Service Definitions for Older Americans Act Titles III-B and III-E 

as applies to C.A.R.E. Collaborative
All funded services must include outreach, information and referral, and education as a part of their projects within the funded service.

Title III-B

01. Homemaker (1 hour of service to client) (NAPIS Registered Service) – Providing assistance to persons having difficulty with one or more or of the following instrumental activities of daily living (IADL).  Includes services such as:

a. preparing meals

b. shopping for food and other personal items

c. managing money

d. answering or making telephone calls

e. routine housekeeping (dusting or sweeping)

02. Chore (1 hour of service to client) (NAPIS Registered Service) – Providing assistance to persons having difficulty with one or more of the following instrumental activities of daily living (IADL): heavy housework (laundry, yard work, snow shoveling). 

03. Transportation (1 one-way trip) (NAPIS Unregistered Service) – Provision of a means for going from one location to another.  Does not include other activity.  Priority transports include medical appointments and grocery shopping. 

04. Home Modification/Repair (1 project) (NAPIS Unregistered Service) – Improving or maintaining the independent living environment of an older person. It includes modifications to accommodate mobility impairments and with energy savings. 

Title III-E

All funded services must include outreach, information and referral, and education as a part of their projects within the funded service. These services may be provided in-person, by telephone or via the internet depending on the needs of the caregiver/s. 

01. Counseling – Counseling to informal caregivers to assist them in making decisions and solving problems related to their caregiver roles. This includes: coaching, support groups, training and education. 

a. Support Groups (1 Session) (NAPIS Registered service). Group sessions that offer caregiver education, information about community resources, or emotional support and networking with other caregivers.  Support groups should be at least 2 hours in length and have a minimum attendance of 6 caregivers. Title III-E funded support groups must include an educational component as a part of sessions. 

b. Caregiver Coaching (1 Hour Session) (NAPIS Registered service).  A primarily in-person, individualized service that equips the caregivers with the knowledge, skills and tools to perform their caregiver role.  At a minimum, the caregiver coach service includes a comprehensive caregiver assessment to identify the caregiver’s needs and values related to their caregiving role, and development of a customized plan that included goal setting, and problem solving, coaching and ongoing support to reach established goals.  Support may be provided as education, skills development including self-advocacy, coping and disease management, problem solving, family meetings and resource information.
Caregiver Coaches/consultants must meet state Title III-E Caregiver Coach standards and competencies proposed by MBA, Title III-E Caregiver Coaching Standards for Professional Practice [Revised 07.05.07], complete the Caregiver coach basic training using state owned curriculum, and participate in state or locally sponsored coach training. Caregiver Coach and TCARE Training Approximate Sample Costs
c. Caregiver Training and Education. (1 Session) (NAPIS Unregistered service) Group sessions that build family caregiver capacity to provide, manage, and cope with caring for an older adult or other eligible person. These services may include, but are not limited to, training or education on: personal care, nursing care, aging process, disease management, family roles and responsibilities, resources, living arrangements, environmental needs, financial and legal issues, and self-directed support options.  Group Caregiver and Education sessions should be large public events targeted to the family caregiver participant that are a minimum of 1 ½ -3 hours in length.  These sessions build caregiver capacity to provide care through increased knowledge and skill building.  Programs that propose group education must:

· Maximize existing education resources by sharing education expertise and evidenced based/evidenced informed curriculums across the region in order to make high quality education available in underserved and un-served areas. 

·  Provide sessions in partnership with local service providers in order to encourage relationship building between caregivers and local providers.

02. Respite Care (1 hour) – (NAPIS Registered) Services that offer temporary, substitute care, supervision, support, or living arrangements to older persons in order to provide a brief period of relief or rest for informal caregivers. Respite Care includes: (a) in-home respite; (b) out-of-home respite; (b) facility-based respite; (d) self-directed respite.  

a. In-home Respite -This includes personal care, homemaker, chore, companion, supervision, or nursing care provided by an organization.  In-home respite should be for a care receiver that has a caregiver living in the same home and providing the majority of the care to the care receiver.  Respite visits should be approximately 4-6 hours in length an average of one to two times a week maximum.   

b. Out-of-Home Non-Facility Respite -Services provided in a licensed Adult Day Facility.  

c. Facility-based Respite-This includes services provided in a licensed nursing facility or hospital or registered housing site that has services provided by a licensed home care agency.  This is typically used for short-term stays for a care receiver whose caregiver needs an intensive break from daily caregiving.  Facility-based respite should be for a care receiver that has a caregiver living in the same home and providing the majority of the care to the care receiver.    
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Title III-E Caregiver Coaching Standards for Professional Practice

Standard 1:   Professional Qualifications
Caregiver Coach shall possess the knowledge, skills, and experience necessary to competently perform caregiver coach service activities.

Minimum requirements:

· Baccalaureate degree from an accredited program in social work, nursing, gerontology, rehabilitation therapy or health and human services.

· Two years experience working with family caregivers and older adults in one-to-one consultation in identifying needs/values, goal setting, planning and evaluation of results.  
· Excellent communication skills with older persons and professionals required.  

· Expert knowledge in family caregiving, care of aging persons, home and community-based services, publicly funded programs and person-centered planning philosophy and processes. 
· Access to regular supervision or consultation from a trained professional with comparable training or experience.
The Area Agency on Aging may waive the degree requirement for individuals who posses the experience and skills outlined above and participate in caregiver coach training sessions. 
Standard 2:  Ethics and Professional Values

Caregiver Coach shall have knowledge of and practice according to the ethical guidelines, principles and standards of their discipline and setting (i.e. NASW Code of Ethics).

· Primacy of client needs and self determination.

· Clearly communicates the distinctions between coaching, consulting, psychotherapy and other support professions.
· Refers client to another support professional as needed, knowing when this is needed and the available resources.
· Privacy and Confidentiality Standards --Caregiver coach must comply with local, state and federal mandates related to confidentiality and privacy of client information. Professional judgment in the use of confidential information shall be based on best practice, ethical and legal considerations (including HIPAA).
· Is trained on the requirements of a mandated reporter per the Vulnerable Adults Act.
Standard 3:  Cultural Competency/Responsiveness 
The Caregiver Coach shall have knowledge and respect for the history, traditions, values, and family systems of client groups, as they relate to community-based services, health care services and decision making.  The CC adapts standards of practice to meet cultural norms. 

· Caregiver coach has the knowledge, competence and skills to work with individuals and families from a variety of ethnic, cultural and racial groups.   

· CC has the skills to meet the needs of individuals and families with disabilities, gay, bisexual and transgender caregivers.

· CC is knowledgeable of disparities across cultures and economic groups in gaining access to and funding for community-based and health care services.

· CCs are responsible for self-reflection regarding the impact of their own cultural beliefs on their professional and personal life. 

· Knowledge of community system, knowledge of specific cultural resources available.

· CC commits to ongoing education and knowledge of the resources for new subsets of populations.

Standard 4:  Knowledge Base 

· Caregiver Coach shall demonstrate a working knowledge of current theory and practice and integrate such information into practice.  This includes coaching philosophy, strategy and techniques; family systems/family dynamics; specialized knowledge of chronic illnesses and/or conditions; community resources/referrals; communications; advocacy development; navigation between home and community-based, health and long-term care systems (See CC Competencies - Part A).

· CC will strive to become and remain proficient in coaching functions by critically examining and keeping current with emerging related knowledge and evidence-based research.

· Assume personal responsibility for continuing professional education according to standards of their discipline and setting (i.e. geriatric nurse practitioner). 

· CC will complete training by the Minnesota Board on Aging, the Area Agency on Aging or a designated contractor (annually or as offered).

Standard 5:  Coaching Philosophy, Techniques and Strategies  

Based on International Coach Federation 11 Core Competencies

· Meeting ethical guidelines and professional standards

· Establishing the coaching agreement

· Establishing trust and intimacy with the client

· Coaching Presence  (i.e., creating a coach presence and setting rapport)

· Active Listening 

· Powerful questioning (i.e., strength-based questions/inquiry)

· Direct Communication 

· Creating Awareness 

· Designing Actions
· Person-Centered Planning and Goal Setting 
· Follow-up on progress (i.e., continuing action plans) and client accountability 

· Referrals – knowing when and where to refer for further assistance 

Standard 6:  Assessment

Gather information regarding client’s situation to ascertain individual and family capacity, coping strategies, risk factors and preferences of client.  

· Ability to establish and maintain empathic relationships; sets a tone of alliance.
· Has comfort and experience in gathering and assessing social and health histories.  
· Knows how to ask questions and probe for clarification.
· Use strength-based person-centered approach.
· Address principles and domains for caregiver assessment developed by the Family Caregiver Alliance (Issued May 2006). 
Standard 7:  Goal setting, intervention, planning and follow-up

Facilitate the development and implementation of a self-directed action plan with client.

· Ability to develop and maintain an effective plan with the caregiver.

· Use problem-solving techniques and coaching tools and strategies. 

· Provide ongoing education, build self-advocacy skills and provide support.

· Assist caregiver in evaluating outcomes and modifying own plan. 

· Obtain ongoing feedback from caregiver on process and plan.  

Standard 8:  Supporting Self-Advocacy 
Teach the client systems navigation and self-advocacy skills needed to fulfill the plan.

· Caregiver coach will have the ability to teach caregiver how to navigate between home and community-based, health care and long-term care systems.

· CC will have the ability to teach self-advocacy skills, such as communicating needs, identifying and resolving problems and making decisions related to the care, provider services and benefits, as caregiver is able and willing.

· CC shall have the skills to develop collaborative relationships with other health, mental health and allied health professionals, and transfer these relationships to caregiver as able and willing.

· CC will strive to enhance interprofessional, intraprofessional, and interagency cooperation on behalf of the client and family. 

Standard 9:  Documentation/Information Movement

Maintains records and provides information updates to persons who need to know.

· Caregiver coach instructs caregiver how to organize and manage essential information (e.g., records, prescriptions, treatments, benefits, financial information, advanced directive).

· CC facilitates the flow of information between all “care team” members.

· CC shall maintain records or documentation of caregiver services reflecting pertinent client information for assessment, interventions and outcomes in accordance with 

administrative policies within their organization.

· CC will comply with privacy and confidentiality standards (Outlined in Standard 2 Ethics and Professional Values – Bullet 4) including obtaining release of information forms.
Standard 10:  Performance Improvement

Caregiver Coach shall be part of an ongoing, formal evaluation of their practice to assess quality and appropriateness of serves, to improve practice and to ensure competence.

· Client satisfaction surveys

· Individual feedback on process and plan on an ongoing basis

Caregiver Coach Competencies

I. Coaching Philosophy, Techniques and Strategies

· Coaching history, philosophy, assumptions

· Roles, features, integration of two disciplines
· Theories including person-in-environment, ecological, person centered planning, solution focused, family therapy, crisis management, evidence based practices and research and mediation/conflict resolution 

· Strategies, interventions
· Self-evaluation

II. Family Systems/Influence of aging and caregiving on family dynamics

· Stages of caregiving

· Family dynamics

· Types of caregivers (i.e., spousal, working, long distance, minority and young children); competencies and risks 

· How to facilitate a family meeting

· Intergenerational approaches

· Knowledge and empathy about acceptance of dependency

III. Community Resources to assist caregivers and their families
· Public programs

· Linking skills/collaboration activities 

· Basic understanding of legal and financial planning tools and when to refer

· Knowledge of laws, regulations and their impact on programs and service delivery

· Understanding of elder abuse and neglect

· Identify gaps in services and develop supplementary services

IV. Normal physical, psychological and social changes in later life and impact on health care

· Normal health, aging and chronic diseases

· Common physical and mental health diagnoses associated with aging

· Chronic diseases, disabilities, sensory losses

· Basic pharmacology and the interactions of medications affecting the elderly

· Dementia and related strategies, resources and interventions 

· Grief and loss counseling skills

· End of life Issues

· Disparities across cultures and economic groups in gaining access to and funding for health care

· Caregiver health issues - stress, physical ailments, depression, alcohol or substance abuse

· Self-care strategies for caregivers

V. Communication skills

· Principles of adult learning

· Active listening

· Advocacy on behalf of caregivers

· Promotion of client self-expression

· Ability to work with a wide range of ethnic background

· Demonstrates ability to work with strong emotions

· Ability to give clear and direct feedback

VI. Cultural Competency/Responsiveness

· (Refer to Standard III. above)

VII. Ethics

· Accept and respect the right and need of older adults to make their own choices within the context of the law and safety concerns
· Understand the need to balance risk and safety
· Identify professional boundary issues
· Decision tree for professionals on ethics and decisions (optional)
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