues and subsets of issue areas identified by respondents may shift in 
priority (needs change as the population ages in place, the economy fluctuates, 
transportation costs rise and for some, income remains stagnant) fundamentally the 
overarching issues remain constant. Therefore, they continue to be the focus of study and 
additional research during the coming years. These issues are outlined below and in the 
goals and objectives to be addressed over the next four years of this planning period.  
 

é the rising cost of 
health care has the 
potential to directly 
impact a seniorôs ability 

to afford housing or 
food in our area. 
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Respondents to the 2012-2015 Area Plan survey provided the following information:  
IDENTIFIED GENDER 

§ 468 female, 175 male 
 
AGE 

§ 5 are under 50, 36 are 50-59 
§ 320 are 60-74, 198 are 75-84 

§ 85 are 85+  
 
LOCATION 

Of the 720 respondents, 418 live in the major metropolitan areas  
of Kitsap County:  

§ 26 live in Bainbridge Island 

§ 231 live in Bremerton 
§ 41 live in Port Orchard 
§ 50 live in Poulsbo 
§ 70 live in Silverdale 

 
The remaining respondents live in rural areas of Kitsap County. 
 
BASIC NEEDS: 

Ensuring that basic needs are met is critical for all community members, including seniors. 
For the purpose of the Area Plan, respondents were asked to identify the top three needs 
for older adults and adults with disabilities. These basic needs are interrelated and also 
strongly connected to additional life factors that affect all areas of a personôs life. For 
example, the rising cost of health care has the potential to directly impact a seniorôs ability 
to afford housing or food in our area.   The survey specifically asked respondents to 
separately identify the thr ee top needs for both older adults and adults with disabilities. 
Given the close results, the top five responses are included. 
 
TOP 5 NEEDS IDENTIFIED FOR OLDER ADULTS: 

§ Healthcare  

§ Nutrition 
§ Transportation 
§ Activities/Companionship  
§ Housing  

 
TOP 5 NEEDS IDENTIFIED FOR ADULTS  
WITH DISABILITIES: 

§ Transportation  

§ Healthcare  
§ Personal Assistance  
§ Physical Access 
§ Housing  
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Other needs are listed below in order of largest to smallest:  
OLDER ADULTS: ADULTS WITH DISABILITIES: 

Financial Security Chores/Home Maintenance 
Personal Assistance Nutrition 
Prescription Drugs Training/Counseling 
Chores/Home Maintenance Companionship 
Access to Information/Services Financial Security 
Exercise Activities 
Compassion Medicines 
Safe Environment. Safety/Protection 
Dental Access to Information/Services 
Equipment/Disabled Access Respite/Caregiver Help 
Clothing  
Eye Doctor/Independence/Insurance  
(3-way tie)  

 

Church & Spiritual  
Mental Health Care  
Education/Long Term Care/Utilities Assistance 
(3-way tie)  

 

Crisis Support/Falls/Respite (3-way tie)   
Employment/Memory Loss (2-way tie)   

 
Other significant results: 
 
CAREGIVING: 

125 provide care for a loved one. The top needs identified by those caregivers included: 

§ Information & Assistance 
§ Respite 
§ Training 

§ Help with caregiving 
 
TRANSPORTATION: 

§ 538 drive where they need to go  
§ 198 ride with friends or family  
§ 77 use community transit  
§ 74 ride the bus 
§ 26 use a volunteer transportation program  

§ 23 use a taxi 
 



 

 2016ð2019 AREA PLAN 
 PAGE 66 SECTION C-2.4 

HOUSING: 

§ 326 live alone 
§ 282 live with their spouse 
§ 54 live with adult ch ildren 

§ 13 live with another family member  
§ 10 live with non -family 
§ 4 live in a facility  
§ 526 are satisfied with their current housing arrangement  
§ 138 are somewhat satisfied 

§ 15 are not very satisfied 
 

FOOD SECURITY: 

§ 632 shop at a grocery store for their food  
§ 139 purchase food at a farmerôs market 
§ 92 get their food from other sources (friends/family, housing program, facility, 

restaurants, grocery deliveries) 

§ 86 eat a congregate or community meal  
§ 63 receive senior program home delivered meals 
§ 60 go to a food bank 

 
HEALTHY AGING: 

286 participate in a wellness program: 

§ 241 do exercise 
§ 32 manage a chronic illness 
§ 20 do a memory improvement program  

 
INFORMATION & ASSISTANCE: 

§ 352 get their information about aging programs/services from the newspaper  

§ 266 watch television 
§ 247 from friends or neighbors  
§ 156 from church or community bulletins  
§ 149 from their family  
§ 127 use the internet  

§ 56 listen to the radio  
 
LIVABLE COMMUNITIES: 

§ 430 are able to get around in their community without a car  
 

Respondents had the following concerns about their community:  

§ Poor/no sidewalks (129 respondents) 
§ Physical ability (122 respondents) 
§ Few amenities near their home (78 respondents) 

§ Personal safety (60 respondents) 
§ No crosswalks (47 respondents) 
§ Poor lighting (37 respondents) 
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HISTORICAL COMPARISON OF BASIC NEEDS AS IDENTIFIED IN THE 2008 ð 2011 AREA PLAN: 

Below are the results of the survey completed for the 2008 -2011 Area Plan. The 2012 
comparison of the results showed that many issue areas remained constant for older adults 
and adults with disabilities in Kitsap County. 
 
APPROPRIATE AND AFFORDABLE HOUSING: 

§ 28% of seniors report spending more than 30% of their income on housing.  
§ Aging network providers named affordable housing as one of the top three greatest 

needs for seniors in Kitsap County. 

§ 33% of respondents said more affordable housing is very important for their 
community. 

§ 22% of respondents said they could not continue to live in their home if they 
became disabled. 

§ 28% of respondents are at or below 200% of the federal poverty level fo r their 
household; 18% are at or below 150%.  

 
NUTRITION: 

§ 68% of respondents eat less than the recommended amount of fruits and 
vegetables most days of the week. 

§ Kitsap County contractors provided 27,160 congregate meals for seniors plus 4,740 
congregate meals for Tribal Elders; 45,400 home delivered meals were provided 
Note: in 2010, there were 21,941 congregate meals for seniors plus 4, 941 
congregate meals for Tribal Elders; 50,948 home delivered meals were provided. 

§ Through the Senior Farmerôs Market Nutrition Program, 434 seniors received 
vouchers and 54 home-bound seniors received deliveries of fresh produce from local 
farmers. Note: in 2010 539 seniors received vouchers and due to reductions in 
funding, only 46 home-bound seniors were able to receive deliveries of fresh 
produce.  

 
SAFETY IN THE HOME AND NEIGHBORHOOD: 

§ 96% of respondents feel safe in their neighborhood.  
§ 24% percent of respondents think a Senior Block Watch is very important for their 

community. 

§ 30% of respondents reported they or someone they knew had been the victim of 
mental or physical abuse, neglect and/or financial exploitation.  

 
SOCIAL AND CIVIC ENGAGEMENT: 

Access to opportunities for social and civic engagement, 
meeting with friends, neighbors or other community members 
in a variety of recreational, cultural and employment settings, 
is a key element in the healthy life of any community. It is an 
essential feature of a community that is age and disability 
friendly. 
 

The strongest 
predictor of 

premature death 
among older 

people is social 
isolationé 
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Social engagement is a key to maintaining mental, emotional, physical health and 
independence. The strongest predictor of premature death among older people is social 
isolation; cognitive decline is approximately twice as great among those reporting no social 
ties than in those who had frequent contact with relatives, frie nds or participated in regular 
social activities. Fostering healthy social contact and engagement for seniors does more 
than enhance quality of life, it is a basic component to any service strategy whose goal is 
to foster health and well being for seniors.  
 

§ 94% of respondents say their neighborhood is a good place to live and ninety -six 
percent also feel safe in their neighborhoods. 

§ 79% of respondents believe people in their community would be willing to help 
them if help were needed; eighty-seven percent of respondents have neighbors, 
friends or family who would assist them in an emergency or disaster.  

§ 77% said they had attended at least one social, religious or cultural event in the 
preceding week. 

§ 49% participate in volunteer activities.  
§ 42% of respondents said they would not be able to find someone to hire them if 

they wanted to work for pay.  

§ 40% of respondents would participate in an out -of-home Adult Day Services 
program if it was available in their area.  

 
PHYSICAL AND MENTAL HEALTH AND WELL BEING: 

Over the next 25 years, the numbers of seniors will dramatically increase, due to the 
upcoming óage waveô of Baby Boomers and an increased life span. This population will be 
more diverse, and since health disparities exist within minority populations, chronic health 
problems will increase as well. Couple this fact with higher costs for care of older adults 
and it can be projected that healthcare spending will increase by 25% - before increases 
for inflation or costs of new technology are added. The cost of medi cal care, as well as the 
potential loss of the contributions of older adults due to disability, makes an emphasis on 
healthy older adulthood imperative.  
 

§ While 82% of respondents had received an eye test and 87% had had their blood 
pressure checked, only 37% had received a hearing test.  

§ 68% had received a dental exam. 
§ 42% of respondents stated their health limits what they can do.  
§ 33% experience pain which limits their daily activities on a regular basis.  

§ 63% exercise at least 30 minutes on most days of the  week. 
§ 27% of respondents believe free health screening is very important for their 

community. 

§ 32% of respondents believe low cost exercise/recreation opportunities are very 
important for their community.  
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INDEPENDENCE FOR FRAIL AND DISABLED INDIVIDUALS: 

Maximizing independence for the frail and disabled is 
vital to the health of our communities. A community that 
can provide accessible and affordable transportation and 
adequate and safe in-home services offers its residents 
opportunities to be active and  involved. These issues are 
especially important to older people and people with 
disabilities dependent upon services for control over their 
lives, independence, and avoiding institutional care. 
 
§ 77% of respondents are able drive their car or get around on  their own.  

§ 68% of respondents have access to public transportation but only twenty -five 
percent use it. 

§ 27% of respondents donôt use public transportation because it is not convenient or it 
takes too long. 

§ 31% of respondents have a disability that limits one or more of their usual daily 
activities. 

§ 74% of respondents can do activities of daily living by themselves, or have enough 
people to help them.  
 

2015 Data and Trends  
Although many of the trends and preferences outlined from previous survey periods abo ve 
are the same with those surveyed in 2015, there are some differences based on feedback 
from close to 500 respondents. 
 
One is identification of top needs for older adults. Below is a graph depicting results that  
the top concerns of healthcare, health and wellness and income/financial concerns trumped 
priorities in past survey periods such as Nutrition, Transportation, Activities/Companionship 
and Housing as evidenced in the chart below : 
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Top needs for persons with disabilities were a little differen t as evidenced below: 
 

 
 
When asked if they had unmet needs, respondents who answered this question rated 
Information and Assistance, followed by Memory Care/Dementia, and then Help with 
caregiving and Respite Care as their individual concerns. 
 
Over 22% of respondents answered ñyesò to the question: ñDo you currently provide 
unpaid care for an adult family member, friend or neighbor ò?   
 
The chart below highlights their identified priorities:  

 
 

When asked about problems with housing, if any, the top 5 re sponses in order were: 

§ Need minor home repairs 
§ Housekeeping 
§ Affordability 
§ Property taxes 
§ Size 

13%

18%

21%
24%

24%

Caregiving Priorities

Mental health support

Memory Care/
Dementia

Help with caregiving

Information &
assistance

Respite care
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Another significant point is that the issue of transportation is an ongoing concern for those 
who responded to the survey. See the responses below to this question: ñIf you are not 
able to get around your neighborhood without a car, or have difficulty doing so, what 
specific challenges do you experienceò?   

 
Additionally, when given the opportunity to write in what they felt was important as one 
question and what they saw as a barrier in another, transportation needs ranked highest. 
Specifically, respondents overwhelmingly considered the need for bus or other 
transportation as an unmet need or barrier to independence for older adults in Kitsap 
County. 

 
Inherent in any discussion about needs is the related question about how do we build 
opportunities and develop strategies to address these concerns? All of these needs and 
possible opportunities need to be considered as we plan ahead and involve consumers and 
stakeholders in these important conversations. 

 

PROBLEM STATEMENT 

The Countyôs population is rapidly aging. Government, business, civic, education and 
community leaders need to proactively plan for the changes this will make in how they 
provide services, build infrastructure, capture the valuable contribution of older adults 
and integrate aging citizens into all aspects of our community.  

GOAL  

Encourage the development of an Age-Friendly Community by promoting the  
awareness of changing demographics and the dramatic increase in the aging 
population. Work with seniors, community members, providers, business and 
government in an effort to meet the basic needs of seniors and disabled adults. 
Continue to advocate for a fair share of resources and services targeted to seniors and 
disabled adults.  

O BJECTIVES 

1. Conduct and participate in outreach and education in the community  regarding age-
friendly planning in the community .  
Measured by: 

§ Partner to plan and organize a community forum or other event.  
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§ Conduct educational and training events. 
§ Evaluate and share data provided by the Nutrition Risk Assessment Tool, 

which includes the diabetes risk assessment component, provide diabetes 
information through Nutrition Education.  

§ Share formal training tool developed to accompany the Nutrition/Diabetes 
Risk Assessment Tool. 

§ Organize outreach to business and civic entities. 
§ Participate in the Vulnerable Adults Workgroup. 

 
Completion Date: 12/2019 
 

2. Support local service providers, businesses and agencies in their efforts to become a 
more óElder Readyô and Age and Disability-Friendly community. 
Measured by: 

§ Sharing ñBest Practicesò  
§ Advisory Council meeting minute.   

§ Local advocacy trainings/forums.    
Completion Date: 12/2019 
 

3. Continue and further develop the advocacy campaign regarding senior issues. 
Measured by: 

§ Advisory Council meeting and AC Legislative committee meeting minutes.  
§ Support of issues at legislative forums, town halls and other activities.  
§ Develop and promote training for the community to be senior advocates .  
§ Meetings with elected officials.   
§ Partnering with existing organizations with common issues.  

Completion Date: 12/2019 
 

4. Promote positive aging and opportunities for socialization. 
Measured by: 

§ Outreach and special campaign materials utilized. 

§ Advisory council meetings across the county at various senior centers and 
other sites that promote socialization opportunities.  

 Completion Date: 12/2019 
 
5. Continue to prioritize involvement in local housing and transportation issues. 

Measured by: 
§ Meetings with local housing providers and advocates through Kitsap 

Continuum of Care; coordination with Kitsap County Human Services 
Department homelessness/housing Planner. 

§ Meetings with local transportation providers and representing Kitsap 
County issues and needs on regional transportation planning committees. 

§ Representation at public meetings and councils as appropriate. 
Completion Date: 12/2019 
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SERVICE INTEGRATION &  
 SYSTEM COORDINATION  
 

PROFILE OF THE ISSUE 

Kitsap County Aging and Long Term Care is currently involved in multi -tiered efforts to 
integrate local systems and services, as well as participate in statewide and national 
efforts.  This includes integrating community -based care with traditional partners, as 
well as creatively outreaching to non-traditional ancillary service providers.  
 
We have been involved in robust community-based workgroups to address local needs 
through coordination of care approaches to reduce duplication of efforts, provide for 
smoother transitions and more individualized care. A list of the local work groups and 
their mission is in Table A in this section.   
          
Through the Department of Social and Health Services (DSHS), social services and 
systems have been improving through a number of new endeavors.  Community Living 
Connections, Community First Choice Options, Health Homes, Roads to Community 
Living, Provider 1, and Individual Provider 1 are a few examples of 2015-2016 activities.  
 
Through the Health Care Authority (HCA), the System Innovative Model grant  
and formation of the Accountable Communities of Health (ACH) are transforming 
traditionally fragmented and disjointed services through local grassroots efforts to 
formally address local needs and identify future integration strategies.  The ACH strive 
to build healthier communities through a  collaborative regional approach, ensuring 
better health using a whole -person focus. The ACH will oversee the local transformation 
projects by creating menus of services to address Kitsapôs unique needs.  Kitsap County 
is part of the Olympic Community of Health (OCH) that also includes Jefferson and 
Clallam Counties.  These three counties share geographic challenges with two 
peninsulas and urban and rural characteristics that encompass seven federally- 
recognized Tribes.   
 
Washington State Department of Social and Health Services is aggressively seeking an 
1115 Long Term Services and Supports (LTSS) Global Medicaid Waiver that will 
drastically impact Medicaid service integration and system coordination by proposing a 
new set of eligibility criteria, benefit s packages, and increased local match revenue to 
the existing long term care systems.  The Waiver application was submitted August 24, 
2015 with negotiations with Center s for Medicaid and Medicare Services (CMS) 
expected through April 2016.  
 
The Waiver proposes strategies for a five year demonstration project that will be budget 
neutral; costing no more than the system would have spent absent the waiver. The 
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proposed Waiver strives to reduce avoidable institutional care in hospitals and nursing 
facilities through better coordinated community -based care.   
 
Washington State Department of Social and Health Services 1115 LTSS Design 
Principles include: 

¶ Provide effective services for individuals before they spend down to Medicaid; 
¶ Support individuals and families in maintaining and maximizing their 

independence; 

¶ Divert and delay entry into formal systems of care wherever possible;  
¶ Ensure that formal systems of care help individuals achieve improved health and 

wellness outcomes; and 

¶ Leverage the expertise of LTSS providers to improve client health and experience 
outcomes. 

 
Washington State Department of Social and Health Services 1115 LTSS Design 
Parameters include: 
 

1.  The program will be offered through a Medicaid authority and subject to Medicaid 
requirements: 

¶ Provider types and qualifications are identified in the waiver application and 
must be used for waiver services; 

¶ Authorizations are limited to service categories defined in the waiver;  
¶ Client eligibility must be determined initially and annually;  
¶ Providers must have contracts and enrollment of qualified providers must be 

continually open and available; 

¶ Follow the rate methodology in the approved waiver.  
 
2. Both the AAA and HCS doors continue to be entry points to service: 

¶ Transitions should be minimized as much as possible; 
¶ The waiver goal of diversion will be met if the service(s) that address the 
presenting need of the caregiver can be authorized at the óinitial doorô of 
entry into the system;  

¶ The statutory division of labor between Home and Community Services and 
Area Agencies on Aging applies to eligibility determination; 

¶ Create the ability to expedite authorizations in urgent situations.  
 

3. The service budget will be tiered based on level of need of care receiver and 
caregiver. 

 
4. All authorizations and payments will be processed through ProviderOne. 

  (DSHS, 1115 LTSS Program Design and Work Flow, October 2014)
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ALTC System Integration and Service Coordination Existing Efforts  
Local Efforts  
The following local committees and groups are formally meeting in Kitsap County: 

Committee Name  Purpose of Committee  Frequency of 
meetings  

HealthCare Coalition Facilitated by Kitsap Health Department to 
plan for surge capacity and capability by 
developing a county-wide management 
system for integrating medical and health 
resources during large-scale emergencies.  

Quarterly 

Kitsap County Cross 
Continuum Care 
Transitions Project 
(KC4TP) 
 

Formal Steering Committee that improves 
safety, quality of care and client satisfaction 
with care transitions in  Kitsap County.   
 
There are a number of subcommittees to 
address local needs:  

¶ Palliative Care 
¶ Patient Education 
¶ Home Health 
¶ Medication Management     

Bi-monthly 
 

Subcommittees 
may meet 

more 
frequently. 

Vulnerable 
Populations 
Taskforce  

Co-lead by Kitsap County Department of 
Emergency Management, Kitsap Public 
Health, and Kitsap County Aging and Long 
Term Care to strategize for local disaster 
preparedness for vulnerable individuals 
throughout the County.  

Monthly 

Functional 
Assessment and 
Services Team 
(FAST)   

Subcommittee that works in collaboration 
with local Red Cross to provide shelter and 
specialized services in Disasters.   

Bi-monthly 

Vulnerable Adults 
Taskforce  

Led by Kitsap County Prosecutors Office to 
problem solve vulnerable populations 
interface with local law enforcement; policy 
and protocols.  

Quarterly 

Long Term Care 
Alliance  

Forum to share local services updates, 
problem solve common community concerns, 
and plan annual Older American conference.  

Monthly 

Regional Resource 
Team 
(RRT) 

Facilitated by Attorney General Office staff to 
share system and service information for 
high profile ñclient of concernò cases. 

Monthly 

Provider Breakfast 
(local Long Term 
Care Agencies) 

Facilitated by ALTC staff to provide a formal 
venue to share local system and service 
information.   
 

Monthly 
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Committee Name  Purpose of Committee  Frequency of 
meetings  

Kitsap Information & 
Referral Network 
(KIRN) 

A network of Information and Referral 
professionals from human services 
organizations facilitated through Peninsulaôs 
211 to share informat ion on programs, 
network, and facilitate referrals.  

Monthly 

Kitsap Continuum of 
Care Coalition 
(KCOCC) 

Provides leadership to end homelessness 
through planning, coordination among social 
services providers, advocacy and education. 

Monthly 

Voter Access 
Advisory Committee 

Hosted by the Kitsap County Auditorôs office, 
this is a diverse group of Kitsap county 
residents representing advocacy groups, 
Kitsap County employees providing expertise 
and guidance regarding Kitsapôs Voter Access 
Plan. 

Annual  
and as-needed 

Guardian Luncheon Networking with local guardians; share 
information and establish relationships with 
AAA Ombudsman. 

Monthly 

Kitsap Network In-
Home Agency 
Provider Meeting  

Facilitated by ALTC staff to review system 
and policy changes and enhance cross-
agency communications. 

Quarterly 

Ethics Board with 
local hospital 
(Harrison Memorial 
Hospital) 

Hospital staff facilitate meeting that includes 
AAA Ombudsman to review current practices, 
protocols, and case reviews of hospital 
admitted patients with en d of life issues.   

Quarterly 

The Village of 
Bainbridge Island 

Development of ñThe Villageò older adult 
community on Bainbridge Island; 
Ombudsman is ambassador of AAA services 
(reduce duplication of services).  

Monthly 

Kitsap County 
Human Services 
Department- 
Program Managers  

County Human Services Program Managers 
to discuss and plan for DSHS, HCA, and 
other social service integration efforts (such 
as ACH and 1115 Medicaid Global Waiver). 

Monthly 
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Regional  multi -county  efforts:  
Kitsap County Aging and Long Term Care (ALTC) participates in the following regional 
workgroups:  

Committee Name  Purpose of Committee  Frequency of 
meetings  

Olympic Community 
of Health (local 
Accountable 
Community of Health 
organization) 

Develop infra-structure for a pr oductive 
Accountable Community of Health 
(ACH) organization. 

Executive 
Committee meets 

monthly. 
Larger regional 

committee meets 
Quarterly. 

DSHS Region 3 
Residential Care 
Services   

Coordinate between Residential 
Services staff (licensures and 
investigators) and regional 
Ombudsman. 

Sporadic 

 
Statewide efforts  
ALTC also participates in the following statewide committees and workgroups:  

Committee 
Name  

Purpose of Committee  Frequency of 
meetings  

W4A (Washington 
Area Agency of 
Aging Association)  

Association of local AAAôs to share information, 
discuss proactive solutions to common issues, 
and advocate for flexible system reform. 

Monthly 

Community Living 
Connections 
Resource Team 
and Policy Team 

Statewide committee involving Aging and Long 
Term Support Administration (ALTSA) of 
Department of Social and Health Services and 
Area Agencies on Aging staff to review and 
suggest policy and resource standards for 
implementation of Community Living 
Connections. 

Monthly 

Family Caregiver 
Support Program 
Policy Team 

Statewide meetings involving ALTSA/DSHS and 
Area Agency on Aging representatives to 
discuss caregiver support program 
implementation, policy changes and best 
practices. 

Bi-Annually or 
more often as 

needed 

Statewide Health 
Insurance Benefits 
Advisors (SHIBA)  

Meeting for statewide Volunteer Coordinators 
and SHIBA Washington State Office of 
Insurance Commissioner staff to review 
performance, best practices and plan for future 
system changes.  

Annually 
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PROBLEM STATEMENT 

 
1. Increased medical acuity and multiple system involvement of community -based 

clients.  
 Our system is providing case management and information, referral and 

consultation services for more medically complex clients, who would have been 
served previously in more restrictive settings. These individuals are typically 
served by more than one social and health service provider and are receiving 
services that are the high end of costs due to their chronic conditions and needs .  

 
2. Gaps in services or types of support. 

  
 Greater resources are needed to both provide treatment options and to assist 

professionals in their work with consumers across treatment systems.  
 
3. Changing population demographics. 

 
 As the elder and minority populations of Kitsap County continue to grow, the 

demand for an increasingly skilled workforce and specialty care (such as memory 
care) will be an on-going need. 

 
4. Expansion of Managed Care. 

 
Managed Care Organizations (MCOôs) will be assuming a more prominent role in 
the delivery of medical, behavioral health, chemical dependency, and long-term 
support services to beneficiaries with Medicaid and Medicaid/Medicare coverage. 
 
ALTC is currently working to establish productive working relationships with 
MCOôs that support timely, appropriate, and cost-effective interventions for 
beneficiaries.  
 

5. Multiple system changes occurring in rapid succession or simultaneously.  
The Aging and Long Term Care system is making internal system improvements, 
while there are a number of efforts locally through the ACH to target regional 
system efficiencies and at a state-level to transform the Medicaid system. While 
there are intentional efforts to coordinate and not duplicate efforts, it can be 
confusing to navigate the road to success.  
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GOAL  

Maintain the quality of care to older adults and adults with disabilities while working 
towards continuous improvement of delivery systems.  
 
Work with local partners, ACH, DSHS, HCA to implement strategies that expand health 
care access, improved health outcomes and reduce health-care costs for all clients ï 
with a special emphasis on the high cost/high risk individuals.  

                                                                                                                                                                  

O BJECTIVES 

1. Promote strategies to expand access to appropriate medical care, improve client 
health outcomes, and reduce overall medical service delivery cost. 
Measured by: 

§ Advisory Council, local committee and Olympic Community of Health meeting 
minutes.   

§ Review and identify evidence based strategies (e.g., Chronic Disease Self-
Management, Community-Based Care Transitions, etc.) in Kitsap County. 

Completion Date: 12/2018 
 

2. Review and implement applicable recommendations from the Needs Assessment 
Survey, such as improved transportation options. 
Measured by:  

§ Analyze 2015 Needs Assessment Survey.     
§ Advisory Council, staff and Community based committee meeting notes.  

Completion Date: 12/2016 
 

3. Continue to identify gaps in services or types of support needed in relation to 
clients with multi -system and services related to first responders, primary care, 
behavioral health, and local ancillary providers. 
Measured by: 

§ Local, regional, and statewide meeting notes.     
§ Area Plan Updates, including survey results. 

Completion Date: 12/2016     

RESOURCES 

¶ HealthCare Authority, www.hca.com Working Together for a Healthier 
Washington Medicaid Transformation Global Waiver concept Paper May 2015. 
 

¶ HealthCare Authority, www.hca.com 1115 Medicaid Transformation 
Global Waiver Application.   
 

¶ Washington State Department of Social and Health Services, 1115 
LTSS Program Design and Work Flow, October 15, 2014. 

http://www.hca.com/
http://www.hca.com/
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OLDER NATIVE AMERICANS & 7.01 PLANS  
 
Aging and Long Term Care is working to address the health and social needs of Native 
Americans age 55 years and older and those with disabilities requiring in-home care and 
support that reside in Kitsap County. Each Tribe has their own  
values and traditions within the distinguishing different  
government and social service structures.        
 
Aging and Long Term Care has a strong history of working  
collaboratively with both Tribes to meet the distinctly different  
needs of Tribal people. In order to build trust and continuity,  
ALTC has assigned a culturally sensitive case manager to 
individuals with long term care needs receiving Medicaid-funded in-home care. 
Relationship-building and sharing of resources among ALTC staff of all programs and 
the Tribes is ongoing, with special attention to shared needs and focus areas of elder 
safety, nutrition, support of traditional caregiving families, access to resources and 
promotion of health and prevention of disease.  
   
PORT GAMBLE SôKLALLAM TRIBE 
The mission of the Port Gamble S'Klallam Tribe is to exercise sovereignty and ensure 
self-determination and self-sufficiency through visionary leadership. They strive to 
ensure the health, welfare and economic success of a vibrant community through 
education, economic development, preservation and protection of the rich c ulture, 
traditions, language, homelands and natural resources of the Tribe. 
 
The Tribal government has a reputation for integrity and stability. In 1992 the Tribe 
became one of the first Self-Governance Tribes in the United States. Under Self-
Governance, the Tribe has been able to dramatically improve and expand programs and 
services. "Firsts" include the first tribal Temporary Assistance to Needy Families (TANF) 
program in Washington, the first TANF Tribe in the state to operate a federally funded 
child support program, an award winning health clinic and an acclaimed dental clinic.  
 
The Tribal Elders program includes a daily congregate meal site to support the nutrition 
of elders.  The Tribes blends the subcontracted funds from ALTC and Title 6 federal 
nutr ition funds to provide this valued service.  The meal is prepared and served in the 
Tribal Elders lounge.  The Tribe welcomes individuals from outside the Tribal family at 
this site.      
 
 

 

 

 

Tribal elders are 
defined as 

individualsô age 
55 years and 

older. 
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SUQUAMISH TRIBE  

The vision of the Suquamish Tribe is ña strong, self-governing, sovereign Nation that 
provides for the health, education and welfare of our families, reflecting traditional 
Suquamish valuesò.  

The Tribal Human Services department provides services in support of the Suquamish 
Vision Statement, which facilitates members and their families to be drug and alcohol 
free, mentally, physically, and economically healthy, engaged in cultural traditions with 
efforts to encourage elders, youth, and adult interactions promoting the goal of 
independence by educating members for ownership and control of their financially 
independent Nation.  

The Elders' Program provides five congregate meals per week at the Suquamish Village 
lunchroom, as well as meal delivery to homebound disabled persons who live on or near 
the Reservation.  Other services include transportation for shopping and medical 
appointments, respite and chore services, and assistance with minor home repair and 
yard work, as well as garbage pick-up. 

 

GOAL AND OBJECTIVES 

In compliance with the Washington State  1989 Centennial Accord and current federal 
Indian policy, 7.01 plans are created in collaboration with Recognized American Indian 
Organizations in the planning of the Washington Department of Social and Health 
Services and Area Agencies on Aging (AAA) service programs, to ensure quality and 
comprehensive service delivery to all American Indians and Alaska Natives in 
Washington state. The plans address concerns identified by tribal members, identify 
tribal leads and AAA staff, action steps to address each concern, and provide a yearly 
summary of the progress. Please see the following 7.01 Plans with the Suquamish and 
Port Gamble SôKlallam Tribes that outline mutually agreed upon focus areas, activities, 
and expected outcomes with dates.  Both 7.01 Planning meetings included Tribal and 
ALTC representatives and the Regional Manager, Brenda Francis-Thomas, from the 
Office of Indian Policy. 
 
The 7.01 Plans are reviewed at least annually.  They are considered ñliving documentsò 
that can be revised and updated as agreed upon by both parties at any time.  
                                                                                                                                                                   

Resources 
 

¶ Port Gamble SôKlallam Tribe, https://www.pgst.nsn.us/  
¶ Suquamish Tribe, http://suquamish.nsn.us/Home.aspx    

https://www.pgst.nsn.us/
http://suquamish.nsn.us/Home.aspx
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    2015 7.01 Policy Implementation Plan                
for  

Kitsap County Aging and Long Term Car e (PSA 13) ð Area Agency on Aging  
Port Gamble SõKlallam Tribe 

 
Biennium Timeframe: January 1, 2016 to December 31, 2017 

Plan Due Dates:  
October 1st of each odd numbered year a complete Implementation Plan is due for the coming biennium.  
October 1st of even numbered years, a progress report is due. 
 

Implementation Plan  Progress Report  

(1) Goals/Objectives  (2) Activities  (3) Expected 

Outcome  

(4) Lead Staff and  

Target Date  

(5) Status Update for the 

Previous  Year  
 

1. Maintain and increase 
coordination, identify and 

eliminate barriers, and increase 
access to services to the Elders of 

the SôKlallam Tribe. 

 

¶ Continue to share 

information and technical 
assistance.  

¶ Offer increased advocacy 

and outreach to the Port 
Gamble SôKlallam Tribe 

through presentations 

and services. 
¶ Kitsap Aging staff 

participation on newly 

established Tribal 
Vulnerable Adult Multi-

disciplinary Team.  

Improved awareness 
and access to services 

that recognize and 
preserve the value of 

the rich culture and 

heritage of the Elders 
of the Port Gamble 

SôKlallam Tribe. 

Cheryl Miller, Community 
Services Division Director  

 
Stacey Smith, Aging 

Administrator 

 
Tawnya Weintraub, Aging 

Planner  
 

Gail Archut, Aging Case 

Manager 
 

Jamie Aikman, Tribal 
Vulnerable Case Manager 

 
On-going  

At 7.01 meeting held 
6/18/2015 agreed to 

prioritize shared goals and 
objectives by scaling down 

7.01 Plan.  This goal remains 

as an over-arching shared 
philosophy.  

 
7.01 meetings are held at 

least yearly with the option 

for more frequent meetings 
as needed.  
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2. Provide specialized Information 

& Assistance about, and access 
to, caregiver support services, to 

the Tribe, while assuring 
recognition and respect for 

ethnic and cultural diversity in 
caregiver support activities; and 

provide assistance in developing 

of a family caregiver support 
group on the SôKlallam 

Reservation. 
 

Increase sharing of materials 

and resources, increase 
outreach and coordination by 

conducting coordination 
meetings and, where 

appropriate, one-on-one visits 
to Tribal Elders and families. 

Increase and enhance 

caregiver support 
information and 

services. 

Cheryl Miller, CSD Director 

 
Jenifer Calvin-Myers, Aging 

Caregiver Support  
Supervisor 

 
Tawnya Weintraub, Aging 

Planner 

 
On-going  

 

As per 7.01 meeting with 

Tribe, efforts are to 
continue.  

 
¶ Tribe organized and hosted 

a caregiver event on 

6/12/2015 Senior 
I&A/FCSP /SHIBA 

participate in the annual 

Strong Families Fair at the 
Reservation.   

¶ Continue to invite the  Tribe 

to Caregiver events, 
education and support 

opportunities. 

¶ Participated in the Tribeôs 

Healthy Living event with 
focus on Caregiver 

Support, Medication 
Management, Grief & Loss,   

and Preventive Benefits. 
¶ Discussed joint offering of 

dementia-specific materials 

and topics. 

3. Seek to establish joint planning 

and coordination around Kinship 

Care support for Port Gamble 
SôKlallam Tribe Elders raising 

grandchildren. 

Conduct coordination and 

training meetings with Tribal 

Family Care Coordinators and 
improve access to one-on-one 

services to Elders as 
appropriate. 

Improved access to and 

information concerning 

Kinship Care services. 

Jenifer Calvin-Myers, Aging 

Caregiver Support  

Supervisor 
 

Tawnya Weintraub, Aging 
Planner 

 
On-going  

 

As per 7.01 meeting with 

Tribe, efforts are to 

continue. 
 

¶ Kinship Caregiver Support 

Program Information and 
associated materials were 

featured as part of display 
at Strong Families Fair 

2015.   

¶ Provided specific case 

consultation provided for 
Kinship Care 

subcontractor about 
coordination of services.  
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    2015 7.01 Policy Implementation Plan                
for  

Kitsap County Aging and Long Term Car e (PSA 13) ð Area Agency on Aging  
Port Gamble SõKlallam Tribe 

 
Biennium Timeframe: January 1, 2016 to December 31, 2017 

Plan Due Dates:  
October 1st of each odd numbered year a complete Implementation Plan is due for the coming biennium.  
October 1st of even numbered years, a progress report is due. 
 

Implementation Plan  Progress Report  

(1) Goals/Objectives  (2) Activities  (3) Expected 

Outcome  

(4) Lead Staff and  

Target Date  

(5) Status Update for the 

Previous  Year  
 

¶ Shared program 

information in a follow up 
to the 2015 7.01 meeting.  

4. Continue to provide Senior 
Farmersô Market Nutrition 

Program Services to the 
SôKlallam Tribe.  

Provide vouchers for 
redemption for produce at 

Kitsap County Farmers 
Markets, and home delivered 

produce through the Senior 
Nutrition Program Service 

Provider. 

Increased availability of 
fresh fruits, vegetables 

and other produce to 
Tribal Elders. 

Cheryl Miller, CSD Director 
 

Tawnya Weintraub, Aging 
Planner 

 
Seasonal and ongoing  

Tribe indicates this program 
is extremely successful. 

As per meeting with Tribe 
efforts are to contin ue. 

 
 

5. Establish representation from the 

Port Gamble SôKlallam Tribe on 

the Advisory Council to Aging 
and Long Term Care. 

Nominate and facilitate 

appointment by the Kitsap 

County Board of County 
Commissioners of one 

member of the Tribe to the 
Advisory Council to Aging and 

Long Term Care to provide 

input on local aging 
programs, policy 

development, and decision-
making. 

Increased availability of 

tribal expertise and 

opinion in the activities 
of the Kitsap County 

Division of Aging and 
Long Term Care. 

Stacey Smith, Aging 

Administrator  

 
Tawnya Weintraub, Aging 

Planner 
 

On-going  

During 7.01 meeting, 

discussed Tribal 

representative on the 
Advisory Council to Aging 

and Long Term Care. 
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Completed/Tabled Items 

Discontinued Goal:  
Establish a Memorandum of 

Understanding (MOU) between 
SôKlallam Tribe and Division of Aging 

and Long Term Care. 

 

 Signed MOU between 
Tribe and Division of 

Aging and Long Term 
Care resulting in 

increased and 

enhanced service 
delivery. 

 As per meeting on 
6/18/2015 with Tribe, 

decided due to a good 
working relationship there is 

no need for MOU efforts at 

this time.  

Discontinued Goal:  

Seek to identify and participate in 

opportunities to enhance the health 
of Tribal Elders and families. 

 Improved access to, 

and information 

concerning, long term 
care services and 

health information and 
disease prevention. 

 Deleted Goal, as it was 

included in goals #1 and #2.  

Accomplished Goal/ Discontinued:  

Continue efforts to continue contract 

to maintain Congregate Nutrition 
Services with the SôKlallam Tribe, that 

preserves the government-to-
government relationship of the Tribes 

with federal, state and county 
partners and that complies with the 

requirements of Kitsap County and 

the Department of Social and Health 
Services specifically in keeping with 

the standards for congregate nutrition 
and such other services as may be 

provided. 

 A signed contract for 

Congregate Nutrition 

Services agreeable to 
all parties. 

 Accomplished Goal 

Accomplished Goal/ Discontinued: 

Work with Kitsap Transit and the Port 
Gamble SôKlallam Tribe to determine 

progress made regarding need for 

increased public transportation access 
in North Kitsap County including to 

and from the reservations. 
 

 Improved public 

transportation services 
to the SôKlallam Tribal 

Elders. 

 Accomplished Goal 
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2015 Progress Report Policy 7.01 Implementation Plan
 

for  
Kitsap County Division of Aging & Long Term Care (PSA 13) ð Area Agency on Aging  

Suquamish Tribe  
Biennium Timeframe: January 1, 2016 to December 31, 2017 

Plan Due Dates:  
October 1st of each odd numbered year a complete Implementation Plan is due for the coming biennium.  
October 1st of even numbered years, a progress report is due. 
 

Implementation Plan  Progress Report  

(1) Goals/Objectives  (2) Activities  (3) Expected 

Outcome  

(4) Lead Sta ff and  

Target Date  

(5) Status Update for the 

Fiscal Year  
Starting Last January 1  

1. Maintain and increase 
coordination, identify and 

eliminate barriers, and increase 
access to services to the Elders 

of the Suquamish Tribe. 

¶ Continue working towards 

mutual agreement on 
ways to meet these 

objectives.  
¶ Continue to share 

information and technical 

assistance. Special focus 

on non-Medicaid Senior 
Information & Assistance 

(I&A) services.  
¶ Offer increased advocacy 

and outreach to the 

Suquamish Tribe through 
presentations and 

services. 

¶ Identify strategies for on -

going program 
coordination.  

¶ Improved 

awareness and 
access to services 

that recognize and 
preserve the value 

of the rich culture 

and heritage of the 
Elders of the 

Suquamish Tribe. 
¶ Tribal program staff 

will become familiar 

with Senior I&A 
staff and services.  

 

Sharon Henson, 
Suquamish Human 

Services Director  
 

Kathy Kinsey, 

Suquamish Community 
Health Nurse  

 
Stacey Smith, Aging 

Administrator 

 
Tawnya Weintraub, 

Aging Planner  
 

Jennifer Calvin-Myers, 
Senior I&A Supervisor  

 

Brenda Francis-
Thomas, OIP Liaison  

 
On-going  

At 7.01 meeting held 7/16/2015 
agreed to prioritize shared goals 

and objectives by scaling down 
7.01 Plan.  This goal remains as 

an over-arching shared 

philosophy. Discussed special 
focus on materials and services 

for elders and caregivers. 
 

7.01 meetings are held at least 

yearly with the option for more 
frequent meetings as needed.  
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2015 Progress Report Policy 7.01 Implementation Plan
 

for  
Kitsap County Division of Aging & Long Term Care (PSA 13) ð Area Agency on Aging  

Suquamish Tribe  
Biennium Timeframe: January 1, 2016 to December 31, 2017 

Plan Due Dates:  
October 1st of each odd numbered year a complete Implementation Plan is due for the coming biennium.  
October 1st of even numbered years, a progress report is due. 
 

Implementation Plan  Progress Report  

(1) Goals/Objectives  (2) Activities  (3) Expected 

Outcome  

(4) Lead Sta ff and  

Target Date  

(5) Status Update for the 

Fiscal Year  
Starting Last January 1  

2. Provide specialized Information 
& Assistance about, and access 

to, caregiver support services. 
Continue to honor, respect, and 

recognize the ethnic and 

cultural diversity in caregiver 
support activities.  

¶ Increase sharing of 

materials and resources.  
¶ Increase outreach and 

coordination by 

conducting coordination 
meeting 

¶ When appropriate, one-

on-one visits to Tribal 

elders and families. 
¶ Explore topics that Senior 

I&A staff can present 

at/for the Tribal 
Caregiving Support group.   

Increased and enhance 
caregiver support 

information and 
services. 

Sharon Henson, 
Suquamish Human 

Services Director  
 

Kathy Kinsey, 

Suquamish Community 
Health Nurse  

 
Jennifer Calvin-Myers, 

Senior I&A Supervisor  

 
On-going  

As per meeting with Tribe, efforts 
are to continue with Tribe 

regarding Tribe and Senior I&A 
programs and services supporting 

caregivers.  

 
Senior I&A staff participate in the 

annual Tribal Community Health 
Fair and Womenôs Health Day 

events.  

 
Invitation s are sent to Tribe for 

participation in community-based 
Healthy Aging and Caregiver 

events, education and support 
opportunities.  
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2015 Progress Report Policy 7.01 Implementation Plan
 

for  
Kitsap County Division of Aging & Long Term Care (PSA 13) ð Area Agency on Aging  

Suquamish Tribe  
Biennium Timeframe: January 1, 2016 to December 31, 2017 

Plan Due Dates:  
October 1st of each odd numbered year a complete Implementation Plan is due for the coming biennium.  
October 1st of even numbered years, a progress report is due. 
 

Implementation Plan  Progress Report  

(1) Goals/Objectives  (2) Activities  (3) Expected 

Outcome  

(4) Lead Sta ff and  

Target Date  

(5) Status Update for the 

Fiscal Year  
Starting Last January 1  

3. Seek to establish joint planning 
and coordination around Kinship 

Care support for Suquamish 
Tribal members raising 

grandchildren. 

 
 

¶ Conduct coordination 

and training meetings 
with Tribal Human 

Services, Tribal Child 
Welfare, Youth Center, 

School and Health Care 

staff.  
¶ Provide access to one-

on-one services to Tribal 

members, as 
appropriate. 

Improved access to and 
information concerning 

Kinship Care services. 

Sharon Henson, 
Suquamish Human 

Services Director  
 

Jennifer Calvin-Myers, 

Senior I&A Supervisor  
 

On-going  

As per meeting with Tribe, effort s 
are to continue.  

 
 

4. Continue to provide excellent 
COPES Case Management 

services to Tribal members.  

¶ On-going coordination 

meetings with Suquamish 
Tribe Human Services 

staff.  

Minimization of 
difficulties with 

assessment and follow 
up process. 

Kathy Kinsey, 
Suquamish Community 

Health Nurse  
 

Gail Archut, Aging Case 

Manager  
  

On-going  

Tribal staff shared excellent 
satisfaction with COPES delivered 

services. The Tribe requested this 
goal remain as a focused and 

targeted maintenance goal.    
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2015 Progress Report Policy 7.01 Implementation Plan
 

for  
Kitsap County Division of Aging & Long Term Care (PSA 13) ð Area Agency on Aging  

Suquamish Tribe  
Biennium Timeframe: January 1, 2016 to December 31, 2017 

Plan Due Dates:  
October 1st of each odd numbered year a complete Implementation Plan is due for the coming biennium.  
October 1st of even numbered years, a progress report is due. 
 

Implementation Plan  Progress Report  

(1) Goals/Objectives  (2) Activities  (3) Expected 

Outcome  

(4) Lead Sta ff and  

Target Date  

(5) Status Update for the 

Fiscal Year  
Starting Last January 1  

5. Continue to provide Senior 
Farmersô Market Nutrition 

Program Services to the 
Suquamish Tribe.  

Provide vouchers for 
redemption for produce at 

Kitsap County Farmers 
Markets, and home delivered 

produce through the Senior 

Nutrition Program Service 
Provider. 

Increased availability of 
fresh fruits, vegetables 

and other produce to 
Tribal Elders. 

Tawnya Weintraub, 
Aging Planner 

 
Seasonal  

Tribe indicates this program is 
extremely successful. 

As per meeting with Tribe efforts 
are to continue.  

Program changes and best 

practices in 2014 will be reviewed 
with the Tribeôs Human Services 

staff, the Senior Nutrition Service 
Provider and Division of Aging & 

Long Term Care. 

6. Recruit representation from the 

Suquamish Tribe on the Advisory 
Council to the Division of Aging 

& Long Term Care. 

Nominate and facilitate 

appointment of a Suquamish 
member by the Kitsap County 

Board of County 

Commissioners to the Aging & 
Long Term Care Advisory 

Council.  

Increased Tribal 

expertise and cultural 
diversity in the 

activities of the Kitsap 

County Aging and Long 
Term Care Advisory 

Council.  

Sharon Henson, 

Suquamish Human 
Services Director  

 

Stacey Smith, Aging 
Administrator 

 
On-going  

Currently, there is not 

representation from Suquamish 
tribe on Aging & Long Term Care 

Advisory Council.   
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Completed/Tabled Items  

 Goals/Objectives   Activities  Expected Outcome  Lead Staff and  

Target Date  

Status Update for the 

Previous  Year  
 

Discontinued Goal:  
Establish a Memorandum of 

Understanding (MOU) between 
Suquamish Tribe and Division of 

Aging and Long Term Care. 

 

 Signed MOU between 
Tribe and Division of 

Aging and Long Term 
Care resulting in 

increased and 

enhanced service 
delivery. 

 As per meeting on 
7/16/2015 with Tribe, 

decided due to a good 
working relationship there is 

no need for MOU efforts at 

this t ime.  

Discontinued Goal:  

Work with Suquamish Tribe in an 

effort to contract with Division of 
Aging & Long Term Care for OAA Title 

III funded Nutrition Program  

 A signed contract for 

Congregate Nutrition 

Services, agreeable to 
all parties. 

 As per meeting on 

7/16/2015 with Tribe,  

decided to discontinue goal.  
Tribal nutrition program is 

funded through Title 6.  

Discontinued Goal:  

Work with Kitsap Transit and the 

Suquamish Tribe to determine 
progress made regarding need for 

increased public transportation access 
in North Kitsap County including to 

and from the reservations. 

 

 Improved public 

transportation services 

to the Suquamish Tribal 
Elders. 

 As per meeting on 

7/16/2015 with Tribe,  

decided to discontinue goal.  
Tribal Director is working 

directly with  transportation 
vendor.   
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